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DIREAQT w MESSAGE

Dear Colleagues and Partners:

This past year has seen many opportunities and many challenges in the belavioral health space.
The current nationwide focus on equity allows for significant avenues for operationalizing
equity measures, such aswve have here in Mental Health & Recovery Senices (MHRS) in our
service development and delivery.

As we continue to implement the goals created in lasty ear ds pl an, we
Behavioral Health Equity Committee, made up of diverse staff and community members, to
assist us in fully operationalizing the goals through a series of working groups that provide
regular feedback, ideas and suggestions to the larger committee and HCA leadership.

As restated from last year, our goals reman as follows:

1 Continue to develop diversity, equity, and inclusion as core components of the MHRS
work in service to the community.

1 Support the work of the Behavioral Health Equity Committee and its workgroups to
enhance and deepen our relationship with t he communities that we serve.

1 Recruit and retain highly qualified, diverse bi-lingual and bi-cultural staff.

1 Operationalize the Cultural Competence Plan Update by ensurirg the state required
Culturally and Linguistically Appropriate Services (CLAS) stanakds are met at every
encounter with clients/participa nts/families.

As we strive to complete these goals and develop new ones, MHRS ackowledges that a

reimagined, culturally inclusive behavioral health system, advances healthequity, improves
quality and helps eliminate health care disparities. That is ourultimate goal.

g

Dr. Veronica Kelley LCSV
Chief of Mental Health and Recovery Services




INTRODUCTION

The Orange County Health Care AgencyMental and Recovery Servicedss responsible for

delivering mental health and substance use services to Orange County residents who are
experiencing major mental illness or substance use issuesMental Health and Recovery

Services provides the following services:

Navigational Help

Crisis Services

Alcohol & Substance Use Services
Children & Youth Services

Adult (18+) Services

Older Adult (60+) Services
Wellness Promotion & Prevention

=A =4 =4 4 -4 -4 -4

The vision, mission, and goals of the Orange County Health Care Agency are as follows:

VISION

MISSION

In partnership with the community, deliver sustainable and
responsive services that promote population health and
equity.

GOALS

Accordingto SAMHSAG6s Of fice of Bebehlaworabheath equiteig | t h  E ¢
ahe right to access high-quality and affordable health care services and supports for all
populations, including Black, Latino, and Indigenous and Native American persons, Asian
Americans and Pacific Islander and other persons of color; members of religious
minorities; leshian, gay, bisexual, transgender, and queer (LGBJ+) persons; persons with
disabilities; persons who live in rural areas; and persons otlerwise adversely affected by
persistent p o Vv e rThe neanlrto réspordqta aHangeésyin @opulations
demographics prompted the Orange County Health Care Agencyto establish the Office
of Population and Health Equity 2021 and implement the Equity in OC initiative. This
initiative brings together over 200 comm unity-based organizations and stakeholders to
address the social determinants of health and collaboratively work towards eliminating



health (including mental health and substance use) disparities across the populations of
Orange County. Over the next decade, adolescents and older adults will become the
fastest growing sub-group populations of Orange County .

Within Mental Health and Recovery Servics, t he proposed goals from
Cultural Competency Plan Update continue to be to:

1. Continue to ensure the CLAS Standards are implemented across programs and clinic
levels.

2. Continue to support the Behavioral Health Equity Committee (BHEC) and its
workgroups, which are formed in equitable and balanced partnership with members
of the community , which includes leveraging the workgroups to promote community
engagement meetings, especially in conjunction with the MHSA Office and the OPHE.

3. Continue to develop equity, diversity, and inclusion as core components of the
Countyds work in servi ctefdlovingdctevities:o mmuni ty th

a. Reviewing all County Policies, Procedures, and Operating Praates to ensure
behavioral health equity is supported.

b. Recruiting and retaining highly qualified bi -lingual and bi-cultural staff across
all levels within MHRS.

4. Support the implementation of Anti -Racism Resolution (Resolution No. 21028) of
the Board of Supervisors, which reads:

oNOoW, THEREFOREED TBIAT THE ORREGEXIOUNTY BOARD OF
SUPERVISORS declares out commitment to protect and improve the lives of

Orange County residents in acknowledging the grave harms of racism,

repudiate those who perpetrate acts of racism, and commit to work in our role

asa county government to eradicate raci sm.

On Tuesday, December6, 2022, the Board of Supervisorsdeclaredr aci sm o wi t |
its resultant soci al and health inequitie
on hate crimes indicated a 165% increase in 2021 with Asian Americans and

Pacific Islanders as the populations most affected.In the resolution, the board

vowed to owor k to pr o-mfortnexl, andnracial requityu s i v e,
justice-oriented governmental organization that is conscious of injustice and

unfairness through robust trainings and continuing education to expand the
understanding of how racial discrimination affects individuals and communities

most i mpact ed Thiydedarawnreainforceséhe wark of MHRSIn

addressing equity in our services.



These goak are being implemented in collaboration with the Behavioral Health Equity
Committee, and the progress to date has been:

1 Promote community engagement meetings to provide information on mental health
and recovery services available through the County and contracted agencies
Distribute information in threshold languages
Raise awareness aroundCLAS Standardsand their implementation
Continue to address implicit bias through self-paced and live trainings

Notes:

o The term Client and Consumer are used interchangeably throughout the plan. All
terms are used to describe individuals receiving services from Mental Health and
Recovery Services.

o In 2022, the agency implemented a title change from Behavioral Health Services to
Mental Health and Recovery Servicesto better describe the scope of services Both
titles refer to mental health and substance use related services.



CRITERION COMMITMINTTOCULTURACOMPETENCE

National Standards for Culturally and Linguistically Appropriate Services (CLAS Standard)
2,3 4, 9& 15.

1-1: County Mental Health System Commitment to Cultural Competence.

The County shall include the following in the Cultural Competence Plan Requirements
(CCPR): Policies, procedures, or practices that reflect steps taken to institutionalize the
recognition and value of racial, ethnic, and cultural diversity within the County Mental
Health System.

The commitment to the principles of Cultural Competence is reflected in the broad
categories of Policies, Procedures and Practices; Program Oversight and Compliance;
Community Engagement and Involvement Efforts; and current budgetary allotments
which have been set aside for further expansion of our programs. The entire Cultural
Competence Plan will address each of these constructs in detail to provide guidance to
Mental Health & Recovery Services (MHRS) in meeting the complexbehavioral health
needs of our communities in an equitable manner. Each section of ths criterion will
provide an overview of principles, practices, policies, documents, and official structures
used throughout MHRS.

Policies, Procedures or Practices

The focus on cultural competence is documented in several MHRS written policies and
procedures. These include, but are not limited to:

1.1 MHRS Policies and Procedures (Updated 2022)**

Policy Number Policy Details

BHS Policy All of Behavior Health Services (BHS) County and County Contracted
02.01.01. providers shall be culturally competent.

BHS Policy All Behavioral Health Service (BHS) consumers shall have access to
02.01.02. linguistically appropriate services.

BHS Policy Behavioral Health Services (BHS) is committed to providing consumers
02.01.03. with culturally/linguistically appropriate written materials in all threshold

languages or in alternate formats.

BHS Policy All beneficiaries receiving behavioral health services from the County of
02.01.04. Orange Health Care Agency (HCA) Behavioral Health Services (BHS) will

receive and/or have access to a copy of the appropriate Provider Directory.



Policy Number Policy Details

BHS Policy Written materials provided to consumers, family members or significant
02.01.05. others of the BHS MHP shall be field tested in the threshold languages to

ensure comprehension. Written materials include, but are not limited to:
- MHP Consumer Handbook

- MHP Provicer List

- General Correspondence

- Beneficiary grievance and fair hearing materials

- Confidentiality and release of private health information
- MHP orientation materials

- SMHS education materials

BHS Policy It is the policy of BHS to seek and incorporate input from the service
02.01.06. providers and community representatives, consumers and families

representing the diverse ethnic and cultural groups of Orange County into
service design and implementation.

BHSPolicy Meeting Deaf and Hard of Hearing Language Needs at Key Points of
02.01.07 Contact.

To ensure that all Deaf and Hard of Hearing Medi-Cal beneficiaries receiving
services in Orange County Behavioral Health Services (BHS) within the
Mental Health Plan (hereby referred to as Orange MHF) and Drug Medi-Cal
Organized Delivery System (DMCODS) have access to linguistically
appropriate services through staff
primary language, e.g. American Sign Language (ASL). This policy als
applies to non-Medi-Cal clients receiving services within BHS.

BHS Policy Required distribution of informing materials shall be documented so as to
02.06.02. be easily audited. The Advance Directives shall be documented as required

in CFR 42, Chapter 4.

BHS Policy BHS trainings that address cultural issues shall be of the highest possible
03.01.03. quality. Toward this end, the Multicultural Development Progr am shall

provide review, feedback and consultation on all trainings that address
cultural issues prior to the training date.

**Coples of all the Policies and Procedures listed above is inrAppendix |.

10



Program Oversight and Compliance

MHRS utilizes policies and procedures to provide oversight and governance for workforce
expectations, client care, and to establish strategic goals. The following & a brief sample
of policies and procedures, strategic plans, and documents that establish accountability.
MHRS continues to develop strategic plans as needs arise and reviews its governance

policies regularly.

1.2 Program Oversight and Compliance Suppotting Documents

BHS Policies and
Procedures

Addressing Opioid Crisis
in Orange County

HCA Organizational
Chart

Compliance Orientation,
Education and Training

Informing Materials for
Mental Health Plan
Consumers

Medi-Cal Consumer
Rights Under the
Orange County Mental
Health Plan

List of policies and
procedures for
operations and client
care

Relevant strategic plan
for BHS

Leadership within
organization

HCA Human Resources
policies

Accountability policies
and procedures

Client care and rights

11

https://www.ochealthinfo.com/about -
hca/behavioral-health-services/bh-
services/policies-and-procedures

https://www.ochealthinfo.com/providers -
partners/authority -quality-improvem ent-
servicesdivision-agis/quality -assurance 18

https://sp.ochca.com/sites/HCAOrgCharts/Sh
ared%20Documents/1)%20Health%20Care%
20Agency/01.2022%2G
%200C%20HCA%20EXECUTIVE%200RG%:

CHART.pdf

https://www.ochealthinfo.com/sites/hcalfiles
[import/data/files/50206.docx

https://www.ochealthinfo.com/sites/hcalfiles
/import/data/files/50869.pdf

https://www.ochealthinfo.com/sites/hcalfiles
/import/data/files/50870.pdf



https://www.ochealthinfo.com/about-hca/behavioral-health-services/bh-services/policies-and-procedures
https://www.ochealthinfo.com/about-hca/behavioral-health-services/bh-services/policies-and-procedures
https://www.ochealthinfo.com/about-hca/behavioral-health-services/bh-services/policies-and-procedures
https://www.ochealthinfo.com/providers-partners/authority-quality-improvement-services-division-aqis/quality-assurance-18
https://www.ochealthinfo.com/providers-partners/authority-quality-improvement-services-division-aqis/quality-assurance-18
https://www.ochealthinfo.com/providers-partners/authority-quality-improvement-services-division-aqis/quality-assurance-18
https://sp.ochca.com/sites/HCAOrgCharts/Shared%20Documents/1)%20Health%20Care%20Agency/01.2022%20-%20OC%20HCA%20EXECUTIVE%20ORG%20CHART.pdf
https://sp.ochca.com/sites/HCAOrgCharts/Shared%20Documents/1)%20Health%20Care%20Agency/01.2022%20-%20OC%20HCA%20EXECUTIVE%20ORG%20CHART.pdf
https://sp.ochca.com/sites/HCAOrgCharts/Shared%20Documents/1)%20Health%20Care%20Agency/01.2022%20-%20OC%20HCA%20EXECUTIVE%20ORG%20CHART.pdf
https://sp.ochca.com/sites/HCAOrgCharts/Shared%20Documents/1)%20Health%20Care%20Agency/01.2022%20-%20OC%20HCA%20EXECUTIVE%20ORG%20CHART.pdf
https://sp.ochca.com/sites/HCAOrgCharts/Shared%20Documents/1)%20Health%20Care%20Agency/01.2022%20-%20OC%20HCA%20EXECUTIVE%20ORG%20CHART.pdf
https://www.ochealthinfo.com/sites/hca/files/import/data/files/50206.docx
https://www.ochealthinfo.com/sites/hca/files/import/data/files/50206.docx
https://www.ochealthinfo.com/sites/hca/files/import/data/files/50869.pdf
https://www.ochealthinfo.com/sites/hca/files/import/data/files/50869.pdf
https://www.ochealthinfo.com/sites/hca/files/import/data/files/50870.pdf
https://www.ochealthinfo.com/sites/hca/files/import/data/files/50870.pdf

Notes:

1 Behavioral Health Services (BHS) is now Mental Health and Recovery Services
(MHRS). The policies remain the same.

1 The pending Office of Equity will continue to monitor and update the
aforementioned policies and procedures to ensure they are current, up to date,
and in compliance with current state and federal policies and procedures as
needed in FY22/23.

1-1I: The County shall show Recognition Value, and Inclusion of Racial, Ethnic, Cultural,
and Linguistic Diversity within the System.

The Cultural Competency Plan Requirements (CCPR) shall be completed by the county
Mental Health Department. The county will hold contractors accountable for reporting
the information to be inserted into the CCPR. The county shall include the following in
the CCPR:

1-1I-A: A description of practices and activities that demonstrate community
outreach, engagement, and involvement efforts with identified racial, ethnic,
cultural, and linguistic communities with mental health disparities; including,
recognition and value of racial, ethnic, cultural, and linguistic diversity within the
system. That may include the solicitation of diverse input to local mental health
planning processes and services development.

The MHSA office hosted seven Community Engagement Meetings (CEMS), two
Provider Engagement Meetings (PEMS), and four focus groups, between February
15,2022, and March 3, 2022.

In addition to emailing over 1,500 individuals, staff members reached out to the

Older Adults community committee, the Equity Steering Committee, and the

PEACE group to encourage community participation in meetings. HCA staff
explained the Countyds desire to increase
MHSA Priority Populations and hear directly from unserved and underserved
individuals as part of the Community Program Planning Process(CPPP) for the FY

2022-23 Annual Plan Update. Meetings ranged from open to the public, to

targeting specialty groups, and separate provider groups to create a safe and

culturally competent setting to reach all target populations and stakeholders.Due

to the COVID-19 pandemic, Community and Provider meetings were held virtually

12



over Zoom with participants joining via computer, tablet and/or phone. Meetings
were conducted in English, Spanish, and Viethanese. A total of 244 people

registered for a CEM and approximately 135 attended.

2022 CEM OUTREACH TO PRIORITY POPULATIONS

Community Engagement Meeting

Community Stakeholders

Clinic Improvements Focus Group -
Wellness Center West

Clinic Improvements Focus Group -
Wellness Center Central

Older Adults Behavioral Health Council

St Vi

Clinic Improvements Focus Group-
Wellness Center South

Community Stakeholders

Community Stakeholders - Spanish

PEACe & OC Peer Workforce

Clinic Improvements Focus Group - Virtual

Community Stakeholders

Providers

Providers

Date

2/15/2022

2/15/2022

2/16/2022

2/16/2022

2/16/2022

2/17/2022

2/22/2022

2/23/2022

2/24/2022

2/24/2022

3/1/2022

3/2/2022

3/2/2022

Time

68 PM

11 AM-12 PM

11 AM-12PM

2-4PM

6-8 PM

11 AM-12 PM

6-8 PM

6-8 PM

10 AM-12 PM

2-3PM

68 PM

10 AM-12 PM

68 PM

# Registered  Children

17

18

28

1

10

24

46

23

41

13

13

Additional Population
Characteristics

Oider Adults

LGBTIQ+ Community,
(Older Adults

LGBTIQ+ Community,
Older Adults

Older Adults
Asian/Pacific Islander

LGETIQ+ Community,
Oider Adults

Asian/Pacific Islander,
Veterans

Older adults, individuals
living with a co-occurring
substance use and mental
health condition,

Asian/Pacific Islander
Oider Adults
Veterans

Asian/Pacific Islander



1--kB: A narrative description addressing th
engagement with, and involvement of, racial, ethnic, cultural, and linguistically

diverse clients, family members, advisory committees, local mental health boards

and commi ssions, and community organizati c
planning process for services.

MHRSactively seeks opportunities to collaborate with communities and to increase
its impact and reach with diverse communities. Prevention and Early Intervention
Services contract with a variety of community-based organizations that provide
services in various languages and addressequity gaps in the system. These
organizations provide an array of diverse culturally and linguistically appropriate
services, and cater to specific needs of the community and populations they serve.
Behavioral Health Equity Committee (BHEC) consists of several workgroups,
including Deaf & Hard of Hearing, Spirituality, Outreach to Black/African-American
Community, LGBTQ+, and Community Relations and Education. This list is in the
process of expanding, to ensure we are able to identify and build relationships with
additional population groups. The BHEC steering committee consists of both
county and community members, with one of the seats designated for the liaison
with the Behavioral Health Advisory Board (BHAB) Additionally, several seats on
the BHEC steering committee areheld by peers and family members.

The Behavioral Health Training Services (BHTS) oversees the contract fdErisis
Intervention Trainings (CIT) for law enforcement and first responders to train them
on how to effectively work with individuals and families who may be experiencing
a mental health crisis, and how to provide them with resources for appropriate
behavioral health services.

The acting ESM patrticipates in the OC S h e r rnteffafthdAglvisory Council and
collaborates on ways to reduce stigma and address mental health challenges in
various faith/spiritual communities.

The BHEUs expanding its efforts in meeting with community leaders, community -
based organizations, clients and family members and will be working more closely
with the Behavioral Health Advisory Board to address concerns in the community
and ensure that we are planning and implementing responsive servicesto our
diverse communities. Additionally, BHEC is conducting outreach at various
community events to raise awareness about the different workgroups and share
opportunities to get involved.

14



1-1I-C: A narrative discussing how the county is working on skills development and
strengthening of community organizations involved in providing essential services.

Currently, the county provides an annual cultural competence training that
supports providers in delivery culturally appropriate services to our diverse
communities. In addition to the annual training, the ESM reviews trainings provided
to county staff and contracted providers to ensure cultural considerations are
addressed A list of cultural competence trainings are included in Criterion 5.

In addition to the aforementioned, B HTS, in collaboration with the contracted
Behavioral Health Training Collaborative (BHTC), which iscontracted to Western
Youth Services provides an array of community trainings related to:

Suicide prevention

Mental Health First Aid

Trauma-Informed Care

Self-Care for Professionals

Recognizing and Responding to Client Needs
LGBTQ+

Improving Family Communications

Multi - Cultural Mental Health Training

Building Trauma-Informed School Communities
Evidence Based Clinical Trainings

Multi -Part Trainings Supporting families and Individuals Living with Mental
lliness.

=A =4 =4 A4 4 -4 -4 -4 -4 A -4

BHTS and BHTC have forme@n Orange County Cohort for Mental Health First Aid
Trainers and collectively provide MHFA trainings to community agencies,
programs, and the public. Mental Health First Aid, offered through the National
Council on Mental Wellbeing, is an 8&hour training course designed to provide
community members key skills to help them identify signs and symptoms
pertaining to substance use and mental health challenges, as well as equip them
with skills to assist someone experiencing a mental health concern or crisis MHFA
was designed to reduce stigma around mental health, as well as raise awareness
about resources available for support. Several populations find it difficult to openly
discuss mental health or mental illness due to wide range of factors. Community
members often find there to be stigma, barriers to service, lack of trust due to
historical and communication issues, and spiritual beliefs Offering MHFA to the
community has served as an opportunity to openly discuss mental health (wellness
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and illness), as well as provide tangible resources toaccess support, along with
skills to have a conversation in a culturally attuned manner. The revised curriculum
has placed greater emphasis on culture, with a focus on diversity and
representation in their curriculum and scenarios. During FY21/22 there were a total
of 53 MHFA trainings offered (Adult and Youth Curricula).

1-1I-D: Share lessons learned on efforts made on the items A, B, and C above.

While we attempted to build up the Threshold Language Workgroup, there were
challenges. We have identified various individuals who are interested in serving on
this workgroup and will be expanding it to include both language and ethni c
group. We are looking to have API, LatinX, andSouth Asian/Middle Eastern/North
African (SAMENA)groups, to start with.

Additionally, we are looking to have a wider variety of populations represented in
the BHEC subcommittees, to include individuals with disabilities, veterans,
members of the Native/Indigenous groups, etc.. We are planning a BHEC Summit
to being community members and organizations together to identify the needs
and provide a platfo rm for these subcommittees to be community -driven.

Finally, we will be expanding our cultural competency training offerings and work
more closely with our providers to ensure they are ample opportunities for them
to meet the cultural competency training requirements for continuing education.

1-1I-E: Identify county technical assistance needs.

There are no areas requiring technical assistance at this time.

1-1ll: Each County has a Designated Cultural Competence/Ethnic Services Manager
(CC/ESM) lerson Responsible for Cultural Competence.

The CC/ESM will report to, and/or have direct access to, the Mental Health Director
regarding issues impacting mental health issues related to the racial/ethnic, cultural,
and linguistic populations within the cou nty.

1-1ll-A: Evidence that the County Mental Health System has a designated 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

C 0 u n tagiaf ethnic, cultural, and linguistic populations.
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MHRS has a designated Ethnic Services Manager/Cultural Competency who is
responsible for ensuring cultural competence tenets are embedded throughout
the system of care and promotes the development of cu lturally-appropriate
behavioral health services to meet the diverse needs of our racial, ethnic, cultural
and linguistic populations in an equitable manner. The Ethnic Services
Manager/Cultural Competency Officer retired in March 2022, and while the
position is in recruitment (pending a reorganization), there is an Acting Ethnic
Services Manager who is filling this position and reporting directly to the Chief of
MHRS.(SeeAppendix VIl d Mental Health and Recovery Services Reorganization Chart)

1-111-B: Written description of the cultural competence responsibilities of the
designated CC/ESM.

The Ethnic Services Manager at OC HCA/MHRS is also in charge of the Multicultural
Development Program. The ESM tasks and responsibilities are:

1 Participate in the development and implementation of the Cultural
Competence Plan, and coordination of the Cultural Competence Committee
(CCC). In December of 2020 CCC members approved to change its name to
Behavioral Health Equity Committee (BHEC).

1 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 (ASL).

1 Participate in all aspects of Mental Health Service Act (MHSA) program
implementation strategies as well as performing required system
evaluation and reports to the state Department of Health Care Services
(DHCS).

1 Develop, coordinate, and facilitate the implementation of the state
Department of Health Care Services required Cultual Competency Plan.

1 Provide cultural competence consultation, evaluation, and
training/education for the entire behavioral health system of care,
including County and service contractors, to ensure service deliveries are
culturally and linguistically appropriate to the needs of the populations
served and in compliance with local and state mandates.

1 Identify local and regional cultural behavioral health needs of ethnically
and culturally diverse populations as they influence County systems of
care; make re@mmendations to department management.
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1 Maintain an on-going relationship with community organizations,
planning agencies, and the community at large.
Reviewand approve all staff trainings for culturally competent content.
Overseethe Multicultural Develop ment Program (MDP), which aims to
promote behavioral health equity by enhancing culturally and
linguistically appropriate, responsive, and inclusive behavioral health
services for all ethnic and cultural groups through supportive services,
training, education, research, and advocacy. The program provides aul
coordinates language services and cultural trainings. Additionally, it
addresses mental health needs of the Deaf and Hard of Hearing
community through consultation and training. In addition,
consumer/peer supervision, culturally responsive and inclusive clinical
consultation, culturally responsive and inclusive community research
and advocacy are provided while identifying local and regional
behavioral health needs of linguistically and culturally diverse
populations as they impact County systems of care.MDP also assists in:

1 Developing, coordinating, and facilitating the implementation of
a culturally responsive and inclusive plan for Orange County.

1 Developing, implementing, and ensuring the accuracy of verbal
interpretation and written translation servic es and materials in all
threshold languages.

1 Planning and organizing -cultural diversity events at an
organizational and community level, and;

1 Supporting strategies and efforts for reducing racial, ethnic,
cultural, and linguistic disparities.
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1-1V-A: Evidence of a budget dedicated to cultural ¥
competence activities.

1-1V: Identify Budget Resources Targeted for Culturally Competent Activities.
O4

~

BEHAVIORAL HEALTH TRAINING SERVICES/
MULTICULTURAL DEVELOPMENT PROGRAN]
Service Chiefll [Ethnic Services Manager)
VACANT

O

O

Within  HCA MHRS the Multicultural Development
Program, highlighted above, is the unit dedicated to
cultural competence activities. This unit coordinates

BEHAVIORAL HEALTH TRAINING SERVICES/

MULTICULTURAL DEVELOPMENT PROGRAM

Behavioral Health Clinician Il

requests for document translation, interpretation services,
and leverages existing bilingual/bicultural staff across
MHRS. There are more than350 bilingual staff available

v

BEHAVIORAL HEALTH TRAIMING SERVICES,/

MULTICULTURAL DEVELOPMENT PROGRAM

Mentzl Hezlth Worker Il

to provide interpretation services as needed. The MDP

program currently consists of 2 positions dedicated to ™

interpretation and translation in Spanish and Viethamese.

BEHAVIORAL HEALTH TRAINING SERVICES/

MULTICULTURAL DEVELOPMENT PROGRAM

Mentzl Hezlth Worker Il

Within the Behavioral Health Training Services (BHTS)
team, MDP has access to additional saff who are able to

BEHAVIORAL HEALTH TRAINING SERVICES/
MULTICULTURAL DEVELOPMENT FROGRAM
Mental Hezlth Specizlist

assist with translation and interpretation services in

Spanish, Arabic, Farsi, and Korean as part of their job

BEHAVIORAL HEALTH TRAINING SERVICES/
MULTICULTURAL DEVELOPMENT FROGRAM

Office Technician

responsibilities. The total budget for the MDP program for ]
FY21/22 was set for $617,000.This budget is expected to
change as we are currently undergoing a reorganization, and the new Office of
Equity willbe expandedand i s i n transitiaon to the

Di r e

1-1V-B: A discussion of funding allocations included in the identified budget above
in Sedion A, also including, but not limited to, the following:

As mentioned above, the current MDP budget allocated includes 3 Mental Health
Professionals (1 coordinating the interpretation and translations services, 1
designated for Spanish interpretation and translations, 1 designated for
Vietnamese interpretation and translation). Additionally, a part-time office support
staff assists inthe operations, a Deaf Services Coordinator, and anESM oversees
the department.

1. Interpreter and translation services;
MDP utilizes both internal staff members for translation and interpretation
services, along with external vendors: $300,00 (for ASL services) and
$200,000 (for multiple languages).

19



2. Reduction of racial, ethnic, cultural, and linguistic mental health disparities;
MDP staff are heavily involved in the Behavioral Health Equity Committee
(BHEC)(by participating in various workgroups). The BHEC seeks taain
community participation and involvement in directly informing the Cultural
Competence Plan(and update). The current workgroups are expanding to
include additional groups that cater to various identified population groups,
such as Native/Indigenous, Women, People with Disabilities, Veterans, to
name a few.

Additionally, the Prevention and Early Intervention (PEI) program funded
the following programs:

Mental Health Community Education Events for Reducing Stigma and
Discrimination d these included mental health-related and artistic events
that aim to reduce stigma and discrimination related to mental health. The
events are open to individuals of all ages living in Orange County, with a
specific events intended to reach identified unserved and underserved
communities. The total budget was 1.2 million in FY 21/22, and reached
17,500 unduplicated participants. Events included:

La Vida A Todo Colorand Celebrando Nuestra Cultura(Latino familes)

Casa De La FamiligLatino families w/ limited English proficiency)

LGBTQ Center of Orange CountyLGBTQ youth& young adults)

Access California(Middle Eastem, South Asian and Muslim American

Communities)

0 MECCA60 TheAse Our Storieso Cateongppmoreni ty at
specifically to threshold languages)

0 NAMI-OC- Loud and Proud Music and Art Festival (LGBTQ-HDHH)

o O O O

These programs will be discussed in further detail in Criterion 3.

3. Outreach to racial and ethnic county-identified target populations;
The various workgroups under the BHEC have reached out to their
respective communities and populations to engage in discussions and
collaborations. Additionally, Prevention and Early Intervention funds the
Outreach for Increasing Recognition of Early Signs of Mental lliness. These
programs are intendedto r each oOpotenti al responder
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members who are working with or likely to encounter individuals who are
experiencing, or at elevated risk of experiencing, a mental health challenge.
At-risk individuals can include, but are not limited to, PEI Priority
Populations such as unserved and underserved racial/ethnic communities;
immigrants and refugees; children and youth who are at risk of school failure
and/or juvenile justice involvement; foster youth and non -minor
dependents; individuals who have been exposed to trauma or are
experiencing the onset of serious mental illness; the LGBTQ community; and
those experiencing homelessness.

These programs will be discussed in further detail in Criterion 3.

. Culturally appropriate mental health services;

Bicultural and bilingual staff are hired to provide services and support in, at
minimum, the six threshold languages. In addition to language proficiency
and usage, MHRS alsoseeks to hire representatives of underserved cultural
groups, such as veterans, LGBTQ+HDeaf and Hard of Hearing, to name a
few.

The Behavioral Health Referral Line (OELINKS) consists of staff who are bi

cultural and bi-lingual in the threshold languages, ensuring access to
community members with someone who can help them navigate the system

in their preferred language.

An extensive list of community programs will be discussed in Criterion 3.

. If applicable, financial incentives for culturally and linguistically competent
providers, non-traditional providers, and/or natural healers.

A bilingual pay differential (up to $0.90/hour) is paid to certified (tested)
bilingual employees. 362 employees were paid a bilingual pay differential
(as of August, 2022).
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Number of Bilingual Staff, by Position, August 2022

Grand
Spanish | Vietnamese | Korean | Farsi| Arabic | Other | Total

Behavioral Health
Clinician I- 1l

Office Specialist

Mental Health Specialist
Mental Health Worker | -
1]

Service Chief |- 1l
Clinical Psychologist I- 11
Office Technician

Health Program Specialist
Staff Assistant
Information Processing
Technician

Psychiatrist

Office Assistant
Community Worker |l
Comprehensive Care
Nurse Il

Program Supervisor I- Il
Office Supervisor C- D
Staff Specialist
Community Health
Assistant Il

Contract Employee
Data Entry Technician
Information Processing
Specialist

Nursing Assistant
Research Analyst IV
Supervising
Comprehensive Care 0 1 0 0 0 0 1
Nurse

o2/ | 20 41 19 10 6 6 362
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CRITERION UPDATEBSSESSMENFSERVICBREEDS
CLAS Standard. 2

2-1: General Population

2-1-A: Summari ze the countyds general popul a
gender. The summary may be a narrative or a display of data.

Table 1:0rangeCount yé6s General Population Summary 20

Demographics Characteristics of Orange County

_ Population Percent of Total Population

Gender
Male 1,598,436 49.8%
Female 1,610,836 50.2%
Other/Not Listed 0%
Ethnicity
White/Caucasian 1,328,850 41.4%
Hispanic/Latino 1,146,091 35.7%
Asian/Pacific Islander 592,162 18.5%
Black/African American 49,562 1.5%
Native American 6,907 0.2%
Multi Race/Other 85,700 2.7%
Age
0-5 years 217,476 6.8%
6-17 years 485,132 15.2%
18-59 years 1,770,945 55.5%
60+ years 735,719 23.1%

Total Population 3209272 |

Source: Department of Finance Population Statistics (2021)

2-11: Medi-Cal Population Service Needs

2-1I-A: Summarize Medi Cal population and client utilization data by race, ethnicity,
language, age, and gender

In FY2021/2022, Orange County had954,394 Medi-Cal eligible beneficiaries (See
Table 2). An increase 0f91,051from the previous year.
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Race/Ethnicity

Clientsd race [ et #nw%,¢tlispanic omatiao, 28.6% Alsianlahdo w s :
Pacific Islanders 17.4% White/Caucasian, 1.8% Black/African American, (%
Native American, and 20.9%Multi -Race/Other.

Language

Clientsd | anguage p r ® 57609 d&nglisb-speaking, 2989% f ol | ¢
Spanish speaking, 11.3% Asian/Pacific Islander languages, 0.9% Other Indo
Europeanlanguages, and 0.9% other languages.

Age

Clients by age group was as follows: 9.8% were between the ages of 0 to 5, 25.1%
were between the ages of 6 to 17,57.7% were between 18 to 59 years of age, and
17.9% were 60 years of age and older.

Gender

Clients by gender was as follows: 53.9% identified as female and 46.1% identified
as male.

Medi-Cal Mental Health Clients

In FY2021/2022, Orange County had23,310 Medi-Cal eligible beneficiaries (See
Table 2).A decreaseof 429 from the previous year.

Racae/Ethnicity

Clientsd race/ et hni cR2t4% Whita/€aucasias, 456 | | ows :
Hispanic/Latino, 8.0% Asian/Pacific Islander, 3.5%, Black/African American, 0.3%

Native Hawaiian, and 18.4% Multi Race/Other.

Language

Clientsd | anguage pr &rgleshse. v Spanishd4s8%,.aa6%f ol | o w
other.

Age

Clients by age group was as follows: 2.3% were between the ages of 0 to 5, 40.6%
were between the ages of 6 to 17, 49.4% were between 18 to 59 years of age, and
5.9% were 60 years of age and older.
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Gender

Clients by gender was as follows:50.6% identified as female and 49.4% identified
as male.

Table 2A: Mental Health Program Medi-Cal Indicators for Calendar Year 2021

954,394 23,310 2.4%
Gender N % N % %
Male 439,612 46.1% 11,818 49.4% 3.0%
Female 514,781 53.9% 12,129 50.6% 2.6%
Other/Not listed 0 0.0% 0 0.0% 0.0%
Race/Ethnicity N % N % %
White/Caucasian 150,035 17.4% 5,313 22.4% 4.2%
Hispanic/Latino 429,250 49.7% 10,834 45.6% 2.7%
Asian/Pacific Islander 177,504 20.6% 1,891 8.0% 1.1%
Black/African American 15,436 1.8% 837 3.5% 6.1%
Native American 1,376 0.2% 72 0.3% 6.3%
Multi Race/Other 180,793 20.9% 4,363 18.4% 2.9%
Age N % N % %
0-5 years 84,542 9.8% 543 2.3% 0.8%
6-17 years 216,756 25.1% 9,648 40.6% 4.7%
18-59 years 498,283 57.7% 11,730 49.4% 2.8%
60+ years 154,813 17.9% 1,389 5.9% 1.0%

Source:Behavioral Health Concepts, Inc., MediCal Approved Claims data for Orange County MHP
Calendar year 21, CA EQRO report 2022
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Table 2B: Mental Health Program Medi-Cal Indicators

Number of Medi -Cal Medi- Cal Beneficiaries Penetration
Eligibles’ Served Rate

Primary Language

English 523,357 57.0% 22,323 82.5% 4.3%
Spanish 274,495 29.9% 3,999 14.8% 1.5%
Asian/Pacific Islander Languages 103,663 11.3% 675 2.5% 0.7%
Other Indo-European Languages 8,071 0.9% 158 0.6% 2.0%
All Other Language 8,575 0.9% 2.9% 9.0%

Primary Language Toial 18161 | | 2799 | | 30% _

1 Source: CA MediCal Eligibility Data System (MEDS) Extract, June 2021
2 Source. Orange County Health Care Agency (FY 19/20), Electronic Health Record SysteftRIS), BHS
All DOS Report

Medi-Cal Substance Use Disorder Clients

MHRSserved 5,820 Medi-Cal Substance Use Disorder clients ilCalendar Year2021.

Race/Ethnicity

Clientsd race/ et h 4.8 White/Cauaasian,8k0% Hisparict atirso;
2.8% Asian/Pacific Islander2.1%, Black/African American, 06% Native Hawaiian, and27%
Multi -Race/Other.

Age

Clients by age group was as follows: 38% were between the ages of 12 and 17, 87.9%
were between 18 to 64 years of age, and 58% were 65 years of age and older.

Gender

Clients by gender was as follows:35.1% identified as female and 62.4% identified as male.
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Table 3:Substance Use Disorder MediCal Indicators for Calendar Year 2021

Gender

Male

Female

Other/Not Listed
Race/Ethnicity
White/Caucasian
Hispanic/Latino
Asian/Pacific Islander
Black/African American
Native American
Multi Race/Other
Age®

12-17 years

18-64 years

65+ years

Average Number
of DMC-ODS

Eligibles per
Month*

396,473
473,378
0

139,939
382,711
169,140
14,180
1,320
162,564

216,756
498,283
154,813

45.6%
54.4%
0%

16.1%
44.0%
19.4%
1.6%
0.2%
18.7%

24.9%
57.3%
17.8%

DMC-ODS Beneficiaries

who Received an

Approved Service per

3,725
2,095
0

2,031
1,852
165
124
36
1,612

224
5,249
347

Yeal

62.4%
35.1%
0%

34.0%
31.0%
2.8%
2.1%
0.6%
27.0%

3.8%
87.9%
5.8%

Penetration
Rate

1.3%
0.6%
0%

2.1%
0.7%
0.1%
1.4%
2.9%
1.1%

0.3%
1.2%
0.4%

Total Popuiation g69gs1| | 5820 | | _07%

1 Behavioral Health Concepts, Inc., Drug MedfCal Approved Claims data for Orange
County DMC-ODS Fiscal Year 20120, CA EQRO report 2021

2 Residents ages 011 were not included in the analysis of penetration rates.

2-11-B: Provide an analysis ofdisparities as identified in the above summary. This
can be a narrative discussion of the data. Data must support analysis.

Medi-Cal Eligible to Medi-Cal Mental Health Beneficiaries Served

Race/Ethnicity

Based on the number of Medi-Cal eligible residents and the number of
beneficiaries with an
underrepresented: Asian or Pacific Islander, Black or African Americans, Native
American. On average,20.6% of Asian or Pacific Islander residents were eligible for
Medi-Cal services, yet only 8.0% received an approved serviceThe number of
Native American residents who were Medi-Cal eligible and had an approved
service was extremely low during 2019 (0.2% andd.3%, respectively) Additionally,

approved
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similar trends were found for both White/Caucasian and Black/African American
residents. A disparity can also be seen in White/Caucasian MediCal beneficiaries
at 22.4%, which was greater than their percentage of the Medi-Cal eligible
population of 17.4%, while 3.5% Black/African received an approved service and
only 1.8% were MediCal eligible. Racial/Ethnic groups with the lowest penetration
rates included Hispanic/Latino (2.7%), Asian Pacific Islander 1.1%), and Multi-
Race/Other (2.9%).

Language

In terms of preferred languages of Medi-Cal eligible beneficiaries and Medi-Cal
clients, 29.9% of Medi-Cal eligible beneficiaries preferred Spanish, while only14.8%
of Medi-Cal clients served preferred Spanish Most of the Medi-Cal clients
preferred English 82.5%). In comparison,57.0% of Medi-Cal eligible beneficiaries
preferred English. The data may suggest that we are underserving the Spanish
speaking Medi-Cal population. The penetration rate for the preferred Spanish
language group was 1.5%. The second lowest penetration rate was for the
preferred Asiar/Pacific Islanderlanguage group (0.7%).

Age

Youth between 0 to 5 years of age represented 2.3% of beneficiaries served,
compared to 9.8% of Medi-Cal eligible. Youth ages 6-17 years represented40.6%
of beneficiaries served, compared t025.1% of Medi-Cal eligible. Adults 18-59 years
represented 49.4% of beneficiaries served, compared to57.7% of Medi-Cal eligible.
Older Adults 60+ years represented 5.9% of beneficiaries served compared to
17.9% of Medi-Cal eligible. By age group, the lowest penetration rate was for Older
Adults (60+) at 1.0%, followed by Children at 0.8%. While the penetration rates for
TAY and Adults were4.7% and 2.8%, respectively.

Gender

Females represented53.9% of the Medi-Cal eligible beneficiaries and only 50.6%
received an approved service. A disparity can also be seen in male MediCal
beneficiaries at 49.4% which was greater than their percentage of the Medi-Cal
eligible population of 46.1% By gender, the penetration rate was higher for males
versus females 8.0% versus 2.6% This data does not account for individuals who
identify as other gender groups.
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Medi-Cal Eligible to Medi-Cal Substance Use Disorder Beneficiaries Served

Race/Ethnicity

Although Latinos represented 44.0% of Medi-Cal eligible beneficiaries, they only
represented 31.0% of beneficiaries served. A similar trend was found with the
Asian/Pacific Islander population. Although 19.4% of Medi-Cal eligible, they
represented only 2.8% of the beneficiaries served. Futher investigation is needed
to identify why these two populations are using services less than other
populations or are not in need of services. In contrast, the opposite trend was
noted with the White/ Caucasian and Native American populations. Caucasias
represented 16.1% of Medi-Cal eligible beneficiaries and 34.0% of beneficiaries
served. Native Americans represented 0.2% of MediCal eligible and 27.0% of
beneficiaries served. Native Americans have the highest penetration rate (2%) of
all racial/ethnic groups, but this may be due to the fact that they are a very small
percentage of the overall population.

Age

Adults (18 to 64 years) represented87.9% beneficiaries served compared t057.3%
Medi-Cal eligible. This age group also hadthe highest penetration rate compared
to the other groups (1.2% versus 0.3% and 0.4%)Youth (12-17 years) represented
only 3.8% of beneficiaries served, compared to 24.9% of Medi-Cal eligible.
Similarly, older adults (65+ years) represented 5.8% of Medi-Cal beneficiaries
serviced, while 17.8% were approved for services.

Gender

Fewer Medi-Cal beneficiaries served were female compared to those who were
Medi-Cal eligible (35.1% versus 544%). In contrast,62.4% of MediCal beneficiaries
served were male, which was greater than their percentage of the MedCal eligible
population of 45. 6%. By gender, the penetration rate was higher for males versus
females (1.3% vs. 06%).

2-111: 200% of Poverty (minus MediCal) Population and Service Needs.

2-11I-A: Summarize the 200% of poverty (minus MediCal population) and client
utilization data by race, ethnicity, language, age, and gender.

The tables below compare Orange Countyds tc
of residents living at or below the 200% FPL. Results indicate that nearly one
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guarter of Orange County residents are living at or below the 200% FPL (692,000
compared to 3,209,272).

Table 4: Fiscal year 2021/2022 Population Under 200% FPL Minus MedCal Eligible
Beneficiaries

- |Mmer

Gender

Female 204,000
Male 114,000
Other/Not Listed 0
Race/Ethnicity

White/Caucasian 95,000
Hispanic/Latino 163,000
Asian/Pacific Islander 54,000
Black/African American 2,000
Native American *

Multi Race/Other 16,000
Age

0-5 years 18,000
6-17 years 9,000
18-59 years 185,000
60+ years 106,000

318,000

*Data unavallable for this population
Source: California Health Interview Survey (2020)

Table 5: Orange County Population Under 200% of the Federal Poverty Line, MediCal
Beneficiaries2021

Medli-Cal County Wide Coun‘z‘y Wide
Average Number o . . Estimated
. Beneficiaries who | Estimated Population . .
of Medi-Cal . .. Population Living at
Eligibles per Received an Living at or Below or Below 200% FPL
g ’f Approved Service | 200% FPL (MediCal g
Month or Yeal Clientsf (Non Medli-Cal
p Clientsf
Gender
Male 439,612 46.1% 11,818 49.4% | 322,000 46.6% | 114,000 35.8%
Female 514,781 | 53.9% 12,129 50.6% &= 369,000 53.4% | 204,000 64.2%
Other/Not Listed 0 0% 0 0% 0 0% 0 0%
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Race/Ethnicity
White/Caucasian = 150,035 17.4% 5,313 22.4% = 171,000 24.9% 95,000 29.9%
Hispanic/Latino | 429,250 | 49.7% 10,834 45.6% = 360,000 52.3% | 163,000 51.3%
Asian/Pacific

e 177,504 20.6% 1891 | 8.0% | 147000  2L4% | 000 17.0%
i::(;':{?;zca” 15,436 1.8% 837 35% 10000 15% o0 0.6%
Native American 1,376 0.2% 72 0.3% * * * *
Multi Race/Other | 180,793 20.9% 4,363  18.4% * * 16,000 = 5.0%
Age

0-5 years 84,542 9.8% 543 2.3% 51,000 7.4% 18,000 5.7%
6-17 years 216,756 25.1% @ 9,648 | 40.6% 83,000 = 12.0% | 9000 2.8%
18-59 years 498,283 57.7% 11,730 | 49.4% 379,000 = 54.8% 185000  58.2%
60+ years 154813 17.9% = 1,389 | 59% 179,000 = 25.9% 106,000  33.3%

| Total Population | 954.394| | 23310l | 6eszoo0|  |a1goool

1 Behavioral Health Concepz‘s, Inc., MediCal Approved Claims data for Orange County MHP Calendar
year 21, CA EQRO report 2022

2California Health Interview Survey (2020)

2-11I-B: Provide an analysis of disparities as identified in the above summary. This
can be a narrative discussion of the data. Data must support the analysis.

Comparison of Medi-Cal Clients Served Fcal Year 2021/2022 to County
Population under 200% of FPL:

Race/Ethnicity

The percentages of African Americans/Black was higher in the MediCal clients
served group compared to the population under 200% of FPL. African Americans
were 1.5% of the population in po verty, and 3.5% of the Medi-Cal clients served
group. In contrast, the percentages of Asian/Pacific Islanders (API), Latino and
Caucasian groups were lower in the MediCal Clients served group compared to
the population under 200% of FPL. The percentages & APl Medi-Cal clients served
was 8.0% compared to 21.4% of the population in poverty. The percentage of
Latino Medi-Cal clients served was 45%% compared to the 52.3% of the population
in poverty. The percentage of Caucasian MediCal clients served was?22.4%
compared to the 24.9% of the population in poverty.
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Age

The percentages of children (0-5 years) waslower in the Medi-Cal clients served
group at 2.3% compared to the population in poverty at 7.4%. The percentage of
youth between 6 and 17 years was higher in the Medi-Cal clients served group at
40.6% compared to the population in poverty at 12.0%. The percentage of Medk

Cal Adult clients served was lower at49.4% compared to the population in poverty

at 54.8%. The percentage of older adults (60+ years) served was lower in the Medi
Cal client group served compared to the population in poverty. Old er adults were
25.9% of the population in poverty, but only 5.9% of Medi-Cal clients served

Gender

The percentage of Medi-Cal male clients served was at 49.4% which was slightly
higher compared to males under 200% of the federal poverty line (FPL) 0f46.6%.
The percentage of Medi-Calfemale clients served waslower (50.6%) than females
under 200% FLP at53.4%.

Comparison of Non-Medi-Cal Clients Served in Fiscal Year 2021/2022 to County
Population under 200% of FPL.:

Federal Poverty Line (FLP) data was extracted from the California Health Interview
Survey (CHIS, 2020). In total, 318,000 noiMedi-Cal beneficiaries who lived in
Orange County were living at or below the 200% FPL in 2020 (see Table 2.8). The
majority of these residents were either female, Hispanic/Latino, or between the
ages of 18-59 years old.

Race/Ethnicity

The majority of Non Medi -Cal clients served was Latino at 51.3% busstill slightly
lower than the percentage of Latinos under 200% of FPL (52.3%). The data shows
a similar trend for Asian/Pacific Islanders and Black/African Americans.
White/Caucasian clients were served at a lower percentage 24.9% than
White/Caucasian individuals under 200% of FPL (29.9%).

Age

Youth 17 years of age and under (7.4% and 12.0%, respectively) Non MedCal
clients served were higher than this age group under 200% of FPL (5.7% and 2.8%,
respectively). Adults and Older Adults were served at lower percentages than
Adults and Older Adults under 200% of FPL.
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Gender

The percentage of Non Medi-Cal females 64.2% served was less than the females
under 200% of FPL, 53.4%. The percentage of Non MediCal males 35.8% was lower
than males under 200% PPL(46.6%).

2-1V: MHSA Community Services and Supports (CSS) Population Assessment and Service
Needs.

2-IV-A: From the CSS component o-YeartPlfogramcounty?d
and Expenditure Plan, extract a copy of the population assessment. lfupdates

have been made to this assessment, please include the updates. Summarize

population and client utilization data by race, ethnicity, language, age, and

gender.

The tables below were pulled from the most recent Mental Health Services Act
(MHSA) annud update (2022-23). Information presented discusses Orange County
Population statistics, actual and proposed budgets for MHSA funded programs
(e.g., CSS and PEI), and estimated demographics of clients served by age, gender,
and race/ethnicity.!

1 Orange County Health Care Ageridgntal Health Services Act The¥ear Program Expenditure Plan, Fiscal Years-282Rublished Spring
2022. [https://ochealthinfo.com/sites/healthcare/files/202Q7/MHSA_20223_Plan_Public_Comment_v09.pdf]
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Table6: MHSA CSS Fiscal Year 2021/2022

ORANGE COUNTY RESIDENTS BY DEMOGRAPHIC CHARACTERISTIC
Age 2020 Census Gender Identity 2020 Census I!m/ﬂglnlly 2020 Census
g 0-14yrs 18% Female 51% African American,/Black 2%
g 15-24yrs 13% Male 48% American Indian/Alaskan Native 1%
Q 26-59 yrs 48% Transgender 1% Asian/Pacific Islander 21%
s B0+ yrs 21% Genderqueer <1% Caucasian/White 39%
Questioning/Unsure <1% Latino,/Hispanic 34%
2021 Population: 3,170,345 Another <1% Middle Eastemn,;/Marth African Mot Collected
Another 4%
INDIVIDUALS SERVED IN CSS CLINICAL SERVICES DEMOGRAPHIC CHARACTERISTIC
Age Estimated Actual Gender Identity Estimated Actual Race,/EtSicity Estimated Actual
é 0-15yrs 9% 13% Female 42% 47% African American/Black T% 6%
s 16-25yrs 16% 26% Male 56% 52% American Indian, Alaskan Native 1% 1%
=~ 26-59yrs 48% 47% Transgender 2% 0.1% Asian/Pacific Islander 10% 10%
ﬁ B0+ yrs 12% 12% Genderqueer - 0.1% Caucasian,/White 42% 40%
Projected Duplicated: 62,388 Questioning/ Unsure - 0.1% Latino/Hispanic 34% 3%
[ uplicated: ) _
Actual Unduplicated: 11,646 Another - 0.1% Middle Eastern/North African 1% 1%
Another 5% 10%

Demagraphic breakdown based on individuals entered into Electronic Health Record. Those served anly in Supportive Services nof inclrded.



2-1V-B: Provide an analysis of disparities as identified in the above summary. This
can be a narrative discussion of the data. Data must support the analysis.

Age

The percentage of children (0-15 years old) in the CSS progran at 13% is lower
than what is reported in the Census, which is 18% The percentage of Transitional
Age Youth (16-25) in the CSS programsat 26% ishigher than the 13% reported in

the Census Adults (26-59) served in the CSS were atd7%, which is comparable to
the 38% listed in the Census. As for the Older Adults (60+ years) they are greatly
underrepresented in the CSS programs at 12%, compared to the 21% listed in the
Census.

Gender

The proportion of females and males in the MHSACSS Unduplicated Clients
Served vary from the county population. The county female population is at 51%,
yet only accounts for 47% of the actual, unduplicated clients served. The male
population, at 48% is lower than actual, unduplicated clients served, which was
52%. The number of tran sgender, genderqueer, questioning/unsure, and other is
similar between reported population in the Census and the clients served, which is
<1% & however, this number is very low.

Race/Ethnicity

The percentage of Black/African Americans in the CSS programs is higher
compared to their proportion of the county population ( 6.0% vs. 2.0%). The
proportion of Asian/Pacific Islanders in CSS programs is lowecompared to the
Census (10% vs. 2P6). The percentage of Latinos in CSS programs is also lower
when compared to their proportion of the population 3 .0% vs. 34.0%. The
percentage of Caucasian issimilar in CSS programs compared to their proportion
of the county population ( 39% vs.40.0%). Similarly, American Indian/AlaskaNative
is similar in CCS programs compared to the proportions reported in the Census
(1% vs. 1%) CSS consumers who identified as Another ethnicity were
overrepresented 10.0%, compared to their proportion of the county population
(4.0%).
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2-V: Prevention and early Intervention (PEI) Plan: The Process Used to Identify the PEI
Priority Populations

2-V-A: Which PEI Priority Population(s) did the county identify in the PEI
component of its Plan?

The County could choose from the following seven PEI Priority Populations:

Underserved cultural populations

Individuals experiencing onset of serious psychiatric illness
Children/youth in stressed families

Trauma-exposed

Children/youth at risk of school failure

Children/youth at risk of experiencing juvenile justice involvement
Individuals experiencing co-occurring substance use issues

No o srwNRE

Based on community feedback and data, the priority populations include the
following: unserved and underserved racial/ethnic communities; immigrants and
refugees; children and youth who are at risk of school failure and/or juvenil e justice
involvement; foster youth and non -minor dependents; individuals who have been
exposed to trauma or are experiencing the onset of serious mental illness; the
LGBTQ community; and those experiencing homelessness.
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CRITERION STRATEGIABSIDEFFORTEHORREDUCINBACIALETHNIC,

CULTURARBNDLINGUISTIIENTAIHEALTHISPARITIES
CLAS Standards: 1, 10 &14

3-1: List the Target Populations with Disparities your County Identified in Medi-Cal and all
MHSA Components (Medi-Cal, CSS, T, and PEI Priority Populations)

The information and data provided throughout his Criterion comes from the MHSA
2022-2023 Play Update (https://www.ochealthinfo.com/sites/healthcare/files/2022 -
07/MHSA_ 202223 Plan_Public_Comment_v09.pgif

Medi-Cal Target Population(s) with Digarities:

The Orange County Medi-Cal population for FY 2021/2022 includes 954,394
beneficiaries.

Disparities can be identified in all Racial/Ethnic Populations for Mental Health.

On average, 19.3% of Asian or Pacific Islander residents were eligible for MediCal
services, yet only 8.0% received an approved serviceCaucasian (3.54%) and Native
American (5.23%) populations were served at higher percentages when compared to the
Asian Pacific Islanders(1.07%)Medi-Cal eligible populations.

In terms of age, residents over 60 years of age comprised 16.4% of the MediCal eligible
population, yet only 6.1% had an approved service. Older Adults (65+) had the lowest
penetration rate of all age populations groups (0.46%). Children ages 0-5 had the second
lowest penetration rate of all age populations groups (0.64%).

Spanish speakers comprised almost onethird of the Medi -Cal population (29.9%), but
only 14.8% had an approved service. Similarly, those who spoke an Asian or Pacific
Islander language made up 11.9% of the MediCal population and only 3.0% had an
approved service.

CSS Population with Disparities:

The number of actual unduplicated individuals served in CSS Clinical Services by
demographic characteristics for FY 2@20-2021 was 14,758. Of this population, disparities
can be seen inthe Older Adults 60+ (11% served compared to 20% of the population),
and Asian Pacific Islander(10% served compared to 20% of the population ). Both were
served at lower percentages when compared to their percentage in the county overall
population. The African American and the Young Adults (16-25 years old) populations,
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were served at higher percentages when compared to their percentages in the county
overall population.

WET Population with Disparities:

MHRS employed 974 employees as of August 2022 (noting there is currently a 27%
vacancy rate) Disparities exist in the workforce with regards to gender and languages
spoken. Of the 974 filled positions, 362 qualify for bilingual pay (37% of the current staff).
The lowest penetration rates exist for the Spanish Speaking and APlcommunities.

When comparing the Medi-Cal eligible to Medi-Cal clients served, he penetration rate
for the preferred Spanish language group was 1.5%. The second lowest penetration rate
was for the preferred Asian/Pacific Islander language group (0.7%).

A workforce analysis and needs assessment will be compléed in conjunction with the
Southern California Regional Partnerships (SCRP) partnersThe needs assessment will
determine workforce patterns and trends to assist in informing the development of a new
five-year plan which can be used to increase recruitmert and retention strategies, ensure
the hiring of a culturally responsive workforce, and build interest in the public mental
health field. The new WET fiveyear plan will include data on the utilization rates of the
five new WET focus areas. These areas include:

Recruitment and Retention
Pipeline Development
Schdarships

Stipends

Loan Assumption Programs

= =2 4 -4 A

PEI Population with Dispatrities:

PEI Priority Populations:

1. Unserved and underserved racial/ethnic communities

2. Immigrants and refugees

3. Children and youth who are at risk of school failure and/or juvenile justice
involvement

4. Foster youth and non-minor dependents

5. Individuals who have been exposed to trauma or are experiencing the onset of
serious mental illness

6. LGBTQ+ community

7. Those experiencing homelessness
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SUD Medi-Cal Population with Disparities:

MHRS served 5,820 MediCal Substance Use Disorder clients in Calendar Year 2021.

Of this population, disparities can be seen in the Youth and Older Adults. These
populations were served at lower percentages when compared to their percentages as
Medi-Cal beneficiaries. In contast, the Caucasians and Adult(18+) populations were

served at significantly higher percentages than their percentage of Medi-Cal beneficiaries.
Fewer MediCal beneficiaries served were female compared to those who were MediCal
eligible (35.1% versus 54.4%). In contrast, 62.4% of MedCal beneficiaries served were
male, which was greater than their percentage of the Medi-Cal eligible population of

45.6%

3-1-A: From the above identified PEI Priority Population(s) with disparities,
describe the process and rationale the county used to identify the target
population(s) (with disparities).

As noted in Criterion 2, the County of Orange, Orange County Health Care Agency
(OCHCA), Mental Health and Recovery Services (MHRS) and community
stakeholders embarked on an extensive community planning process to identify
priority populations, strategic priorities and to develop concepts to be included in
the PEIStrategic Planfor approval by the State.

In preparation for the community planning process for the FY 2021-22 Annual Plan

Updat e, the HCA reviewed the current stat
Based on this review, as well as HCA®s <cor
community stakeholder s from unserved and underserved
community planning focused on engaging with community members to pinpoint

potential approaches that would be responsive and tailored to two identified PEI

priority populations : Mental Health Awareness & Stigma Reduction and creation

of the Office of Suicide Prevention.

The newly formed Office will be responsible for identifying and implementing

promising pilot programs utilizing the above -referenced systemsapproach for
each of the initial populatio ns of focus: youth and young adults, men in their
middle years and older adults. The Office will also be responsible for integrating
new and existing services and supports across the suicide prevention continuum
and throughout the entire County to ensure a Il suicide prevention activities are
linked to other behavioral health activities/services and directly targeted

populations in need. The Office will create a systems approach to suicide
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prevention that leverages existing community and agency resources to build hope,
purpose and connection for individuals in need.

The approach with the Mental Health Awareness & Stigma Reduction focused on
expanding mental health awareness and stigma reduction campaigns trainings
and community education focused on increasing awareness of mental health signs
and available resources, as well as reducing stigma associated to mental iliness.

3-1I: Identified Disparities (Within the Target Populations)

3-1I-A: List disparities in each of the populations (Medi-Cal, CSS, WET, and PEI).
Medi-Cal:

As previously described above, disparities exist in Orange County for specific
populations. For the Medi-Cal population, disparities can be seen in accessto
services for all racial/ethnic groups.

Asian/Pacific Islanders (APlyepresent 20.6% of the Medi-Cal Eligible population
yet the APl Medi-Cal population served is 8%, therefore the API pendration rate is
1.1%.

For Latinos, there is a lack of access and service utilization in general, having a
penetration rate at 2.7% and being the largest Medi-Cal beneficiary population at
45%.

Caucasians representedl7.4% of Medi-Cal beneficiaries and22.4% of beneficiaries
served by MHRS Caucasians have a penetration rate o#4.2%.

African Americans represented 1.8% of Medi-Cal beneficiaries and 3.5% of
beneficiaries served byMHRS African Americans have a penetration rate 0f6.5%.

Native Americans represented 0.2% of MediCal beneficiaries and 0.3% of
beneficiaries served by MHRS. African Americans have a penetration rate 06.3%.

When examining the Medi-Cal population by age, Children 0-5 have the lowest
penetration rate at 0.8%. Followed by Older Adults (60+ Years old)at 1.0% and
Adults (26-59) at 2.8%.Children (6-17) have the highest penetration rate at 4.7%.

When examining the Medi-Cal population by preferred language, the penetration
rate for the preferred Spanish language group was 1.5% and for AP10.7%.
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CSS Population:

For the Community Services and Support (CSS) Population, disparities in
access to services can be seen among older adults (60+ years old). While
older adults constitute 21% of the county population, they are only 12% of
CSS clients.

Disparities in access to services can be seewith Asian and Pacific Islanders
and Latinos, pointing to racial/ethnic disparities in access to services. Asian
and Pacific Islanders constitute 21% of the county population they were only
10% of CSS clients. Latinos are the most underrepresented. Latinos
constitute 34% of the county population they were only 3% of CSS clients.
In contrast, Black/African Americansconstitute 2% of the county population
and represented 6% of CSS clientsserved. White/Caucasian represent 40%
of the CSS clients served.

WET Population:

As of June 2022, MHRS had 362 staff who were paid biingual pay
differential. This represents about 37% of the MHRS active workforce.
Spanish speakers comprised almost onethird of the Medi-Cal population
(29.9%) yet represent 77% of the workforce who receive bi-lingual pay.
MHRS is working with HR to actively recruit bilingual staff in more threshold
languages to better meet the needs of our beneficiaries.

PEI Population:

For the Prevention and Early Intervention (PEI) Population, disparities in
access to services can be see among older adults (60+ years old) and TAY
(16-25 years old). While older adults constitute 21% of the county
population, they are only 17% of PElclients. While TAY constitute 13% of
the county population, they are only 8% of PElclients.

Disparities in access to services can be seen with Latinos, pointing to
racial/ethnic disparities in access to services. Latinos are the most
underrepresented. Latinos constitute 34% of the county population they

were only 29% of CSS clients (MHSA Plan, 2@0-21). In contrast,
Black/ African Americans constitute 2% of the county population and

represented 13% of PEIclients served.
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3-11I: Identified Strategies/Objectives/Actions/Timelines

3-1lI-A: List the strategies identified for the Medi -Cal population as well as those
strategies identified in the MHSA plan for CSS, WET, and PEI components for
reducing the disparities identified.

Medi-Cal:

Providers are contractually required to participate in cultural competency trainings
and provide culturally and linguistically appropriate services. Programs are subject
to test calls to assess theeffectiveness of information delivery, customer services,
and language access services.

The programs listed below in the MHSA components also cater to Medi-Cal
beneficiaries and aim to reduce disparities and increase access to services.

CSS Plan:

Community Services and Supports (CSS) is the largest of all five MHSA components
and receives 76% of the Mental Health Services Funds. It support€omprehensive
mental health treatment for people of all ages who are living with a serious mental
health condition that is significantly impacting their daily activities and functioning.

CSS develops and implements promising or proven practices designed toincrease
underserved groupsd® access to services
outcomes and promote interagency collaboration.

1 The Children and Youth Clinic Servicesprogram serves youth under age 21.
Outpatient services provided through this program are tailored to meet the
needs of the youth and their family, and can include screening/assessment,
individual and family outpatient therapy, group therapy, crisis intervention and
support, case management, referral and linkage to supportive services, and/or
medication management, if needed. Services are available in Spanish and
Vietnamese, and provided in a culturally competent manner in the clinic, in the
community or at a school (with permission) depending on what the
youth/family prefers or is clinically appropriate.

1 The target population for the Children and Youth Co-Occurring Medical and
Mental Health Clinic is youth through age 20 who are being seen primarily by
Oncology, Endocrinology and Neurology services at a local hospital. Youth with
severe eating disorders who are at risk of life-threatening physical deterioration
are also served in this program. Parents and siblings play an integral role in the
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treatment process, given the disruption to the family structure when the
survival of one family memberThibpograme s t he
specializes in foster youth, homeless/at-risk of homelessness, and LGBTQ+.

Starting in FY 201%18, Services for the Short-Term Residential Therapeutic
Program (S STRTP; previously a track in the former Youth Core Services
program called STRTP) was established to serve Wards and Dependents of the
Court ages six to 17 and Non-Minor Dependents (NMD) ages 18 up to 21 who
need the highest level of behavioral health care in a trauma-informed
residential setting. The program specializes in working with foster youth,
criminal-justice involved, and trauma-exposed individuals. 50% of the youth
served through this program identify as Latin o/Hispanic, and 15% identify at
African American/Black. The language capacity of the direct service providers
includes Farsi, Korean, Mandarin, and Spanish.

The Outpatient Recovery program is designed for adults ages 18 and older who
are living with a serious mental illness and possible co-occurring substance use
disorder. The program is operated at multiple locations throughout the county,
with County-contracted locations referred to as Recovery Centers and County
operated locations referred to as Recovery Clinics. Individuals are referred to
the program by Plan Coordinators in the Adult and Older Adult Behavioral
Health (AOABH) Outpatient Clinics after all emergent mental health issues have
resolved. This typically occurs within the first 3 to 6 months of being opened in
an AOABH clinic. Individuals are referred to the contracted Recovery Centers
after they have been in the AOABH outpatient system of care for one year and
have remained out of the hospital or jail, are stable on their medication regimen
and have consistently attended their appointments. The language capacities of
the direct service providers includes Arabic, Farsi, Korean, Mandarin, Spanish,
and Vietnamese. The progran specializes in serving ethnic communities
especially those recovering from SUD and traumaexposed individuals.

Older Adult Services (OAS) serves individuals ages 60 years and older who are
living with serious and persistent mental illness (SPMI), experience multiple
functional impairments and may also have a co-occurring substance use
disorder. Many of the older adults served in this program are homebound due
to physical, mental, financial or other impairments. Clients served in these
programs are diverse and come from Black/African American, Latino,
Vietnamese, Korean and Iranian communities.
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1 A Full-Service Partnership (FSP) is designed to provide intensive, community
based outpatient services to a countyods m
Health Care Agency has established eligibility criteria to ensure that the FSPs
reach Orange County residents who are experiacing disparities in access to
behavioral health care. The target population includes individuals of all ages
who are living with a SED or SMI; unserved or underserved; and are homeless,
at risk of homelessness, involved in the criminal justice system, frguent users
of inpatient psychiatric treatment, culturally or linguistically isolated, and/or
have complex medical needs. Orange County has four distinct FSP programs
organized by the MHSA-defined age groups (i.e., Children, TAY, Adult, Older
Adult, Veterans, Vietnamesg. In addition to tailoring services and supports to
the membersd age and devel opment al stage
offer additional tracks for individuals with more specialized needs and providers
within these specialized tracks often serve individuals across multiple age
groups. FSPsspecialize in serving various ethnic communities in the following
languages: Arabic, Farsi, Khmer, Korean, Mandarin, Spanish, and Viethamese.

1 TheProgram of Assertive Community Treatment (PACT) is the Countyoperated
version of a Full-Service Partnership program. Like the FSPs, it utilizes the
evidence-based Assertive Community Treatment model to provide
comprehensi ve, 0wh-ddsedwapatiemt servicea to pessond f i el c
ages 14 and older who are living with serious emotional disturbance (SED) or
serious mental illness (SMI). Individuals enrolled in the PACT may also have a
co-occurring substance use disorder, experience social, cultural and/or
linguistic isolation, and have had difficulty engaging with more traditional
outpatient mental health services. The main difference from an FSP is that the
PACT specifically targets individuals who have had two or more hospitalizations
and/or incarcerations due to their mental illness in the past year. The PACT
accepts referrals from County-operated and, in the case of children, County-
contracted outpatient clinics. The PACT staffing is separated into teams that
provide age and developmentally targeted services (Children/youth ages 14-
21, TAY ages 1825, adults ages 2659, older adults ages 60 and older). Youth
ages 1821 are served by the Child/Youth team or the TAY team based on their
level of caregiver involvement and developmental age. Language capacities of
the direct service providers include Korean, Spanish, and Vietnamese.
White/Caucasians represented about46% of clients served.
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1 The Peer Mentor and Parent Partner Support program serves individuals who
are living with a serious emotional disturbance (SED) or serious mental iliness
(SMI), may also have a ceoccurring substance use disorder, and would benefit
from the supportive services of a Peer Specialist. Peer Specialistmay include
peer or youth mentors and/ or parent part
family members who would benefit from the supportive services of a parent
mentor. Program specializations include foster youth, parents, criminakjustice
involved, ethnic communities, LGBTQ+and Veterans/Military-Connected. Farsi,
Mandarin, Spanish and Vietnamese languages are available.

1 Orange County funds three Wellness Centerlocations that serve adults 18 and
older who are living with a serious mental illness and may have a cooccurring
disorder. Members are relatively stable in, and actively working on their
recovery, which allows them to maximize the benefits of participating in
Wellness Center groups, classes and activities. The Centers serve a diverse
member base and Wellness Center West, in particular, has a unique dual track
program that provides groups, classes and activities in English and monolingual
threshold languages that meet the cultural and language needs of the
population located in the city of Garden Grove. The predominant threshold
language in the monolingual track is Viethamese.

1 The Multi-Service Center for Homeless Mentally Ill Adults (MSC) program,
formerly call Courtyard Outreach, serves residents ages 18 years or older who
are experiencing homelessness and living with a serious mental illness and/or
co-occurring substance use disorder. The outreach team links individuals
receiving supportive services at the Multi-Service Center to mental health
and/or substance use services52% of clients served are White/Caucasianwhile
32% are Latino/Hispanic, 14% are Black/African American, 5% are API, ant%
American Indian/Alaskan Native.

1 Recovery OpenAccessserves individuals ages 18 and older living with serious
and persistent mental illness and a possible cooccurring disorder who are in
need of accessing urgent outpatient behavioral health services. The target
population includes adults who are bein g discharged from psychiatric hospitals,
released from jail or are currently enrolled in outpatient MHRS services and
have an urgent medication need that cannot wait until their next scheduled
appointment. These individuals are at risk of further hospitalization or
incarceration if not linked to behavioral health services quickly. Services are
available in Spanish, Vietnamese, and Laotian.
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1 The WarmLine provides emotional peer support to unserved and underserved
Orange County residents who are experiencingmild to moderate symptoms of
a mental health disorder or who are at risk of developing a mental health
disorder, challenges at school and/or trauma exposure. The program also
serves family members.

1 TheMobile Crisis Assessment Tean(CAT) program serves individuals of all ages
who are experiencing a behavioral health crisis. Clinicians respond to calls from
anyone in the community 24 hours a day, 7 days a week yeafround and
dispatch to locations throughout Orange County other than i npatient
psychiatric or skilled nursing facilities which are staffed to conduct such
evaluations. The CAT also includes the Psychiatric Emergency Response Teams
(PERTS), which consist of CAT clinicians who are stationed at police departments
or ride along with assigned law enforcement officers to address behavioral
health-related calls in their assigned cities or regionally.

1 Crisis Stabilization Units (CSUs) provide the community with 24-hour, 7-day a
week, yearround service for individuals who are experiencing a behavioral
health crisis requiring emergent stabilization that cannot wait until a regularly
scheduled appointment. One of the units serves Orange County residents ages
13 and older, the majority of whom may be on a 72-hour civil detention for
psychiatric evaluation due to danger to self, others or grave disability resulting
from a behavioral health disorder (i.e., Welfare and Institutions Code
5150/5585). The CSUs can be accessed directly by individuals experiencing a
crisis, as well as by family members, law enforcement and others in the
community who believe an individual has an emergent behavioral health need.
Of the clients served, 8% identify as AP1,46% as White/Caucasian, and 8% as
Black/African American.

1 The In-Home Cirisis Stabilization (IHCS)program operates a 24-hour, 7-day a
week, yearround service which consists of family stabilization teams that
provide short term, intensive in-home services to individuals who have been
assessed to be at imminent risk of psychiatric hospitalization or out -of-home
placement but are capable of remaining safely in the community and out of the
hospital with appropriate support. The teams include clinicians, case managers
and peers with lived experience, with one set of teams serving youthunder age
18 and another serving TAY, adults and older adults ages 18 and older.
Individuals are referred by County behavioral health clinicians, County and
County-contracted CSUs, our CAT teams and emergency department
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personnel. Of the clients served by IHCS, 47% identify as Latino/Hispanic, 32%
as White/Caucasian, 11% as API, and 5 % as Black/African American.

1 The Crisis Residential Services(CRS) program provides highly structured,
voluntary services in a residential setting for individuals who are experiencing a
behavioral health crisis and meet eligibility requirements. Individuals ages 12
and older can be referred if they have been evaluaed for psychiatric
hospitalization, can be safely referred to a less restrictive, lower level of care
and they and/or their family are experiencing considerable distress. Individuals
mu s t be referred by hospitals (for
CAT/PERTSs or Adult and Older Adult County or Countycontracted Specialty
Mental Health Plan programs (i.e., the program does not accept walk-ins, self
referrals). The Adult CRS program currently has 42 beds available at four sites
operated by three contractors located throughout Orange County. The
language capacity of the direct service providers includes Arabic, Farsi, Khmer,
Korean, Mandarin, Spanish, and Vietnamese45% of the clients served identify
as White/Caucasian, 33% as Latino/Hispanic, 7% as Bt&/African American, and
6% as API.

WET Plan:

Workforce Education and Training (WET) component is intended to increase the
mental health services workforce and to improve staff cultural and language
competency. The Covid- 19 pandemic significantly impacted the Behavioral Health
workforce. The need for mental health and recovery services has become
increasingly evident as individuals and families have experienced loss of loved
ones, physical health, scarcity of food and other resources,isolation, and loss of
employment. Many opportunities have become available to health care
professionals in the private sector to address the growing need for services. During
the community engagement process, stakeholders reported the impact of these
changes on service delivery including increased wait times, less provider
availability, turnover in staff, and new inexperienced staff. Expanding Workforce
Education and Training programs will support hiring, training, and retaining high
quality staff members.

1 The Workforce Staffing Support (WSS) program performs three functions: (1)
Workforce Education and Training Coordination; (2) Consumer Employment
Specialist Trainings and Oneon-One Consultations; and (3) the Liaison to the
Regional Workforce Education and Training Partnership. WSS services are
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provided for the OC behavioral health workforce, consumers, family members
and the wider OC community. During FY 202621, WSS provided trainings to a
total of 1,698 individuals including County staff, County-contracted staff, and
general community members. This was a decrease from previous fiscal years
where between 2,000 to 3,000 individuals were provided trainings. This is
mostly attributed to the impact of the COVID -19 global pandemic. Additionally,
during the be ginning of the fiscal year, WET was still developing best practices
to help with facilitating trainings using virtual platforms.

The Multicultural Development Program (MDP) consists of staff with language
proficiency and culturally responsive skills who support the workforce by
providing trainings on various multicultural issues. The MDP also coordinates
requests and provides translation/interpretation services through in -house staff
and a contracted provider. During FY 202021, there was a continued increase
in the number of interpretation services provided in Spanish, Vietnamese,
Arabic, Farsi and ASL both onsite and over the phone. This increase appeared,
in part, to be related to an increase in COVID-19-related document translation
requests.

Program staff translated, reviewed and field-tested a total of 379 documents
into the threshold languages of Spanish, Viethamese, Farsi, Korean and Arabic
in FY 202021, which was more than the previous fiscal years.1 In addition, a
Licensed Marriage Family Therajst serves in the MDP as a Deaf and Hareof-
Hearing Coordinator to ensure that American Sign Language interpretation
support is provided at trainings and community meetings. In FY 2020-21, the
Ethnic Services Manager facilitated the Cultural Competence Conmittee (CCC)
meetings. The CCC consists of multiethnic partners and multi-cultural experts
in OC who meet to provide input on how to incorporate cultural sensitivity and
awareness into the Behavioral Health Services (BHS) system of care and how to
provide linguistically and culturally appropriate behavioral health information,
resources,and trainings to underserved consumers and family members.

In FY 2021, the name of the committee changed to the Behavioral Health
Equity Committee (BHEC) to provide a mae comprehensive description of the
work being done in the committee. Furthermore, a governing structure was
developed and steering committee membership was formed. Attendance and
interest in CCC (now called the BHEC) increased, especially after social ugtice
events occurred in our nation.
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1 The Training and Technical Assistance(TTA) program offers trainings on
evidence-based practices, consumer and family member perspective,
multicultural competency for mental health providers, and mental health
training for law enforcement. The number of trainings offered in this area
fluctuates from year to year depending on the number of professional
development requests from HCA staff and community members. Additionally,
the TTA program not only hosts several behavioral health trainings each year,
but also provides CE units to other departments in the HCA requesting trainings
for their clinical or medical staff. Examples of requested trainings include The
Pandemic: What is Reveals About Inequities in Medicine, Expandig Treatment
Options for the Growing Mental Health Pandemic, PCIT without ISMs, and
Translating Culturally Responsive Leadership Into Action. In FY 202@1, TTA
provided 42 trainings for 6,699 attendees. The increase in the number of
individuals and/or comm unity members who engaged in TTA trainings is
largely due to the launch of the new Cultural Competency training in September
2020. It was required that all HCA staff and contract providers completed the
training during Fall 2020. In FY 201920, TTA provided 78 trainings for 3,642
attendees, 89 trainings for 5,711 attendees were provided in FY 201819, and
in FY 201718, 88 trainings were facilitated to 2,573 attendees.

1 Mental Health Career Pathwaysoffers courses through the Recovery Education
Institute (REI), which prepares individuals living with mental health conditions
and their family members to pursue a career in behavioral health. REI provides
training on basic life skills, career management and academic preparedness,
and offers certified programs to solidify the personal and academic skills
necessary to work in behavioral health. Most REI staff have personal lived
experience.

1 The Residencies and Internshipsprogram trains and supports individuals who
aspire to work in the public mental health system. The California Psychology
Internship Council (CAPIC) matches predoctoral candidates with a placement
site based on a set of criteria. WET requests the same nurher of interns each
year. However, CAPIC will match based on the number of students who have
enrolled and site availability. All CAPIC students were placed in a Children Youth
Behavioral Health (CYBH) site during FY 2022 1 . |, WETOs Neur obe
Testing Unit (NBTU) closed in August 2020 due to lack of qualified and willing
CAPIC students seeking placement in a neurobehavioral testing unit. In FY
201819, two student interns were placed at
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at CYBH sites. Additionally, in FY2017-18, four student interns were placed at

WETO0s NBTU and two were placed at CYBH si

a licensed psychologist.

1 The Financial Incentives Program (FIP) is an internal program that seeks to
expand a diverse bilingual and bicultural workforce by providing financial

incentive stipends to BHS County empl oye
masterds (MA/ MS) degrees, and ristshoriagedr es s

by offering loan repayment for psychiatrists working in the OC public mental
health system. In FY 21/22, the WET office continued to support existing FIP
contracts but did not open up the new application cycle. This program is
scheduled to resume in FY 22/23 as part of the Workforce Retention strategies
in addition to the loan repayment program offered through the OSHPD WET
grant. The pre-approved budget and number of eligible applicants determine
the exact number of students/psychiatrists who are enrolled in FIP each year.
FY 201819 showed a decline in the number of graduate student stipends
awarded. Although the county still faces a shortage of community psychiatrists,
the number participating in FY 2018-19 was nearly double that of FY 201718.

PEI Plan:

MHSA dedicates 19% of its allocation to Prevention and Early Intervention (PEI),
which is intended to prevent mental health conditions from becoming severe and
disabling and to improve timely access for people who are underserved by the
mental health system. Compared to the 2020 OC CensusBlack/African American
are served at9% (compared to 2% in population); Asian/Pacific Islander are served
at 16% (compared to 21% of population). Most notably, 24% of those served by
PElI identify as OAnother, 6 while that

1 The Mental Health Community Education Events for Reducing Stigma and
Discrimination program hosts mental health-related educational and artistic
events that aim to reduce stigma and discrimination related to mental health.
Collectively, the events are open to individuals of all ages living in Orange
County, with specific events intended to reach identified unserved and
underserved communities. A time-limited Request for Application (RFA) is
periodically released inviting individuals and organizations to submit proposals
for events. Examples of events that have received funding include art
workshops and exhibits, plays, conferences, multicultural musical and dance
performances, and other related activities. Events cater to various ethnic
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communities, including those who speak Arabic, Farsi, Khmer, Korean, Spanish,
and Vietnamese. Future plans include Mandarin. Additionally, programs cater
to LGBTQ+, as well as Older Adults.

The Outreach for Increasing Recognition of Early Signs of Mental lliness
program is intended to reach opotenti al
who are working with or likely to encounter individuals who are experiencing,

or at elevated risk of experiencing, a mental health challenge. Atrisk individuals

can include, but are not limited to, PEI Priority Populations such as unserved

and underserved racial/ethnic communities; immigrants and refugees; children

and youth who are at risk of school failure and/or juvenile justice involvement;

foster youth and non-minor dependents; individuals who have been exposed

to trauma or are experiencing the onset of serious mental illness; the LGBTQ
community; and those experiencing homelessness.

School Readinessserves families with children from birth to age eight who are
exhibiting behavioral problems and emotional distress which places them at
increased risk of developing a mental health condition and failing in school.
These families often face issues related to crowded living conditions,
neighborhoods affected by gangs and drugs, a history of violence in the family,
and history of separation from loved ones. Many of the families served are also
monolingual (i.e., Spanish, Vietnamese).

Parent Education Servies (PES) serves atisk children birth -18 years of age and
family members, including parents, partners, grandparents, single parents,
teenaged parents, guardians and other caregivers in need. Participating families
may experience behavioral health or mental health issues, substance use or ce
occurring disorders, or child welfare or juvenile justice system involvement.
They may also be homeless, singleparent households, exposed to domestic
violence or other trauma, recent immigrants or refugees, or have a child with
disabilities (cognitive, emotional, and/or physical). Parents or caregivers are
referred to PES from community agencies, schools or other PEI programs that
have assessed participants and identified the need for parent education.
Languages of the direct service providers include Arabic, Farsi, Korean, Spanish,
and Vietnamese.

The SchoolBased Behavioral Health Interventions and Support (SBBHIS)
program provides a combination of prevention and early intervention services
designed to empower families, reduce risk factors, build resilience and
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strengthen culturally appropriate coping skills in at -risk students and families.
Services are povided in elementary, middle and high school classrooms and/or
group settings in school districts identified as having the highest rates of
behavioral issues based on the California Healthy Kids Survey (CHKS), Academic
Performance Index (API) scores and/orsuspension and expulsion data as
reported by school districts. A majority of those served through this program
identify as Latind/Hispanic (53%).

Family Support Services(FSS) serves families in which children, youth or adults
are experiencing behavioral health conditions or other stressful circumstances
that may place the family at-risk. FSS collaborates with community and mental
health service providers, especially those that serve ethnically diverse and
monolingual communities, to help assess the needsof its community members.
By working closely with individuals who know the community, the program is
better able to identify those who could benefit from this prevention program.
Language capacities of the direct service providers include Farsi, Korean,
Spanish, and Vietnamese.

OC Linksis the Mental Health & Recovery Services (MHRS) line that provides
information and |inkage to any of the OC
crisis services, via telephone and online chat. Because the navigators who staff

the line are clinicians, they can work with callers and chatters experiencing any

level of behavioral health issue, ranging from prevention through crisis
identification and response. Beginning January 2021, OC Links began operating

24 hours a day, 7 days a weekand catertoallof Or ange Countyds t
languages.

MHRS Outreach and Engagement (O&E) provides field-based access and
linkage to treatment and/or support services for those who are homeless or at
risk of homelessness and who have had difficulty engaging in mental health
services on their own. O&E staff identifies participants through street outreach
and referrals from community members and/or providers. White/Caucasian are
overserved (47%compared to the OC Census at 39% as well as Black/African
American (6% compared to the OC Census at 2%, while Asian/Pacific Islander
population is underserved (17% compared to the OC Census at 21%.

Integrated Justice Involved Servicesis a collaboration between MHRS and
Correctional Health Services (CHS) (including Project Kinship) that serves adults
ages 18 and older who are living with mental iliness and detained in an Orange
County Jail. This CSSunded program was developed in response to the high
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rates of recidivism observed among inmates living with mental iliness and aims
to decrease rates of people returning to jail by providing access and linkage to
needed behavioral health and supportive services.

The Suicide Prevention Servicesprogram services are available to individuals of
all ages who 1) are experiencing a behavioral health crisis and/or suicidal
thoughts, 2) have attempted suicide and may be living with depression, 3) are
concerned about a loved one possibly attempting suicide, and/or 4) are coping
with the loss of a loved one who died by suicide. The program serves a broad
range of people of all ages, and individuals can be seltreferred or referred by
family members, providers or other partner agencies. The toll-free, accredited
hotline operates 24 hours a day, 7 days a week. This program is now supported
by a new Office of Suicide Prevention,
Mental Health and Recovery Services area upon the direction of the Orange
County Board of Supervisors in 2021.

The School-Based Mental Health Services(SBMHS) program providesschool

based, early intervention services for individual students in grades 6 through 8

who are experiencing mild to moderate depression, anxiety and/or substance

use problems. Students are referred by school staff and screened by a PEI

mental health specialist to determine early onset of a mental health condition

and program eligibility . This programd s | anguage <capacity fo
providers was limited to Spanish, with 53% of the clients served identifying as
Latino/Hispanic.

The First Onset of Psychiatric lllnessprogram, also known as Orange County
Center for Resiliency, Education and Wellness (OC CREW), serves youth ages 12
through 25 who are experiencing a first episode of psychotic illness with
symptom onset within the past 24 months. The program also serves the families

of eligible youth.

The Orange County Parent Wellness Program(OCPWP) provide services to at
risk and stressed families with children under age 18, including pregnant
females and partners affected by the pregnancy or birth of a child within th e
past 12 months, families that have been reported to Child Protective Services
(CPS) for allegations of child abuse or neglect, or families with a young child
between the ages of 0 and 8 years who are exhibiting mild to moderate
behavioral health symptoms that may negatively impact their readiness for
school.
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1 Community Counseling and Supportive Services(CCSS) serves residents of all
ages who have, or are at risk of developing, a mild to moderate behavioral
health condition and limited or no access to behavioral health services. The
majority are uninsured or underinsured, monolingual Spanish speaking, and
have a history of family or domestic violence and/or early childhood trauma.
Beginning FY 202021, OC ACCEPT merged with CCSS and expanded its
capacity to provide specialized expertise working with individuals identifying as
Lesbian, Gay, Bisexual, Tragender, Intersex or Questioning (LGBTIQ), and the
important people in their lives. CCSS is designed to help participants address
the early symptoms of depression, anxiety, alcohol and/or drug use, suicidal
thoughts, violence and Post Traumatic Stress Disoder (PTSD), as well as the
confusion, isolation, grief and loss, high-risk behaviors, seltesteem challenges,
victimization by bullying, trauma, homelessness and lack of familial support
frequently experienced by individuals identifying as LGBTIQ.This program also
has an American Sign Language (ASL) language capacity, in addition to Spanish
and Vietnamese.

1 The Early Intervention Services for Older Adults (EISOA) program provides
behavioral health early intervention services to older adults ages 50 yearsand
older who are experiencing the early onset of a mental health condition and/or
who are at greatest risk of developing behavioral health conditions due to
isolation or other risk factors, such as substance use disorders, physical health
decline, cognitive decline, elder abuse or neglect, loss of independence,
premature institutionalization and suicide attempts. Participants are referred
from senior centers, Family Resource Centers, community centers, faittbased
organizations and the PEI Outreach to Incease Recognition of Early Signs of
Mental lliness program. Languagesutilized include Arabic, Farsi, Khmer, Korean,
Mandarin, Spanish, and Viethnamese. 40% of theclients served are from the API
community.

1 OCA4Vets are veteran-focused early intervention programs that support
targeted subpopulations within the Orange County veteran community: adult
veterans and military connected individuals, veterans engaged with County
Courts, veteran college students, and military connected families with children
under the age of 18 (the latter of which used to be the standalone Innovation
project, Behavioral Health Services for Military Families). The OC4Vets, County
and contract-operated programs serve Orange County veterans andfamilies
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who currently or previously served in the United States Armed Forces,
regardless of the branch, component, era, location(s) or characterization of
discharge from their service.

3-1V: Additional Strategies/Objectives/Actions/Timelines and Les®ns Learned.

3-IV-A: List any new strategies not included in Medi-Cal, CSS, WET, and PEI. Note:
New strategies must be related to the analysis completed in Criterion 2.

Several Innovation projects addressthe current disparities across Orange County:

1 The Behavioral Health System Transformation(BHST) project is an innovaton
project designed to create a system that can serve all Orange County residents,
regardless of insurance status, type, or level of clinical need. Its primary purpose
is to promote interagency and community collaboration related to mental
health services, supports or outcomes, with the goal of introducing a new
practice or approach to the overall mental health system, including, but not
limited to, prevention and early intervention.

1 ThePsychiatric Advance DirectivesPADs) project is an INN project designed to
hel p counties Iimprove a consumerds access
of care while preserving the individual's life goals and mental health
preferences. PADs are a means for increasing selfleterminati on and autonomy
by empowering individuals to make decisions about their own lives. PADs serve
to improve positive outcomes for consumers at risk of involuntary care,
homelessness, unnecessary hospitalizations, and involvement with the criminal
justice systems through all stages of life.

3-IV-A-I: Share what has been working well and lessons learned through the
process of the countyds devel opment of S
timelines that work to reduce di dafioag i ti es
within the target populations of Medi -Cal, CSS, WET, and PEI.

CSS: What is workingwell, and lessons learned include:

Wellness Centers are grounded in the Recovery Model and provide a support
system of peers to assist members in maintaining their stability while continuing
to progress in their personal growth and development. The programs are culturally
and linguistically appropriate while focusing on personalized socialization,
relationship building, assistance with maintaining benefits, setting educational and
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employment goals, and giving back to the community via volunteer opportunities.
Recovery interventions are member-directed and embedded within the following
array of services: individualized wellness recovery action plans, peer supports,
social outings, recreational activities, and linkage to community services and
supports. Services are provided by individuals withlived experience and are based
upon a model of peer-to-peer support in a non-judgmental environment. A wide
variety of weekend, evening and holiday social activities are provided for members
to increase socialization and encourage (re)integration into the community. The
ultimate goal is to reduce reliance on the mental health system and to increase
self-reliance by building a healthy network of support which may involve the
membersd family, friends or significant ot't
Advisory Boards (MABs) composed of members who develop or modify
programming and evaluate the successes or failures of groups, activities and
classes. They also use a community town hall model and member Satisfaction and
Quality of Life surveys to make decisions about programming and activities.

A continuing challenge for accessing the Wellness Centers is transportation, which
can take from 45 minutes to 2 hours each way on public transportation. Each of
the Wellness Centers strives to offer activities indifferent community settings that
all ow access in membersd own neighborhood
travel. With the centers operating in the west, central and south regions of the
county, access has improved. The south county center is particulay challenging
when it comes to public transportation, as the majority of bus routes are no longer
in operation in that region. To assist individuals with accessing and utilizing the
south center, the HCA has authorized the utilization of its Transportation program
to assist those individuals with the most challenging transportation needs to get
to the south center. An additional challenge that surfaced for each of the Wellness
Centers during FY 202021 was the onset of the Covid-19 pandemic, which resulted
in program closures for in-person services and a transition to remote group
operations via Zoom, Webex and other platforms. All three Centers were impacted
in daily attendance, as many members do not have the ability to participate in
remote groups. However, daily participation did increase over time, and in late FY
2020-21 all the programs transitioned to hybrid programming, which offers both
in-person services at reduced capacities to comply with state and local guidelines,
as well as continued remote sewices. This had a significant impact on participation
in the programs, and daily attendance continues to increase. Many members are
still hesitant to participate in in -person services due to the pandemic, especially
among older adults, however, members who have chosen to participate in in-

56



person services have expressed gratitude to be able to attend the programs and
join in face-to-face groups and activities, as well as reconnect with members that
they had lost touch with during program closures and the nee d to limit interactions

in the community. The hybrid programming supported with increasing
participation in the events and groups, which have programs tailored to Farsi,
Korean, Spanish, and Viethamese speakers.

Another lesson learned from the Full Servce Partnership (FSP) programs ighe

need for culturally-s peci fi ¢ FSP&6s. As such, three new
cater to the following populations: Spanishspeaking, Viethnamese speaking, and

Veterans communities.

PEIl: What is workingwell, and lessons learned include

The former Outreach and Engagement Collaborative was intended to conduct
outreach to hard-to-reach communities, including LGBTQ+, communities of color,
monolingual populations. This program used to be broken into regional programs.
There was success in raising awareness, however the regional approach posed
some challenges becausecertain target populations outside the region had a hard
time to access the services. One of the limitations was the inability of the provider
to reach a target population across the county due to geographic restrictions.
While collaborations formed, there were gaps in coordination . As a esult, an RFP
was formed based on lessons learned from partners in community titled Mental
Health and Well-Being Promotion for Diverse Communities. When PEI looked at
the data, communities of color and priority populations (such as Veterans and
LGBTQ+) continued to be underserved. Consequently, An RFP went out from the
Office of Suicide Prevention that focused specifically on the priority target
population s while incorporating a peer-based component in each program. One
of the main goals of this program is to break cultural barriers and normalize
conversations around mental health and wellness in communities of color and in
historically underserved priority populations.

Servces focus on individuals who are especially isolated and at risk of developing

a behavioral health condition or who are displaying early signs of emotional or
behavioral health concerns and continue to be unserved or underserved especially
individuals from diverse communities that include communities of color, veterans
and individuals who identify as Lesbian Gay, Bisexual, Transgender, Queer (LGBTQ).

Orange County data indicates that individuals from diverse communities continue
to demonstrate poor mental health outcomes and continue to be underserved in
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Orange County. These communities have been identified as being at a
disproportionately higher risk of developing a behavioral health condition when
compared to the general population and if left unaddressed or untreated, it will be
at greater risk of worsening. The COVID 19 pandemic has exacerbated these risks
and has had a negative impact on the mental health and well-being of these
groups. (2021-2022 Orange County Mental Health Services Act (MHSA) Preventin
and Early Intervention Annual Plan Update).

The higher mental health disparity in these diverse communities is not unique to
Orange County. These mental health disparities are linked to a variety of risk factors
including stigma, stress due to economic hardships, lack of access to health care,
isolation, trauma, lack of culturally appropriate care among other factors and may
cause delays in helpseeking, ultimately leading to poorer health outcomes
including a higher risk of suicide. Mental Health and Well-Being Promotion for
Diverse Communities Services were put in place to promote access to mental
health and wellness programs to better address mental health needs of individuals
from these diverse communities. Services focus on promoting mental health
wellness and preventing mental iliness and or substance use disorders with a goal
to increase connectedness, reduce prevailing stigma, and improve helpseeking
behavior s. The services ar e designed
increasing their awareness and knowledge of behavioral health issues including the
associated risk and protective factors, and available community resources in the
County. All services are designed to be peer driven, and accomplishedthrough
outreach, information dissemination, community education and events, skills
building, socialization group activities, and one-one interactions and relationships
with families and individuals representing the target population. Appropriate
referrals and linkages to resources and support is provided as needed.
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The Mental Health and Well-Being Promotion for Diverse Communities consists of
over 24 organizations and provides the following services to the target populations

listed below:
Mental Health and Wellbeing Promotion Services
Provider Site Target Population Services
Location
Communities of color Asian & Outreach events (through
Pacific Islander (API1) Subcontractors)
OCAPICA Peer support

Garden Grove, CA

South Asian Arab American,
Middle Eastern, North African
(SAMENA)

Black

Waorkshops/educational groups
Community education events [ activities
Referrals

Linkages

LHA

Santa Ana, CA

All Orange County's Latinx multi-
generational communities

Community Outreach (Telephone and
Text Banks; Door-to-door; Creative
QOutreach; Mini Street Campaigns)
Large-scale and small-scale community
educational events

Social Media & Digital Marketing
Campaigns

Community-based workshops

Peer Support Services
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Garden Grove, CA

LGBTO+

Community Events (large and small
scale)

Community Qutreach Activities
Workshops/Educational Groups
Peer Support

Social Media/Digital Marketing
Campaigns

US Vets

Tustin, CA

Veterans and military connected
individuals, and their families

Peer Support

Community Events

Community Outreach Activities

Workshops/Educational Groups
Social Media/Digital Marketing

Campaigns

3-V: Plannng and Monitoring of Identified Strategies/Objectives/Actions/Timelines to
Reduce Mental Health Disparities

(Criterion 3, Section | through IV requires counties to identify strategies, objectives,
actions, and timelines to reduce disparities. This section asks counties to report processes,
or plan to put in place, for monitoring progress.)
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3-V-A: List the strategies/objectives/actions/timelines provided in Section Ill and
IV above and provide the status of
timelines, milestones, etc.).

Through the MHSA community planning process, the three strategic priorities
identified were: (1) Mental Health Awareness and Stigma Reduction (2) Suicide
Prevention, and (3) Access to Services

The following charts will highlight each of the strategic priorities along with the
priority populations identified, the strategies, and the progre ss updates.

d i trainings & community ed of mental health signs & available resources, as well as reducing stigma

Priority Populations

LGETIQ individuals
Boys ages 4-11
Transitional Age Youth
(TAY) ages 18-25
Adults ages 25-34 and
45-54

Unemployed adults
Homeless individuals
Individuals living with
co-occurring mental
health and substance
use conditions

Older Adults ages 60+

Strategies

Engage through Social Media,

Internet, Events,/Fairs, TV, radio,

newspapers, senior centers for
older adults

Focus on positive messages,
simple language, good visuals
& color, slogans & phrases, not

jargon

Cultural representation (authen-

tically)

Use trusted sources, celebrities,

influencers

Increase inter-agency collabora-

tion and group activities

Progress Update

Continue outreach and awareness initiatives targeting TAY populations
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In 2021 HCA hosted a Virtual Veteran's Conference which was attend by
114 people.

The StigmaFree0C Website continues to outreach to the community, with
398 Organizations taking the pledge to be Stigma Free.

The HCA website (www.ochealthinfo.com) was updated through work with a
web designer to improve the organization and navigation for public usage.
OC Directing Change videos were shown prior to Angels Baseball games on
Ballys Sports West as well as shared during Mental Health Awareness Month.
Due to the COVID-19 pandemic, an in-person Directing Change Award Cere-
mony has been postponed.
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STRATEGIC PRIORITY: Access to Behavioral Health Services

p to behavioral health services and address transportation challenges
Priority Populations Strategies Update

1 Youth

n  Families with children
living with a mental
health condition

B Asian/Pacific Islander

® Latino/Hispanic

n Black/African American

Train staff on mobile technology, telehealth,
other remote service options

Avoid merely providing devices (ex. Headsets
and phones) due to issues with privacy and
Wi-fi access

Avoid using a one-size fits all approach with
bath the language of content and the content
itself, all material should be population specific
Use culturally appropriate and representative
images, materials in preferred language(s)
Collaborative, group, community activities
Identify clinic lobby and common areas in
MHRS outpatient clinics eligible and in need
of upgrades. Conduct needs assessment.
Encumber funds: up to $80k/clinic (Max/NTE
$400k) to improve clinic lobby and common
areas

Focus on the positive, use encouraging phrases
Avoid depicting sadness, despair or vulner-
ability through colors, imagery. stigmatizing
and/or iliness-focused language

Developed digital mental health literacy curriculum that will
support project learning and stakeholder's ability to make
informed choices.

55% of respondents from the community survey in FY 2021-
22 reported they have adequate and reliable internet access
via mobile devices, unlimited Wi-Fi and/or a data plan.
Partnered with First 5 OC and Be Well OC in creating addi-
tional promotional and educational materials for families with
young children.

The MHSA office has developed a workgroup and identified 7
potential lobby and common areas in MHRS outpatient clinics
in need of upgrades. The workgroup meets regularly and is
working with a vendor to develop designs.

Conducted focus groups to gather needs assessment (includ-
ing facus on the positive, encouraging phrases, and vibrant
colors) and direct input from consumers.

Continue to coordinate through peer project manager (e.g.,
PEACe, the MHRS peer workgroup and Workplace Wellness
Advocates) on clinic improvements.

Developed an art strategy to enhance the art programs
through the use of an art committee with consumers to create
artwork that will be used in clinics.

Transportation contract expanded to support more priority
populations.

STRATEGIC PRIORITY: Suicide Prevention

Expand support for suicide prevention efforts

Priority Populations Strategies Progress Update
m People from all B On October 6, 2020, the m OSP Office and OSP Division Manager was announced on 8/2/2021. The Office of

MHSA age groups

B Homeless individ-
uals

B Individuals living
with co-occurring
mental health and
substance use
conditions

® LGETIQ individuals

m \eterans

Board of Supervisors directed
the County to establish the
Office of Suicide Prevention
(0OSP) to reach out to high-risk
populations to find and en-
gage those in need, maintain
contact with those in need
and support continuity of care,
improve the lives of those in
need through comprehensive
services and supports, and
build community awareness,
reduce stigma and promote
help-seeking

Create a systems approach to
suicide prevention

Build hope, purpose, and con-
nection for individuals in need.
Promising pilot programs
Integrate new and existing ser-
vices and support throughout
suicide prevention

Suicide Prevention will coordinate suicide prevention efforts at the Agency level and
interface with local and statewide initiatives to identify and facilitate the implementa-
tion of evidence based and promising suicide prevention activities in Orange County.
Continue expanded reach of activities/campaigns (also leverage Cal MHSA's Know
the Signs information:

® Suicide Prevention campaign for Adult/Older Adult Men

® Adult “Help is Here” website

® Youth “Be a Friend for Life” website
The OSP has established a Community Suicide Prevention Initiative (CSPI) Coalition
for implementation of a variety of suicide prevention initiatives through public and
private partnerships.
All prevention services and activities are designed to promote weliness and improve con-
nectedness and build resiliency and protective factors and reduce risk factors.
A countywide Connect OC Coalition for TAY populations was launched to provide a
platform for youth from colleges, universities, and the community at large to con-
nect with each other, promote mental wellness activities, educate the community on
a wide array of mental wellness, stigma reduction and suicide prevention topics and
increase help-seeking behavior in the community.
Qutreach and awareness targeting TAY was conducted through innovative approach-
es such as theater and plays, forums such as Honest Hour, podcasts and Instagram
and Facebook live events focusing on mental health themes followed by discussions
with the audience.
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Additionally, the Behavioral Health Equity Committee (BHEC) is collaborating with
the Office of Population Health and Equity to increase community involvement in

the community planning process as well identifying ways to reduce disparities,
especially as they pertain to various cultural and linguistic populations.

3-V-B: Discuss the mechanism(s) the county will have or has in place to measure
and monitor the effect of the identified strategies, objectives, actions, and timelines
on reducing disparities identified in Section Il of Criterion 3. Discuss what measures
and activities the county uses to monitor the reduction or elimination of disparities.

There are several mechanisms that are used to monitor thereduction and
elimination of disparities. These include, but are not limited to:

)l
T
T

Monitor penetration rates for target and priority populations.

Identify and support population -specific programs and curriculum.
Continue to expand cultural competence and cultural humility trainings for
county and contracted staff.

Expandthe bi-lingual and bi-cultural workforce to better serve the
population .

Monitor population demographics across PEI and CSScomponents of the
MHSA Plan

3-V-C:Identify County technical assistance needs.

No technical assistance required at this time.
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CRITERION CLIENT/FAMIIMEMBER/COMMUNITCOMMITTEE:
INTEGRATIODFTHECOMMITTE®/ITHINTHECOUNTYENTAL

HEALTIBYSTEM
CLAS Standard: 13

4-1: 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.

4-1-A: Brief description of the Cultural Competence Committee or other similar
group (organizational structure, frequency of meetings, functions, and role).

The Cultural Competence Committee (formed in 2016) consists of members from
the community and the Health Care Agency who also represent or serve persons
from the diverse racial, ethnic, and cultural groups in Orange County. The

overarching goal was ot o i ncrease cul tt
responsiveness to the needs of diverse culturalpopulations in order to foster hope,
wellness, resilience and recovery in our ¢

In 2020, following the devastating inequities highlighted by the Coronavirus
pandemic, as well as the murder of George Floyd, a Community Relations and
Education (CoRE)sub-committee was formed to develop a governing structure for
the CCC that puts equity at the forefront. The result wasa change in the name from
CCC to Behavioral Health Equity Committee (BHEC)nd the Governing Structure
document was finalized in December 2020.

BHECG6s vision as defined by t [O&effertsarer ni ng
focused on the promotion of behavioral health equity for unserved and
underserved racial and ethnic communities, as well as lesbian, gay, bisexual
transgender, questioning/queer and intersex (LGBTQI), Veterans, Deaf and Hard of
Hear i ng and ot helnaccordantemithahe Ggverming Staictude, a
Steering Committee and several Work Groups were formed in the first quarter of
2021. At that time, the Director of Behavioral Health Services appointed Bijan
Amirshahi, the ESM at the time, as the CeChair on its behalf and the community
members of the Steering Committee elected lliana Soto Welty as the community
Co-Chair. In September 2021, Ban Amirshahi stepped down from his position as
Co-Chair (while still serving as the ESM), and Deana Helmy was appointed as his
replacement.
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A copy of the Governing Structure as approved by MHRSIs included in .

4-1-B: The County shall include he following in the CCPR:Policies, procedures, and
practices that assure members of the Cultural Competence Committee will be
reflective of the community, including county management level and line staff,
clients and family members from ethnic, racial, and cultural groups, providers,
community partners, contractors, and other members as necessary.

The BHEC has a governing structure and bylaws that address the values,
objectives

4-1-C: Organizational Chart

Current Organizational Chart of the Behavioral Health Equity Committee:

CoChairs

(CountyAppointed
and Community
Voted)

Steerig Committee

Outreach to Black/ Community Relation

& Education

AfricanAmerican Spirituality Threshold Languag
LERT T g Community Workgroup Workgroup
Workgroup

Deaf and Hard of

Workgroup Hearing Wokgroup

4-1-D: Committee membership roster listing member affiliation, if any.

Name Organization

Abdeh, Iman MECCA

Adelekan, Patricia Community

Anguiano, Lloraley Orange County Health Care Agency
Anh, Ellen Korean Community Services
Arnold, Margery RCBO
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Arnot, Michael
Aziz, Samar
Banicki, Wendy
Brack, Yvonne
Burney, Lenora
Choe, Susan

Chiu, Irene

Davis, Mark
Deeble-Reynolds, Stacy
Doroudian, Negar
Eftekharzadeh, Sohail
Englund-Giri; Bergit
Flores, Kim

Gibbs Danny
Grande, Andre
Graziano, Elizabeth
Hanifzai, Wali
Helmy, Deana
Hernandez, Elizabeth
Hill, Dave

Kalk, Karin
Kellman, Allison
Kim, Yuri

Lu, Paul

Lu, Pham
McCleese Belinda
McNally, Steve
Merritt, Alex
Mugrditchian, Annette
Mullard, Michael
Ngo, Hannah
Nguyen, Hieu
Nguyen, Kelvin
Nguyen, Nicki
Nguyen, Tricia
Ortega, Christy
Ortizo, Johann
Paddison David
Peong, Vattana
Perez, Victor
Portillo, Edward
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Children's Cause OC

Sabil USA

Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
OCAPICA

Orange County Health Care Agency
Orange County Department of Education
Orange County Health Care Agency
WellnessCenter - Central

Orange County Health Care Agency
Community

Orange County Health Care Agency
ICNA Relief

Orange County Health Care Agency
Qazizada Foundation

Orange County Health Care Agency
Orange County Health Care Agency
RDF Church

Orange County Health Care Agency
Orange County Health CareAgency
Orange County Social Services
NAMI

Orange County Health Care Agency
Orange County Health Care Agency
Community

Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Viet-care

Orange County Health Care Agency
Southland

Orange County Health Care Agency
APAIT

Partners 4 Wellness

Cambodian Family

Re Imagine OC

NAMI




Pham, Lu
Pickering, Kenneth
Ramirez, Jessica
Rao, Bhuvana
Renteria, Teresa
Reynolds, John
Roberts, Dwayne
Rowe, Cheryl
Salamati, Armin
Sayyedi, Maryam
Sharifaei, Joya
Smith, Courtney
Tabesh, Nikoo
Taylor, Gary
Thornton, April
Tran, Duan

Tran, Thuy

Wang, Jon

Soto Welty, lliana
Whetsell, Brittany
Williams, Cyntralia
Williams, Johniece
Williams, Kel
Wright, Ernesta
Yang, Emily

Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Orange County Health Care Agency
Community

Orange County Health Care Agency
Orange County Health Care Agency
OMID

Community Member

GREEN Foundation

Orange County Health Care Agency
Community

Orange County Health Care Agency
Cal State Fullerton and member of BHAB
St. Joes

unknown

Mind-OC

Orange County Health Care Agency
Orange County Health Care Agency
Be Well

LGBTQ Center OC
GREEN~oundation

OCAPICA

4-11: The Cultural Competence Committee, or Other Group with Responsibility for Cultural
Competence, is Integrated within the County Mental Health System.

4-11-A: Evidence of policies, procedures, and practices that demonstrate the

Cultural Competence Committeeds activities

The BHEGhylaws and governing structure, attached, highlight the role of BHEC as
it pertains to the MHSA planning and stakeholder process,CCPR development, and
communicating to the Chief of Mental Health and Recovery ServicesCurrently, the
Office of Equity is being formed and will continue to collaborate and integrate with
the MHSA community planning process, as well asworking closely with the client
developed programs (wellness, recovery, and peer support programs).
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4-11-B: Provide evidence that the Cultural Competence Committee participates in
the above review process

The MHSA Coordinator and the BHEC Chair work together toensure that
the BHECis involved in the community planning process, provides feedback
to the MHSA Coordinator, and reviews the MHSA PlanMoving forward, the
MHSA Coordinator and the BHEC Chair wilensure community involvement
and participation in the development of client-centered programs.
Additionally, the CCPR incorporates feedback provided from the BHEC
steering committee and workgroup members .

4-11-C: Annual Report of the Cultural Competence Committeed s A ¢ includingt i e s

1 Detailed discussion of the goals and objectives of the committee;
0 Were the goals and objectives met?
o If yes, explain why the county considers them successful.
o If no, what are the next steps?

1 Reviews andrecommendations to county programs and services;
The BHECand subcommittees review and make recommendations to
departmentsd programs and services ann
update (at various community planning process meetings) and as
requested by MHRS and its partners.

1 Goals of cultural competence plans;
The required goals of the CCPare:

o Commitment to Cultural Competence

0 Updated assessment of service needs

o Strategies and efforts for reducing racial, ethnic, cultural and
linguistic mental health disparities

o Client/Family/Family member/Community Committee:
Integration of the Committee w ithin the county mental health
system

o Culturally competent training activit ies

o C o u n toyniniiment to growing a multicultural workforce:
Hiring and retaining culturally and linguistically competent staff

o0 Language Capacity

0 Adaptation of Services

No updates or changes to the cultural competency plan goals have
been made.
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1 Human resources report;
Not applicable & there was no report requested by BHEC Committee

1 County organizational assessment;
In FY 2021/2022, the BHEC did not conduct a county oganizational
assessment. In 2023, BHEC will beeviewing the MHSA Summit results,
as well asorganize a BHEC Summit toguide their work.

1 Training plans
Training plans were developed in col

Workforce Education and Training (WET) program, also referred to as
Behavioral Health Training Services (BHT)S
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CRITERION CULTURALICOMPETENTRAININGCTIVITIES

CLAS Standard: 4

5-1: The County System shall require all Staff and Stakeholders to receive AnnuaCultural
Competence Training.

5-1-A: The County shall develop a threeyear training plan for required cultural
competence training that includes the following:

A The projected number of staff who needs
training. This number should be unduplicated;
A Steps the county will take to provide r ¢
100% of their staff over a three-year period 3.
A How cultural competence has been embedde

In 2021, 4,021 staff and contracted providers completed the annual cultural
competence training. We anticipate the number for 2022 to exceed 4,021,
based on the expansion of programs and services and the filling of vacant
positions.

MHRS(Policy 2.01.01requiresall MHRS County and County Contracted staff
to complete an annual cultural competency training. Per the policy:

(0]

The Behavioral Health Training Services (BHTS) unit shall indicate on all
training announcements and certificates if the particular training
gualifies to meet the requirement for cultural competence training .

The Service Chief/Supervisor of each MHRS staff person shall be
responsible to ensure that the mandatory annual cultural competence
training occurs and shall keep evidence of the training for each staff
person.

Contract organizations are expected to ensure that all staff have, at a
minimum, one hour of training in and related to cultural competence
annually. Contract organizations shall keep documentation of this
training and report completion of such training by all direct service
providers, administration, and support staff to the Contract
Monitor/Consultant.

MHRS county and contracted staff are expected to take Cultural
Competence trainings. It is the goal of the ESM, with the support of the
Chief of MHRS to develop new material specifically related to cultural
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competency and how staff incorporate -culturally and linguistically
appropriate services into their work with clients, consumers, co-workers, and
the public alike. All staff are required to complete at least one hour of
cultural competency training annually. Contracted providers are required
to take this training as well, and is highlighted as a requirement in all
contracts.

Additionally, it is required that cultural considerations are embedded into

all trainings providing Continuing Education (CE/CME) units, as described in
the training description, objectives, listed references, and training contents.
Trainers are expected to incorporate cultural referencesin all training topics,

bulletin notices and learning objectives relative to the topic. Trainings

focused on skill building and education are conducted to address cultural

sensitivity and humility, as well as reduce stigma and discrimination within

the behavioral health system. This is done to prepare, develop, and maintain
a culturally responsive, bicultural/bilingual workforce that also includes

consumers and family members with valuable, lived experience.

5-1I: Annual Cultural Competence Trainings

5-11-A: Please report on the cultural competence trainings for staff. Please list
training, staff, and stakeholder attendance by function:

Cultural competence trainings are comprised of several categories: those related
to behavioral health best practices; those requiring on-going recertification;

clinical skills development related to common evidence-based practices; and
trauma-informed care. These trainings were developed for clinicians, service
providers and community members. Trainings were also provided to medical
community members, such as doctors and registered nurses, in order to improve
their daily practices. Additional trainings were targeted toward support for staff
who translate materials into the threshold languages so that monolingual

consumers/family members or community members can participate in services.
Thistraining effort also includes learning opportunities aswell astraining materials
for persons who are Deaf and Hard of Hearing and have limited Englishor other
written language reading skills.

Cultural competence trainings were provided for staff, stakeholders, and

community members on a variety of topics. Table 5.1 below is a chart that
provides information on the cultural development trainings provided during FY
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2020-21 (See Appendix IV for training descriptions and details). These topics
helped to addressthe unique strengths and needsof clients from the diverse ethnic
and cultural communities in Orange County.

5.1 Name of Cultural Development Trainings, FY 202621

Total Number of | Combined | Combined
Trainings | Attendees Hours CEs Given

2021 Virtual Meeting of the Minds Mental Health

Conference

Adult Mental Health First Aid 4 54 30.0 0
Building the Beloved Community Through Cultural

Humilit?/ (CIBHS) ’ ’ 1 33 2.0 2
Clinical Supervision: A Lens on Multicultural

Competenfy 1 135 6.0 6
Cognitive Behavioral Therapy and Relapse

Pregvention Strategies > P 1 61 3.0 8
Cognitive-Behavioral Therapy (CBT) and Relapse 1 40 30 3
Prevention (RP) Strategies

Confidentiality Issues Facing Substance Use 1 50 20 3
Disorder and Mental Health Providers

Coping with the Journey of Grief and Mourning 1 123 3.0 3
CrisisIntervention Training (CIT) 28 321 152.0 0
Cultural Competency 2.0 Training 1 579 1.0 1
Cultural Competency 3.0 Training 1 4,021 1.0 0
Early Childhood Mental Health: Foundational

Prin)éiples and Practices 2 112 150 24
Eye Movement Desensitization & Reprocessin

Bleic Training Part 2 P ’ 1 35 20.0 20
Eye Movement Desensitization & Reprocessing 1 18 30 3
Therapy with Children and Adolescents

Getting the Best From Yourself and Others: Using

MBTI Type to Optimize Leadership Effectiveness 1 33 2.0 2
(CIBHS)

Leading and Developing Teams Through a DEI

Lens (CIBHS) 1 38 2.0 2
Moral Reconation Therapy 1 14 26.0 26
Recovery Based Clinical Practice 1 36 2.0 2
Recovery: The Promise of Hope 1 30 3.0 3
Self-Care for Holiday Blues and COVID Stress &

Aoty y 1 61 2.0 0
Suicide Awareness Training 2 398 12.0 12
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The Pandemic: What it Reveals About Inequities in

Medicine - What if Offers in Systemic Solutions 1 33 2.0 2
Trapslatlng Culturally Responsive Leadership Into 1 30 50 ’
Action

Trauma and Parenting During a Pandemic 1 78 3.0 3
Trauma-Informed Care Approaches for Working 1 48 30 3

with Individuals with Substance Use Disorders

5.1 (Continued) Name of Cultural Development Trainings, FY 202621

e L
Trainings | Attendees Hours CEs Given
Veteran's Conference- 2020 Annual OC

Community Behavioral Health Summit

Youth Mental Health First Aid 52 18.5
__
Note: No CEUs were given for CIT or MHFA

Source: Behavioral Health Training Services, Internal Data Tracking System (FY-24)

Table 5.2 and 5.3 below describes staff and stakeholders professional and personal
role identification. In some cases, one person may identify as multiple roles. Most
participants identified as County (31%) or Community-Based (20%) Direct Service
Providers. Personally speaking, the majority of participants identified as
Community Members (27%), Family Members (17%), and/or Parents (16%).
Roughly 8% of participants also identified as something other than what was listed
in Table 5.3.

5.2 Cultural Developmert Training Attendance by Participants’ Professional Role, FY 20221

Attendance by function* Total Number

County Administrator/Manager 576 11%
County Direct Service Provider 1557 31%
County Support Staff 688 14%
Community-Based Administrator/Manager 516 10%
Community-Based Direct Service Provider 1007 20%
Community-Based Support Staff 710 14%

5,054 100%

*Some attendees reported multiple professional roles
Source: Behavioral Health TrainingServices, Evaluation Form Data (FY 221)
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5.3 Cultural Development Training Attendance by Participants’ Personal Role, FY 20221

Attendance by function* Total Number

Consumers 1065 10%
Parents 1644 16%
Family Members 1695 17%
Community Member 2751 27%
Caregiver 763 7%
Teacher 551 5%
Student 772 8%
Youth 135 1%
Other 844 8%

10,220 100%

*Some attendees reported multiple personal roles
Source: Behavioral Health Tralining Services, Evaluation Form Data (FY-21)

5-11-B: The County shall include the following in the CCPR: Annual cultural
competence trainings topics shall include, but not be limited to the following:

Cultural Formulation

Multicultural Knowledge

Cultural Sensitivity

Cultural Awareness

Social/Cultural Diversity (Diverse groups, LGBTQ, SES Elderly, Disabilities, etc.)
Mental Health Interpreter Training

Training staff in the use of mental health interpreters

Training in the use of Interpreters in the mental health setting

= =4 4 -4 48 8 8 9

The annual Culural Competence training is provided to both County - and
Contract-operated staff. In November 2018, a revised Cultural Competence
training was launched and focused on culture, cultural humility, stigma and self-
stigma, unconscious bias, micro-aggression, racism, and cultural formulation.

5-11I: Relevance and Effectiveness of all Cultural Competence Trainings.

5-1lI-A: Training Report on the relevance and effectiveness of all cultural
competence trainings, including the following:

1 Rationale and need for the trainings: Describe how the training is relevant in
addressing identified disparities;
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1 Results of pre/post-tests (Counties are encouraged to have a pre/posttest for
all trainings);

1 Summary report of evaluations; and

1 Provide a narrative of current efforts that the county is taking to monitor
advancing staff skills/post skills learned in trainings.

1 County methodology/protocol for following up and ensuring staff, over time
and well after they complete the training, are utilizing the skills learned.

The annual Cultural Competence training is provided to both County- and
Contract-operated staff. In November 2018, a revised Cultural Competence
training was launched and focused on culture, cultural humility, stigma and self-
stigma, unconscious bias, micro-aggression, racism, and cultural formulation. To
enhance the quality of the training several images and video clips were included.
At the end of the training, participants were encouraged to take an online
evaluation regarding their experiences. Overall, participants felt the educational
objectives discussed during the training were useful. As a result of the training, the
majority of participants who engaged in the FY 2020-21 training felt they could
clearly define cultural competence as it relates to culture, competence, race, and
ethnicity in order to identify strategies for recognizing diversity and embracing
uniqueness (28% above average and 56% excellent).

Define Cultural Competency

0.2% 0.4%

16%
m Excellent
® Above Average
Average
Below Average

u Very Poor
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Similarly, roughly 80% of participants felt the training provided an above average
(25%) or excellent (57%) description of how to identify the consequences of social
and self-stigma. The focus of this objective was to understand how these concepts
related to public health and its influence of the unconscious thoughts on
judgement, stereotyping, and racism in our community.

Identify Consequences of Social and Self-
Stigma

1%

m Excellent
= Above Average
= Average

Below Average

= Very Poor

Finally, eight out of every ten participants felt they could describe cultural
formulation as a result of the training (25% above average and 56% excellent). The
purpose of this objective was to assess how cultural formulation approaches, which
integrate a culturally response approach, are incorporated into service attitudes
and interactions with clients to reduce the effects of stereotyping.

Describe Cultural Formulation

m Excellent

m Above Average

= Average
Below Average

u Very Poor
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Questions also determined the overall effectiveness of the Cultural Competence
training. In general, the majority of participants found the training to be useful for
their clinical work (46% and 32%, respectively) and learned new information (45%
and 28%, respectively).

Effectiveness of Cultural Competency Training

60%

46% g5%
45%
32%
30% 28%
22%
17%
15%
0,
2% 2% 4% 4%
Very Little Somewhat Average Good Amount Great Amount

M Useful mKnolwedge Gained

This Cultural Competency training was closed in December 2020 to make way for
a new Cultural Competency training that focused on unconscious bias in the

workplace. In September 2020, an updated Cultural Competency training was
launched for all County- and Contract-operated programs. While no Continuing

Education (CE) units were provided, this training focused onunderstanding and

identifying unconscious/ implicit bias in the workplace. Of those who provided

feedback for this training, 67% of participants felt the training quality was very

good (30%) or excellent (37%). Additionally, the presenter was perceived as
knowledgeable by 67% of respondents (30% very good and 37% excellent;
respectively).

Presenter(s) Communicate Knowledge Overall Quality of the Training

of Subject
2%

n
m Excellent Excellent

= Very Good = Very Good

= Good " Good
Fair Fair
= Poor ® Poor
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The HCA Cultural Competence training focuses on skills and knowledge that value

diversity, understand and respond to cultural differences, and increase awareness

of providersd and care organizations® cul't
about patient cultures or include more complex interventions such as intercultural
communication skills training, exploration of potential barriers to care, and

institution of policies that are sensitive to the needs of patients from culturally and

linguistically diverse (CALD) backgrounds

A key component of the HCA Cultural Development/Competence trainings are to
increase attendeesd cultur al understanding
satisfaction and improved behavioral health outcomes. These conceptsalso reduce

disparities among underserved or underrepresented groups.

5-1V: Counties must have Process for the Incorporation of Client Culture Training
throughout the Mental Health System.

5-1IV-A: Evidence of an annual training on Client Culture that includesa c |l i ent &8s
personal experience inclusive of racial, ethnic, cultural, and linguistic communities.
1 Recovery The Promise of Hope

5-1V-B: The training plan must also include, for children,adolescents, andtransition
age youth, the parentodos and/ or thefllowingaker s o6,

1 Family focused treatment;

1 Navigating multiple agency services; and
1 Resiliency.

Family Focused Treatment:

1 Trauma and Parenting During a Pandemic
Resiliency:

9 Building the Beloved Community Through Cultural Humility
1 Coping with the Journey of Grief and Mourning
1 SelfCare for Holiday Blues and COVID Stress & Anxiety
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CRITERIO®N/ h | b ¢cCOMMITMENTOGROWIN@ MULTICULTURAL
WORKFORGCHIRINGANDRETAININGULTURALIANDLINGUISTICALLY

COMPETENSTAFF
CLAS Standard3 & 7

6-1: Recruitment, Hiring, and Retention of a Multicultural Workforce from, or Experienced
with, the Identified Unserved and Underserved Populations.

MHRS remains strongly committed to recruiting, retaining, and promoting a multi -
cultural, highly skilled workforce. The following section provides information about
recruitment and retention effor ts of our behavioral health professionals that are in line
with the Recovery-focused philosophy. At present, MHRS is coping with a vacancy rate of
approximately 27%. This means that approximately one third of our positions are waiting
to be filled or are recently vacated. There are many reasons contributing to this vacancy
rate such as the impact of COVID on staff resilience, current hiring and retention practices,
and competitive pay.

One of the main agency goals for tdeistheyear 0s
hiring and retention of a bi -lingual and bi-cultural workforce. This has become a priority

for management to increase penetration rates and further create linkages to the

community to increase trust and build confidence in our services.

6-1-A: Extract and attach a copy of the Mental Health Services Act (MHSA)
workforce assessment submitted to DMH for the Workforce Education and
Training (WET) component. Rationale: Will ensure continuity across the County
Mental Health System.

Workforce Education and Training (WET) Component from the Mental Health
Services Act Three Year Integrated Plan for Fiscal Years 2020/2023.

The passage of the Mental Health Services Act (MHSA) in November 2004,
provided a unique opportunity to increase staffing and other resources to support
public behavioral health programs.

MHSA funds increased access to much needed services, and progress toward
statewide goals for serving children, Transitional Age Youth (TAY), adults, older
adults, and their families.
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Californiads public behavioral heal th

behavioral health workers, changes in mental health occupational classifications,
and underrepresentation of diversity of professionals with consumer and family

member experience. To address challenges faced by the public behavioral health
workforce, the MHSA included a component for Mental Health Workforce

Education and Training (WET) programs.

WET is a program that provides various training opportunities to MHRS staff and
contract agency staff, promotes the hiring of a culturally diverse workforce, offers
financial incentives to recruit and retain staff, recruits volunteers for the
department, facilitates clinical intern programs, supports the inclusion and
incorporation of consumers and their family members into the behavioral health
workforce, and is committed to addressing workforce shortage within Orange
County through utilization of various strategies to recruit and retain qualified
behavioral health employees.

WET carries foth the vision of the MHSA to create a transformed, culturally
competent system that promotes wellness, recovery, and resilience across the
lifespan of all age groups and all cultural backgrounds.

WET MHSA Legislative Goals

Address workforce shortages and deficits identified in the workforce needs
assessment:

1 Increase in the number of employees hired in identified needs assessment areas
1 Increase in pre-licensed to licensed baseline statistics

1 Increase in the number of qualified applications received for clinical positions

1 Increase inMHRSpre-licensed clinicians hired (interns vs. nonrinterns)

Designate a WET Coordinator:

1 WET Coordinator designated

Educate the workforce on incorporating the general standards:

1 Training documented addressing these standards
1 Training evaluations

Increase the number of clients and family members of clients employed in the
public mental health system:

1 Increased number of peer support specialists and parent/youth partners hired
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Conduct focused outreach and recruitment to provide equal employment

opportunities in the public mental health system for individuals who share the
racial/ethnic, cultural, and/or linguistic characteristics of clients, family members of
clients, and others in the community who have serious mental illness and/or
serious emotional disturbance:

1 Documented efforts that target the identified population
1 Documented career fairs including locations

Recruit, employ, and support the employment of individuals in the public mental
health system who are culturally and linquistically competent, or at a minimum, are
educated and trained in cultural competence:

1 Documented efforts that target the identified populations

1 Adherence to cultural competency training requirement

1 Increase in hiring of culturally competent staff

1 Increase in the number of bilingual staff, bilingual applicants, and bilingual
interns

Provide financial incentives to recruit or retain employees within the public mental
health system:

1 Financial incentives implemented
1 Tracking for employee scholarship applicants

Incorporate the input of clients and family members of clients, and when possible,
utilize them as trainers and consultants in public mental health WET programs
and/or activities:

1 Documented meetings with clients and family members
1 Documented trainings facilitated by clients and family members

|l ncorporate the input of diverse raciallet
general population into WET programs and/or activities :

1 Documented meetings with diverse racial/ethnic populations

Establish reqgional partnerships:

1 Participate in meetings

In FY 2021/2022,MHRS conducted a workforce analysis and needs assessment in
conjunction with our Southern California Regional Partnership(SCRP) partners. The
needs assessment determinesworkforce patterns and trends to assist in informing

80



the development on a new five-year plan, which can be used to increase
recruitment and retention strategies, ensure the hiring of a culturally responsive
workforce, and build interest in the public mental health field. The new WET five-
year plan is programmed to be completed in 2022 and will include data on the
utilization rates of the five new WET focus areas. The five new focus areas include
recruitment and retention, pipeline development, scholarships, stipends and loan
assumption programs. These five new focus areaswvere determined as a result of
our Southern California Regional Partnerships (SCRP).

6-1-B: Compare the Workforce NeedsAssessment data for the WET component of
the Plan with the general population, Medi -Cal population, and 200% of poverty
data. Rationale: Will give ability to improve penetration rates and eliminate

disparities.

MHRSis working on collecting information on the ethnic make-up of its workforce.
The information provided below lists the clinicians in our workforce (County
clinicians and combined County and Contracted Clinicians). The greatest disparity
indicates the female workforce at 72.6% (County clinicians) and 75.8% (combined
County and contracted clinicians). This is an overrepresentation of the 50.2% in the
general population, and 50.6% of beneficiaries who received anapproved service.
Male clinicians represent27.4 % of County clinicians and24.1% (combined county
and contracted clinicians), which is an underrepresentation of the 49.8% of males
in the general Orange County population and the 49.4% of Medi-Cal beneficiaries
who received an approved service.

Table 6.1Current Workforce by Gender Fiscal Year 2021/2022

County
Wide Average Medli-Cal MHRS
Estimated | Number | Beneficiaries MHRS Workforce
Population | of Medi - who Workforce (County &
Living at or Cal Recelved an Contracted
Below Eligibles Approved Clinicians)
200% FPL per Service per
(Medi-Ccal | Month? Year
Clientsf

Total
Population’

(County
Clinicians)

Female

3,209,272 | 692,000 | 954,394 23,310 759 3,229
Female 1,610,836 @ 369,000 @ 514,781 12,129 551 2,449
Percentage of 50.2% 53.4% 53.9% 50.6% 72.6% 75.8%

1,598,436 @ 322,000 @ 439,612 11,818 208 780
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Percentage of 49.8% 46.6% 46.1% 49.4% 27.4% 24.1%
Male

Other/Unknown 0 0% 0 0% 0 0% 0 0% 0 0% @ 0%
1Department of Finance Population Statistics (2021)

2California Health Interview Survey(2020)

3 Behavioral Health Concepts, Inc., MediCal Approved Claims data for Orange County MHP Calendar
year 21, CA EQRO report 2022

6-1-C: If applicable, the county shall report in the CCPR, the specific actions taken

in response to the cultural consultant technical assistance recommendations as
reported to the county during the Depart me
its plan.

Not applicable

6-1-D: Provide a summary of targets reached to grow a multicultural workforce in
rolling out county WET planning and implementation efforts.

Recruitment

The purpose of the booklet is to
introduce high school students,
college students, and those
interested in pursuing all the
exciting career opportunities that
exist in the mental health and
substance usefield in the counties
of Californiads
departments. ' .

“—~health

= CARE AGENCY e

LET By
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Behavioral-Mental Health Related
Certificates and Educational Degrees

Doctorate Degree in Psychology, Educational Psychology, or Education with a
field of specialization in counseling psychology (Ph.D., Psy.D., Ed.D.)
Medical School (MD in Psychiatry]

MS in Nursing, Master of Social Work, MA/MS Counseling Psychology,
MA/Nursing Clinical Psychology, MA/MS/MFT Counseling,
Clinical Counseling, Clinical Psychology, MS School Psychology

BA Psychology. BA Social Work, BA Sociology. BS Nursing,

|

Gap Year or During Undergraduate(AA/AS-BA/BS)
Internship/! Experience

AA Human Services, AA Social and Behavioral Sciences,
AA-T Psychology, AA-T Sociology, AA/AA-T Sacial Wark,
Associate Degree in Nursing[ADN), AS Addiction Studies

Alcohol and Drug Counselor, Autism Technician, Community Health

Worker, Human Services Certificate, Mental Health Worker, Peer

Support Specialist, Licensed Vocational Nurse (Most programs
are 3 semesters), Psychiatric Technician (Most programs are

Pags:
ASsig 3 semesters), Registered Behavior Technician
Exploring Health Careers, Mind Matters, or
other related courses may be offered at your
DSsipe local high school or adult school.
*Degrees and certificates for 4 years of college or less are examples.
Actual titles of degrees and certificates may vary by college or university.
£ D
— AA = Associate in Arts MFT = Marriage and Family Therapist
lmh AAT = Associate in Arts for Transfer MS = Master of Science
—— AS = Associate in Science MSW = Master of Social Work
xS AST = Associate in Science for Transfer Ed.D = Doctor of Education
MA = Master of Arts Ph.D = Doctor of Philosophy
ligaith Workforce Initiative MD = Medical Doctor Psy.D = Doctor of Psychology

https://ca-hwi.org
Adapted with permission from OneFuture Coachella Valley 2019

Additionally, through the Southern Counties Regional Partnership (SCRP) efforts to
develop workforce pipelines and reach students in high schools and local colleges,
career development handouts and brochures have been developed in partnership
with Health Workforce Initiative (HWI) and will be distributed to all of the SCRP 10
Counties, including Orange County.

In an effort to attract candidates to Orange County Mental Health and Recovery
Services positions, the Workforce and Education Training (WET) officeleveloped a
pamphlet called Workforce Education and Reimbursement Programs. This
pamphlet has been distributed at hiring fairs and is available on our website as well
as on the Human Resources recruiting website. This tool has also assisted current
staff in locating scholarships and loan repayment programs which has become a
retention tool as well.

Needs by Occupational Category

Across County-operated MHRS programs, there is a need to fill vacant positions
among Public Mental Health Services (PMHS) emploges who provide direct and
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non-direct services in order to meet the needs of the current clientele (Table 6.1).
Based on the most recent needs assessment, roughly 79% of the needed positions
are currently filled. Comparing the number of filled to vacant po sitions, the greatest
need was among Psychiatrists (Child and Adolescents, General), Psychiatric Mental
Health Clinical Nurse Specialists, Mental Health Workers, and Behavioral Health
Clinicians. MHRS plans to add Alcohol and Other Drug (AOD) certified counselors
to the list of staff positions along with the creation of a Peer Support Specialist
classification.

6.1 Number of PMHS Employees and Vacancies, August 2022

Total Number of Current PMHS Employees 1,340
Total Number of PMHS Vacancies 366
Total Number of Current PMHS Direct Service Filled 834
Positions

Total Number of Current PMHS Direct Service Vacancies 255

L The total number of current PMHS direct service filled positions does not
include Executive andManagement staff (see table 6.2). The numbers
presented in this table are reflective of only staff who provide direct services
to the community.
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6.2 Currently Filled and Vacant MHRClinical Positions, August 2022
Number Total

gg;n/t?;so,;//ed of | Numberof

Vacancies | Positions
Behavioral Health Clinician 481 142 623
Mental Health Specialist 158 34 192
Licensed Clinical Psychologist 55 7 62
Mental Health Worker 53 16 69
Executive and Management Staff 52 5 57
Psychiatrist- Geriatric 28 5 33
Psychiatric Mental Health Nurse Practitioner 18 2 20
Psychiatric Mental Health Clinical Nurse
Specialist 17 8 25
Psychiatrist- Child and Adolescent 17 6 23

Psychiatrist- General

Y Position classifications not currently used in Orange County include Case Manager, Licensed
Marriage and Family Therapist, Licensed Professional Clinical Counselor, Licensed Psychiatric
Technician, Occupational Therapist, Physician Assistant, Substance Aba/AOD/SUD Counselor.

MHRS has a Peer Workforce Development Initiative (PWDI) that consults with the
Director ds Of fice to support and promot e
Currently, there are 53 employed peer specialists, and the PWDI is exploring wayg

to recruit and retain qualified peer workers.

6.3 Number of Peer Specialists Providing Services, August 2022

- Tom/Number

Number Employed 53
Number of Vacancies 16
Total Peer Positions Available 69
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6-1-E: Share lessons learned on efforts irrolling out county WET planning and
implementation efforts.

The WET program experienced the following challenges for FY2021/2022:

T

= =2 4 4 A4 A

T

Competitive salary

Lengthy process from application to onboarding

Lack of availability of flexible schedules (including telecommuting)
Burnout

Competition for qualified staff with other systems

Breakdown in behavioral health pipeline and career pathways
Shortages in specific classifications (licensed therapists, psychiatrists,
mental health specialists, and an @sence of Certified Alcohol and Drug
Counselor as a classification)

Decentralized MHRS internship program

The WET program has taken the following actions to address the challenges:

T

T

Developing behavior health expertise in primary care by using
paraprofessional staff to develop the capacity of the system (including
behavior health coaching)

Develop core competencies and training plans (based on staff roles
and responsibilities)

Establish a behavior health career pipeline in collaboration with the K-
12 system

Partner with local higher education institutes to provide education that
will enable workers to advance professionally

Implement a leadership development program for staff wo rking in
MHRS

Continue to provide relevant training s offering free continuing
education units (CE®s)

Centralize the coordination of supervision and internships

6-1-F: Identify County technical assistance needs.

There are no identified technical assistanceneeds at this time.
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CRITERION LANGUAGEAPACITY
CLAS Standard: 5, 6 & 8

7-1: Increase Bilingual Workforce Capacity

7-1-A: Evidence of dedicated resources and strategies counties are undertaking
to grow bilingual staff capacity, including the following:

7-1-A-1: Evidence in the Workforce Education and Training (WET) Plan on
building bilingual staff capacity to address languag e needs:

MHRS is committed to providing culturally and linguistically appropriate

services to our clients, and as such, aims to recruit bilingual and bicultural
applicants, and retain bilingual and bicultural staff. The language skills
needed are listed on job announcements in an effort to appeal to

candidates with various backgrounds and language capacities.

In FY 2021/2022, MHRS employed362 bilingual employees, accounting for
37% of the workforce.

The majority of bilingual staff speak Spanish (77.3%), but other languages
spoken by staff include:

9 Vietnamese
Korean
Farsi
Arabic
Cantonese
Mandarin
Tagalog

1 ASL

= =4 4 4 A -2

7-I-A-22.Updates from the CSS or WET componer
bilingual staff members who speak the languages of the target
populations.
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Table: MHRS Bilingual Staff by Language and Skill Level for FY 2021/2022

Number of Bilingual Staff, by Position, August 2022

Grand
Spanish | Vietnamese | Korean | Farsi | Arabic | Other Total

Behavioral Health Clinician |

-1l

Office Specialist 43
Mental Health Specialist 36
Mental Health Worker | - III 18
Service Chief I- 1l 13
Clinical Psychologist I- 1l
Office Technician

Health Program Specialist
Staff Assistant

Information Processing
Technician

Psychiatrist

Office Assistant

Community Worker Il
Comprehensive Care Nurse
Il

Program Supervisor I- 1l
Office Supervisor C- D

Staff Specialist

Community Health Assistant
Il

Contract Employee

Data Entry Technician
Information Processing
Specialist

Nursing Assistant

Research Analyst IV
Supervising Comprehensive
Care Nurse 0 0 1

o/ | 20 | 41 | 19 | 10 6 6 | 362

7-1-A-3: Total annual dedicated resources for interpreter services in
addition to bilingual staff.
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As mentioned in Criterion 1, MHRSutilizes Language Linefor interpretation
(telephonic and onsite) and translation services and Accurate
Communications for American Sign Language (ASL) services. Theservices
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are budgeted based on utilization rates and estimates for each year. A
contract for the agency-wide vendor, Language Line,is budgeted for up to
$200,000 annually. For American Sign Language services, the budget is up
to $300,000 agency-wide.

Language assistance is offered to Orange County beneficiaries of Health
Care Agency Services using a myriad of resources, both County and
Contract-operated. The Tables 7.1 through 7.6 examine the interpretation
and translation services utilized during FY 202021. During this fiscal year,
the Multi-Cultural Development Program provided interpretation and
translation services inhouse. Language Line, the contracted vendor, also
provided document translation and interpretation services. Additionally,
American Sign Language (ASL) services were contracted through a vendor
called Accurate Communications, Inc.

Starting in November of 2017, Language Line began providing telephonic
interpretation services to several behavioral health programs across Orange
County. In FY 202021, this program facilitated 4,317 calls, which
accumulated to roughly 1,293.4 hours of telephonic interpretations (see
Table 7.1). Additionally, most telephonic interpretation services provided
during FY 202021 were in Spanish, followed by Vietnanese, Korean,
Mandarin Chinese, and Farsi (see Table 7.2). In FY 2021, out of the 4,317
total calls, roughly 93% were made in one of those languages.

7.1 Total Number of Telephonic Interpretation Services Provided by Month, FY 202621

Number of Calls Minutes on Call Facilitated Hours

July-20 5,830 97.2
August-20 323 5,735 95.6
September-20 324 5,738 95.6
October-20 344 6,311 105.2
November-20 302 5,392 89.9
December-20 321 5,995 99.9
January-21 304 5,301 88.4
February-21 361 7,054 117.6
March-21 439 8,198 136.6
April-21 496 8,888 148.1
May-21 424 6,803 113.4
June-21 6,359 106.0

4317 77,604 1,293.4

Source: Language Line Telephone Interpretation Report, FY 20221
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7.2 Top FiveTelephonic Interpretation Requests, FY 202621

Number of Calls Minutes on Call Facilitated Hours

Spanish 2,823 47,270 787.8
Vietnamese 643 11,483 191.4
Korean 250 4,904 81.7
Mandarin 174 4,266 71.1
Farsi 2,597 43.3

3996‘ 70,520 1,175.3

Source. Language Line Telephone Interpretation Report, FY 20221

The HCA departments that most often requested telephonic interpretation
services included, MHSA Community Supportive Services (Children and
Adults), Children and Youth Services, Adult Mental Health Services
(Outpatient/Crisis), and Correctional Mental Health (see Table 7.3).

7.3 Health Care Agency Programs to Request Telephonic Interpretation Services,
FY 202021

Number of Minutes on Facilitated
Calls Call Hours

Mental Health & Recovery Services-

Admin.

MHSA - Community Supportive Services- 1036 16,023 267 1
Adults

MI—!SA- Community Supportive Services- 1306 26,006 433.4
Children

MHSA - Prevention and Early Intervention 197 3,124 52.1
Adult Mental Heath Services-

Outpatient/Crisis 318 5,901 98.4
Public Guardian 28 448 7.5
Children and Youth Services 1038 19,671 327.9
Alcohol and Drug Use Services 80 1,331 22.2
Correctional Mental Health 5,039 84.0

4 517 77,604 | 1,293.4

Source: Language Line Telephone Interpretation Report, FY20-21

Staff from the Multi -Cultural Development Program also helped to
coordinate across HCA, as well as provided inperson interpretation services
(see Table 7.4). Iaperson interpretation services were provided primarily in
American Sign Language.
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7.4 Hours for In-Person Interpretation Services, FY 221

Number of - . Facilitated
: Facilitated Minutes
Interpretations Hours

Requested by the Multi-Cultural Development Program

American Sign Language 75 6,275.0 104.6
Requested by Health Care AgencyProgram(s)

American Sign Language 199 26,190.0 436.5
Amer_lcan Sign Language & 10 1,200.0 0.0
Spanish

33,665.0 561.1

*Data was pulled from the two sources in the WET Interpretation Log and Accurate Communications
Inc.
Source: WET Interpretations Database, FY 2821 and Accurate Communications Inc. Invoices FY 221

In 2020-21, several ASL interpretation services wereprovided by Accurate
Communications, Inc. A total of 284 ASL interpretation services were conducted
for various departments and programs throughout Orange County, which totaled
to 561.1 hours of service (see Table 7.5).

7.5 Contracted American Sign Language Servicedotal Number of Hours by Type of Event,
FY 2026021

Total Number of Facilitated
Services Minutes Facilitated Hours

Services Facilitated for the Mult-Cultural Development Program

Meeting 55 3,725.0 62.1
Training 18 2,400.0 40.0
Other 2 150.0 2.5
Services Facilitated for Health Care Agency Program(s)

Clinical Sessions 99 11,910 198.5
Doctor Appointment 34 4,080 68.0
Evaluation /

Assessment 25 3,000 50.0
Home Visit 3 360 6.0
Meeting 39 4,680 78.0
Training 8 3 240 54 0

Unknown Event Name

33 665.0 561.1

Source: WET Interpretations Database, FY 221 and Accurate Communications Inc. Invoices FY 221
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The Multi-Cultural Development Program also helped with the creation and review of
document translations (see Table 7.6). This included PowerPoint presentations, brochures,
and surveys that were used acrossMHRS During FY 202021, document translation
requests were primarily made for Viethnamese, Arabic, Korean, Farsi, and Chinese.

7.6 Document Translation Request by Threshold Language, FY 20221*

| Total Number

Vietnamese 82 22%
Arabic 75 20%
Korean 73 19%
Farsi 66 17%
Chinesé 49 13%
Spanish 32 8%
Other3 2 1%

379 100%

1 All Canceled or No Reply Requests were removed from this analysis
2 Includes Simplified Chinese/Mandarin or Traditional Chinese

3 Other includes Khmer and Tagalog

Source: WET Interpretations LogDatabase, FY 1920

7-11: Provide Services to Persons who have Limited English Proficiency (LEP) by using
Interpreter Services.

7--A:Evi dence of policies, procedures, and p
language needs, including the following:

1 A 24-hour phone line with statewide toll -free access that has linguistic
capability, including TDD or California Relay Service, shall be available for all
individuals.

MHRS provides and maintains 24hour Access & Referral Lines for all clients.
The line links callers to behavioral health services, responds to urgent
conditions, and provides beneficiary problem resolution through grievances
and appeals.

1 Medi-Cal clientsseeking specialty mental health (SMH) services are directed
to call the 24/7 Access Line at(800) 723-8641. Clients who speak a language
other than English can call 866) 308-3074; TTY services are availableat 866-
308-3073.
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1 Drug Medi-Cal clients seeking Substance Use Disorder (SUD) services are
directed to call the SUD Beneficiary Access Line at (800Y23-8641. Clients
who speak a language other than English can call (855) 6254657; TTY
services are available at 714834-2332.

Access & Referral Lines are equipped, and required to, provide language
services and interpretation for all individuals through bilingual staff or through
one of the six (6) contracted | anguage se
policy to ensure beneficiaries have access to appropriate linguistic services and
ensure beneficiaries are made aware of these services offered for both mental
health and substance use disorder services. This information is located in the
Beneficiary Handbooks all members receive, and information is posted at all
department locations. The Mental Health Plan Beneficiary Handbook and the
Drug Medi-Cal Organized Delivery System Member Handbooks are posted on
the MHRS Website https://www.ochealthinfo.com/providers -partners/county -
partnerships/medical/mental -health-plan-and-provider -information in English,
Spanish Arabic, Farsi, KoreanyVietnamese, and large print. Additionally, these
handbooks are available in an audio format as listening files in the
aforementioned languages. Hard printed copies are available at all department
locations. Below is a data sample of the MHP and SUD Utilization for the 24/7
Access Line from September through November 2021.

1 Consider use of new technologies such as video language conferencing.
Use new technology capacity.

The Multicultural Development Program, in conjunction with Behavioral Health
Training Services, have utilized video interpretation for ASL interpreters.
Additionally, interpretation rooms area available via Zoom during virtual
meetings and trainings.

1 Description of protocol used for implementing language access through
t h e c o u-hdurypbose liRedvith statewide toll -free access.

MHRS has a phone line thatindividuals may call to access support and services.
OC LINKS Information and ReferraHotline (1-855-OC-LINKS/6254657) is a 24
hour hotline for individuals to call or chat online with a clinical navigator at
www.ochealthinfo.com/oclinks. This is the behavioral health line for
information, referral, crisis, and assessment. OC Links navigators serve at the
Crisis Assessment Team dispatch as well.
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The protocol used for i mplementing-Ilangua
hour phone line with state-wide access is provided below

1 Fortelephonic interpretation services the service requester can call 1
(844) 898 7557. During this call, they should indicate the language
services needed in, input a 4digit unit number, and provide the
c al Iname ansl telephone number.

1 For on-site (in-person) interpretation services, the service requester
completes the Onsite Interpreter Request Form and emails it to:
onsiterequests@fluentLS.com

1 For documents translation services an email request can be sentto
Language Line services atiranslation@languageline.com. A request
can also be submitted through the website at:
https://www.languageline.com/translation -localization-request.

1 Training for staff that may need to access the 24-hour phone line with
statewide tollfree access so as to meet t

All MHRS staff receive training on how to access the 24hour language phone line

in order to meet the clientdés | inguistic c
use this | anguage i ne provided by t he
instructions and service request forms are available on HCA's intranet page.

7-11-B: Evidence that clients are informed in writing in their primary language, of
their rights to language assistance services.

Language posters are in each of the MHRS clinic waitingrooms to assist consumers
and family members in asking for an interpreter in their preferred language. Clients
are informed in writing, in their primary language, of their rights to language at no
cost.

Outlined in written materials provided to each clien t, it states that Orange County

0Oi's responsible to provide the people it
appropriate specialty ment al h e &hglishorser vi c
limited English-speaking persons have the right to receive services in their

preferred language and can request an interpreter. If an interpreter is requested,

one must be provided at no cost and people seeking services do not have to bring

t heir own interpreters. Ver bal i tadr pr et a
treatments is also available in one's preferred language. Information is provided in
alternative formats if someone cannot read

94


mailto:onsiterequests@fluentLS.com
mailto:translation@languageline.com
https://www.languageline.com/translation-localization-request

materials are available in Orange Countyo
Spanish, Vietnamese, Farsi, Korean, Arabic and Simplified Chinese as well as
English.

7-11-C: Evidence that the county/agency accommodate persons who have LEP by
using bilingual staff or interpreter services.

Evidence that the County accommodates individuals with LEP by providing
bilingual staff or interpreter services me
interpreter services.

Also, each client receives a client handbookwhich outlines the rights of clients to

be provided an accommodation, such as aninterpreter. MHRS has developed

policies requiring that such assistance be provided. (Meeting Beneficiary/Client

Language needsPolicy 02.01.09.

7-11-C-1. Share lessons learned around providing accommodation to
persons who have LEP and have needed irgrpreter services or who use
bilingual staff.

Currently, there is no infrastructure in place for providing standardized
feedback to the contract vendor. This issomething we hope to look forward
to exploring in order to improve services.

7-11-D: Share historical challenges on efforts made on the items A, B, and C above.
Share lessons learned.

The need to have multi-lingual and multi -cultural staff available at each of the clinic
sites, along with proper training for each staff member on the availability of
language services and how to utilize these services

7-11-E:ldentify County technical assistance needs.
1 Guidance on written/printed materials
1 Shortage of in-person ASL interpreters

9 Guidance on alternative formats for written information for individuals who
are visually impaired
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7-111: Provide Bilingual Staff and/or Interpreters for the Threshold Languages at all Points
of Contact.

Note: The use of language line is viewed as acceptable provision of services only when
other options are unavailable.

7-11I-A: Evidence of availability of interpreter (e.g. posters/bulletins) and/or
bilingual staff for the languages spoken by community.

Bilingual staff and interpreter vendors are available in languages spoken by the
community . Front office staff greet the client and if they notice the client does not
speak English, they point to the language poster that is available and visible to the
client to identify the language needed. If there is a bilingual staff who speaks the
c | i damgudgs, they are called upon to provide interpretation. If not, staff use
the Language Line for interpretation, and

7-111-B: Documented evidence that interpreter services are offered and provided
to clients and the response to the offer is recorded.

Language posters are available andposted in a visible manner for clients to
reference. Staffare trained to assist clients who speak a language

7-111-C: Evidence of providing contract or agency staff that are linguistically
proficient in threshold languages during regular day operating hours.

MHRS bilingual and contracted language services vendors are available during

busi ness hour s i n t he c o UMHRS ldlingualt dtaff e s h o | d
proficiency is tested by the county Human Resources Department. Contract

|l anguage vendor s provi de e venay enntbreshold f t he
languages in their proposals to provide services and as requested by the county.

7-111-D: Evidence that counties have a process in place to ensure that interpreters
are trained and monitored for language competence (e.g., formal testing).

To ensure MHRS bilingual staff are linguistically proficient, they must pass a

verbal and written exam. This is done through the Human Resources
Department. The testing
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7-1V: Provide Services to all LEP Clients not Meeting the Threshold Language Cefria who
Encounter the Mental Health System at all Points of Contact.

7-1V-A: Policies, procedures, and practices the county uses that include the
capability to refer, and otherwise link, clients who do not meet the threshold
language criteria (e.g., LEP clients) who encounter the mental health system at all
key points of contact, to culturally and linguistically appropriate services.

The following is provided as part of Policy 02.01.@: Meeting Beneficiary/Client
Language Needs:

When beneficiary/ clientds | anguage needs
languages, the following steps shall be taken to link the beneficiary/client to
appropriate services:

A. Staff shall refer to the MHRS Staff Bilingual Directory of linguistically
proficient staff interpreters to attempt to link the consumer with services in
their primary language

B. When a staff interpreter is identified, the immediate supervisor shall make
every attempt to ensure staff availability to provide the requested
interpreting service.

C. If there is no staff person available to act as an interpreter, staff may access
a language line to determine what services the consumer needs and/or to
provide services using the language line until other appropriate interpretive
services ae located.

D. Staff shall attempt to locate and link consumers with services that are
linguistically and culturally appropriate. Linkage may be made with a
community service organization providing interpretive services.

E. Staff shall not expect that family members will provide interpreter services.

1. A beneficiary/client may choose to use a family member or friend as an
interpreter after being informed of the availability of free interpreter
services.

2. Minor children should not be used as an interpreter.
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7-1V-B: Provide a written plan for how clients who do not meet the threshold
language criteria, are assisted to secure, or linked to culturally and linguistically
appropriate services.

Clients who do not met the threshold language criteria are appropriately linked to
bilingual certified staff. If there is no staff available, MHRS staff will utilize the
Language Lineto provide appropriate language services. Table 7.1 above shows
evidence of telephonic interpretation services.

7-1V-C:Policies, procedures, and practices that comply with the following Title VI
of the Civil Rights Act of 1964 requirements:

1 Prohibiting the expectation that family members provide interpreter services;

1 A client may choose to use a family member or friend as an interpreter after
being informed of the availability of free interpreter services; and

1 Minor children should not be used as interpreters.

The aforementioned criteria are addressed in multiple MHRS Policies, including,
but not limited to: Policy 02.01.02 Meeting Beneficiary/Client Language Needs
and Policy 02.01.07 Meeting Deaf and Hard of Hearing Language Needs at Key
Points of Contact.
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CRITERIOBI ADAPTATIONFSERVICES
CLASStandard: 12

8-1: Client-Driven/Operated Recovery and Wellness Programs.

8-1-A: List client-driven/operated recovery and wellness programs.
MHRS has three client driven/operated recovery and wellness centers:

1. Wellness Center Southd located in Lake Forest
2. Wellness Center Centrald located in Orange
3. Wellness Center Westd located in Garden Grove

8-1-A-1: Evidence the county has alternatives and options available within the
above programs that accommodate individual preference and racially,
ethnically, culturally, and linguistically diverse differences.

All of the Wellness Centers listed aboveaccommodate for various ethnic and
linguistic differences. Wellness Center West has a Vietnamese track that offers
groups for that specific population . Additionally, bilingual staff offer Spanish
groups s well. Wellness Centers Centraloffers programming in Spanish,
Vietnamese, Korean, Japanese and Farsi, while Wellness Center South offers
programming in both Farsi and Spanish.

In addition to language, each of the Wellness Centers listed above also has
programming catered to Older Adults, TAY population, and LGBTQ+
community.

8-I-A-22Bri efly describe, from t-drieen/bperatdd i
programs that are racially, ethnically, culturally, and linguistically specific.

Each of the Wellness Centers provides a wide range ofgroups and classes,
several of which are racially, ethnically, culturally, and linguistically specific.
Some examples of these groups are:

LGBTQ+Share& Care Support Group 0 provides an open-minded, helpful, safe,
and kind environment and atmosphere for LGBTQ+ community to discuss their
successes and concerns exclusive of outsidénfluence.
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Other specific, client-driven groups include:

Our Stories- TAY Art Workshop
Mends Group
Womends Group
Tai Chi

West African Drumming

=A =4 4 =4 =

8-11: Responsiveness of Mental Health Services

8-1I-A: Documented evidence that the county/contractor has available, as
appropriate, alternatives and options that accommodate individual preference, or
cultural and linguistic preferences, demonstrated by the provision of culture -
specific programs, provided by the county/contractor and/or referral to
community -based, culturally-appropriate, nontraditional mental health provider.

The MHRS websiteincludes a link to the Online Provider Directory for both MHP
and DMC-ODS The Medi-Cal Provider Directory islisted on the website and is
available electronically as well as in hard copy to beneficiaries.This is available in
all threshold languages, in both regular and large print.

Consumer Handbook - Guide to Medi-Cal
Mental Health Services

This guide will help you know what specialty mental health services are, if you may get them, and how you can

get help from the Orange County MHP.

For general information and accessibility issues please call:

Orange County Mental Health Plan

Phone: 800-723-8641
For TTY/TDD users, call 711

.

Medi-Cal Handbook (English) also in large print version

.

Medi-Cal Handbook (Arabic) also in large print version

Medi-Cal Handbook (Farsi) also in large print version

Medi-Cal Handbook (Korean) also in large print version

.

Medi-Cal Handbook (Spanish) also in large print version

.

Medi-Cal Handbook (Vietnamese) also in large print version
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Hyperlink to the Online Provider Directory: www.ochealthcareagency.com/mhp-dmcods

TRANSLATE SITE - POWERED BY GOOGLE 1. ciaticn disclaimer
S . i

Select Language v

C CARE AGENCY @

¥ Read more: Translation disclaimer

MEDI-CAL MENTAL HEALTH PLAN AND DRUG MEDI-CAL ORGANIZED DELIVERY SYSTEM - PROVIDER DIRECTORY SEARCH

Directory information includes: AOA: Adult and Older Adult / ASO: Administrative Service Organization / CYP: Children and Youth Prevention / DMC-ODS: Drug Medi-Cal Organized Delivery System / MHRS

Providers
Q  search by keyw All types v Al cities v m
Home
AQIS CONTACT US LANGUAGE ASSISTANCE PROVIDER INFORMATION
Authority and Quality Improvement Orange County Mental Health e Tt @ Services may be delivered by an
(AQIS) is a Mental Health Recovery Plan / Drug Medi-Cal Organized individual provider, or a team of

Services (MHRS) Division that
participates in a variety of quality
improvement and compliance
activities across all divisions.

Delivery System - Beneficiary
Access Line

Phone: 800-723-8641

For TTY/TDD users, call 711

e — LA

ATTINMON Acmbery e ind sendans, rousng sut
3ot et

providers, who is working under
the direction of a licensed
practitioner operating within
their scope of practice. Only

List of Site Acronyms licensed, waivered, or registered

= i o it PP, o vy mental health providers and
or questions about this resource, e = i A
censed substance use disorder
contact us by email or visit our ey . . "
by services providers are listed on
About Us page. S

the Plan’s provider directory.

Please call the provider and/or
clinic to verify if they are
accepting new beneficiaries.

Provider Directory Booklet:

ORANGE COUNTY
MEDI-CAL MENTAL HEALTH PLAN
& DRUG MEDI-CAL ORGANIZED
DELIVERY SYSTEMS
PROVIDER DIRECTORY

MHP: https://www.ochealthcareagency.com/mhp/

DMC-ODS: https://www.ochealthinfo.com/providers -partners/authority -quality -
improvement -servicesdivision-aqis/quality -assurane-18
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8-11-B: Evidence that the county informs clients of the availability of the above
listing in their member services brochure. If it is not already in the member
services brochure, the county will include it in their next printing or within one
year of the submission of their CCPR.

The Member Services Brochure and Provider Directories containnformation on
the availability and location of all providers. A link to these materials is available on
the website, which is posted in each of the lobbies in all threshold languages.

8-1I-C: Counties have policies, procedures, and practices to inform all MediCal
beneficiaries of available services under consolidation of specialty mental health
services. (Outreach requiements as per Section 1810.310, 1A and 2B, Title 9):

MHRS publishes and maintains the Medi-Cal Beneficiary Handbook for both
specialty mental health services as well as services under the Drug MediCal
Organized Delivery System(DMC-ODS) These handbooks include information on
the scope and nature of services provided, as well aanformation on how to access
these services.

91 Policy 01.03.06(Access Criteria for Specialty Mental Health Services)
1 Policy 01.03.07 (Access Criteria for DrugMedi-Cal Organized Delivery System)

8-1I-D: Evidence that the county has assessed factors and developed plans to
facilitate the ease with which culturally and linguistically diverse populations can
obtain services. Such factors should include:

1 Location, transportation, hours of operation, or other relevant areas; Cultural
Competency Plan Update Fiscal Year 2022021 101

1 Adapting physical facilities to be accessible to disabled persons, while being
comfortable and inviting to persons of diverse cultural backgrounds (e.qg.,
posters, magazines, décor, signs); and

1 Locating facilities in settings that are non-threatening and reduce stigma,
including co-location of services and /or partnerships, such as primary care and
in community settings. (The county may include evidence of a study or analysis
of the above factors, or evidence that the county program is adjusted based
upon the findings of their study or analysis.)
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Transportation:

1 The Transportation program serves adults ages 18 and older, who have a
serious mental illness or substance use disorder, and who need
transportation assistance to and from necessary County behavoral health
or primary care appointments or select supportive services (particularly
housing-related). Individuals are referred by their MHRS treatment provider,
following an assessment of their transportation needs and history of
scheduled appointments missed due to transportation issues.

1 Transportation services are offered Monday through Friday for most
behavioral health programs, and seven dz¢
and Royale Therapeutic Residential Center. Individuals are providedcurb-
to-curb service or door-to-door service if they are living with physical
disabilities that may require additional assistance entering or exiting the
vehicles. All that is required for the person to do is schedule the
appointment in advance and a driver will pick them up at their specified
location, take them to their appointment, pick them up after the
appointment and take them back to their destination of origin. Individuals
can also stop and get their prescriptions filled as necessary. Transportation
services have also been authorized for use by both CSS and PEI field
outreach teams for a one-time use to link participants served in the field to
their initial behavioral health appointments. In addition, Transportation
services are also used to link paticipants being discharged from the County
and County-contracted Crisis Stabilization Units or Royale Therapeutic
Residential Center to theirfollow-u p appoi nt ments at either
Open Access clinics. CSUObGs and nRTRC,
arrangements on behalf of clients, and those clients will be assessed at their
permanent clinical homes for future authorization for the use of
Transportation Services and the ability to make their own arrangements.

Test Calls:

1 Policy 06.02.01(Test CallProcedure for Monitoring Administrative Service
Organization (ASO) Access Qualityand Compliance. MHRS monitors the
Beneficiary AccessLline (BAL) and their compliance with their regulations
and quality of the services they provide. Test calls areconducted quarterly
and assess the following areas:
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Responsiveness of the Access Line 2hours a day, seven days a week;
Access to afterhours care;

Knowledge and helpfulness of the access line staff; and

Recording of the call on the Telephone Access Log. Calls made in
threshold languages are to test response capability to non-English
languages.

=A =4 -4 =4

Family Resource Centers

Orange County has 16 Family Resource Centers (FRC#&)cated throughout the
county. TheseFRC& s ar e a mon-¢hreatenipd settingsfthat reduce
stigma and offer a variety of prevention and early intervention services
supporting the health and wellness of individuals and families. FRC locations
within local communities allows services to be tailored to the specific needs and
cultural requirements of individualized communities. Every FRC provides six
core services: (1) parenting classes, (2) counseling, (3) information and referral
(4) family support services, (5) case management, and (6plomestic violence
personal empowerment program.

8-11l: Quality of Care: Contract Providers

8-1lI-A: Evidenceo f how a contractords ability to
mental health services is taken into accountin the selection of contract providers,

including the identification of any cultural language competence conditions in

contracts with mental health providers.

Orange Countyds commitment to ensure that
also documented in provisions that have been incorporated into MHRS provider

contracts. Below is standard language in all MHRS contracts under Compliance
Sections:

CONTRACTOR shall comply with the provision
Competency Plan submitted and approved by the state. ADMINISTRATOR shall

update the Cultural Competency Plan and submit the updates to the State for

review and approve annually. (CCR, Title 9, §1810.410.subds. {@)).

Failure to comply with the obligations stated in this Compliance Paragraph shall
constitute a breach of the Agreement on the part of CONTRACTOR and grounds
for COUNTY to terminate the Agreement. Unless the circumstances require a

104



sooner period of cure, CONTRACTOR shall have thirty (30) calendar days from the

date of the written notice of default to cure any defaults grounded on this
Compliance Paragraph prior t o ADMI NI STRA'
Agreement on the basis of such default.

I n addition, OCONTRACTOR shal |IAgrggmemtiniade s er
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
physicallychalle nged. 6

Below are some samples of contracts from MHRS service areas:

1 The contract for Mental Health Services Act (MHSA) Community Services
and Supports (CSS}funded Wellness Center provides that the contractor shall
provide a program thatis 0 c ul t and didglisfically appr op Mmheat e. 6
contract also states that, 0 T hphilosophy of the Wellness Center shall draw
upon cultural strengths and utilize service delivery and assistancein a manner
that is trusted by, and familiar to, many of Orange C o u n tethrically and
culturally diverse populations. Cultural competence shall be a continuous focus
in the develop0/28ment of the programming, recruitment, and hiring of staff
that speakthe same language and have the same cultural background of the
membersthat are to be served. This inclusion of Orange C o u n tmylfipke
cultures is assistingin maximizing accessto servicesoffered at the Wellness
Center. The Orange County Health CareAgency (HCA)hasprovided training for
all staff on cultural and linguistici ssues. 0

1 The contract for Transitional Age Youth (TAY) Crisis Residential Services
includes  the requirement thatt 0 CONT RA C &R include
bilingual/bicultural servicesto meet the needsof personsspeaking in threshold
languages asdetermined by COUNTY.Whenever possible, bilingual/bicultural
therapists should be retained. Any clinical vacanciesoccurring 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
ADMINISTRATORonsents,in writing, to the filling of those positions with non-
bilingual st af f . 0
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1 For the Prevention and Early Intervention (P&I) contracts, language capability
is a condition of employment and a specific program need to meet program
goals. Specific contract language is used such as, "Contractor shall make every
reasonable effort to accommodate participants' developmental, cultural and
linguistic needs,"which isneeded to effectively serve the target populations,
i.e., the unserved and underserved. In the staffing section of P&l contracts,
additional language is used, such as, "Contractor shall make its best effort to
include bilingual/bicultural services to meet the diverse needs of the
community threshold languages as determined by County. Whenever possible,
bilingual/bicultural staff should be retained. Any staffing vacanciesoccurring at a
time when bilingual and bicultural composition of the staffing does not meet
the above requirement must be filled with bilingual and bicultural staff unless
Administrator consents . 6

8-1V: Quality Assurance Requirement

A description of current or planned processes to assess the quality of care provided for
all consumers under the consolidation of specialty mental health services. The focus is on
the added or unique measures that shall be used or planned in order to accurately
determine the outcome of services to consumers from diverse cultures including, but not
limited to, the following:

8-1V-A: List if applicable, any outcome measures, identification, and descriptions
of any culturally relevant consumer outcome measures used by the county.

Authority & Quality Improvement Services (AQIS) is a MHRS function area that

supports programming in the other two MHRS function areas: Adult and Older

Adult Behavioral Health (AOABH) and Children, Youth and Prevention Behavioral

Heal t h ( CYPBH) Services. It supports MHRS®
Mental Health Plan (MHP) and the Drug Medi-Cal Organized Delivery System
(DMC-0ODS) as well as their other mental health and Substance Use Disorder (SUD)
programming.

Outcome measures \ary by the type of program and their specific goals. Clients
are assessed on a variety of domains (e.g., recovery, social support, life functioning)
depending on the type of services received. When selecting outcome measures,
we aim for measures that are psychometrically sound and validated with diverse
populations. Outcome measures are translated in all threshold languages and
information on race/ethnicity, age, gender, language spoken, and other detailed
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demographics are collected. This allows for outcome measures to be broken out
for diverse groups, when needed to assess for differences.

The Consumer Perception Surveys are offered to all mental health plan clients who
obtain services during one-week periods in November and in May. Clients in Adult
Services receive the Mental Health Statistics Improvement Program (MHSIP).
Clients in Children and Youth Services who are age 12 or older receive the Youth
Services Survey (YSS). Parents and guardians of clients in Children and Youth
Services receive the Youth Sevices Survey for Families (YS¥). These instruments

include validated scales that measure the following:
1. Service Satisfaction Service Outcomes
. Accessibility of services Perception of outcomes

Functioning

© © N o

2
3. Service quality/cultural appropriateness
4

. Participation in treatment planning Social connectedness

5. General satisfaction

8-1V-B: Staff Satisfaction: A description of methods, if any, used to measure staff
experience or opinion regarding the tyorgani :
in its workforce and its culturally and linguistically competent services.

While the Workplace Wellness Advocacy Program sends out a survey measuring
recovery orientation in various worksites & this survey is completed by the
identified Workplace Wellness Advocate(s) after speaking to staff and
supervisors/managers. In the upamming year, the Office of Equity will collaborate
with WWA to include cultural diversity in its workforce and measure the perception
of staff towards culturally and linguistically competent services at their specified
sites.

Additionally, monthly townhall meetings are held with the Chief of MHRS and
serves as an opportunity to provide feedback to leadership.

8-1V-C:Grievances and Complaints: Provide a description d how the county mental
health process for Medi-Cal and non-Medi-Cal client Grievance and
Complaint/lssues Resolution Process data is analyzed and any comparison rates
between the general beneficiary population and ethnic beneficiaries.

The beneficiary problem resolution process for grievance and complaint/issues are
as follows: In this section we describe our beneficiary problem resolution processes
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that are culturally and linguistically appropriate to identify, prevent, and resolve
Grievance and Appeals.

The beneficiary has several ways to file a grievance:

o Use a Grievance/Appeal Form and selKaddressed envelope available to the
beneficiary at the various County and County-Contracted outpatient behavioral
health programs.

o Call (866) 3083074 or TDD (866) 3083073 and speak with a person who will
accept and submit your grievance.

o Tell the treatment provider (either
you would like to submit a grievance on your behalf, and they will complet e a
Grievance/Appeal form with the beneficiary and submitted for them.

An appeal is available only to a Medi-Cal beneficiary, some services need to be
pre-authorized by the health plan before the beneficiary can receive them. When
the behavioral health provider thinks the beneficiary will need ongoing services,
but the health plan denies, reduces, delays or terminates any of your pre
authorized services, the beneficiary may request a review of this action. This
process is called an appeal. If the beneficary is denied services because the health
plan determines the services are not medically necessary, the beneficiary may
request a review of this action. This process is also called an appeal. There are three
ways to file an appeal, as mentioned above. Thebeneficiary may request an
expedited appeal, which must be decided within 72 hours, if the beneficiary believe
that a delay would cause serious problems with their behavioral health including
problems with the ability to gain, maintain or regain important life functions.

The grievance/ appeal f orms ar e + @Ghindsdy e
Korean, Viethnamese, English, Spanish, Farsi, Arabic and can be readily accessible at
the county/county -contracted outpatient behavioral health program lobby and via
County website - BHS Medi Cal Provider Information | Orange County, California-
Health Care Agency (ochedthinfo.com)

The Authority and Quality Improvement Services (AQIS has a team of competent
clinical staff under the Managed Care Support Team (MCST) who have the cultural
and linguistic capability of investigating grievance via English and Spanish. Within
AQIS, MCST can utilize staff to provide translation and interpreter services in
Chinese, Korean, Viethamese and FarsiArabic, American Sign Language and other
language services are available, and assistance can be found using the County
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Employee Directory to locate an available interpreter and/or translations services.
The County also has the LanguageAccess Phone Line for interpreter services that
is available at any time. In addition, the County also utilizes contracted entities to
provide translatio n services for the publication of materials (i.e., brochures, posters,
etc.) when in-house resources are not readily available as well.

The County recently contracted services to Mental Health Systems, TURN

Behavioral Health Services to provide Patient§ Ri ght s Advocacy Seryv
of July 2020. The MCST has oversight of the advocates who conduct investigations

for grievances/appeals using the County grievance/appeal forms. This program

has patientsd rights post i nhepsmateralsin¢ghe anc e/ a
threshold languages and are made available to the beneficiaries at the various

locations listed below:

1 County and County-Contracted Outpatient Behavioral Health Clinics

T County and County-Contracted Behavioral Health Residential Faiities

1 County Correctional Behavioral Health Services

1 Inpatient Behavioral Health Facilities

Their materials are also online and available atOrangeCounty Pati ent sd F
Advocacy Services MHS/TURN (turnbhs.org)

Once the investigator/advocate is assigned to the grievance/appeal, they have 90
days to investigate and come up with a resolution letter. The investigation entails:

Interviewing the beneficiary to collect information about their dissatisfaction

Reviewing the beneficiary chart records

Interviewing the providers (i.e., clinician, Service Chief, Program Director) for

detailed information related to the benef
1 An objective analysis to mediate and determine a resolution

Any grievance/appeal received in a written language (other than English) will be
translated into the language that the beneficiary wrote in.

Grievance Process and CLAS

The AQIS investigators is made up of culturally diverse and qualified clinicians and
counselors that are educated and trained in cultural competency via their graduate
education and requirements from their board -certified organization (i.e., Board of
Behavoral Sciences). The County requires all employees to complete an annual
Cultural Competency training offered by the BHTS. In addition, the BHTS offers a
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wide variety of optional cultural competency trainings throughout the year that are
specific to racial, ethnic and cultural backgrounds. Including trainings on how to
work with an interpreter and conflict resolution. The staff may also seek these
types of trainings outside of BHTS for enrichment and continued education.

The PRAS advocates attendananual st at ewi de-dayeohféerengcet s 6 r i
hosted by the Cal i f or niTheoOrfefence entaitsfawidkat i ent
variety of workshops that train advocates
rights, conflict resolution and how to ¢ onduct proper and detailed investigations
including the wvarious types of patientsd
providers and patients. As part of their County-contractual requirement, PRAS is

required to provide annual trainings to all provider s and patients at the various
programs/facilities that serve the behavioral health population about their rights.

BHTS also offers cultural competency trainings and interpreter trainings that are

made available to the advocates as well.

The PRAS providesotice in signage, translated materials, and other media about
their mental health rights, including the right to file a complaint or grievance.

AQIS and PRAS have ensured that all notice in signage, contact numbers, translated
materials and other media mediums are available for individuals to provide
feedback about the rights and the right to file a grievance/appeal is made available
county-wide. The materials are accessible via the County and PRAS websiteRaper
grievance/appeal forms, brochures and posters are accessible and available at the
County and County-Contracted Outpatient Behavioral Health clinics, inpatient,
correctional and residential behavioral health facilities.

The MCST and PRAS are in frequent contact with the beneficiaries throughat the

investigation process and provides new updates to the beneficiary during the
grievance/appeals process. Also, a final resolution letter is given to the
beneficiaries generally describing the steps taken to finalize the conclusion of the
grievance/appeal. If conflict arises when attempting to resolve a grievance/appeal

at the lowest level, then it can be escalated to the County program managers for
further assistance to ensure the grievance
satisfaction. The cultural and linguistic appropriateness is maintained throughout

the grievance/appeal process.

The MCST program provides consultation and education to the programs daily and
trains on a regular basis about the grievance requirement and process. The MCST
also educates the individual beneficiaries who filed a grievance/appeal about their

110



rights and the grievance requirements and process. MCST also obtains feedback,
suggestions and comments from California Department of Health Care Services
(CDHCS) and oher auditing entities. MCST is also receptive with obtaining
feedback, suggestions and comments from behavioral health programs/facilities
and beneficiaries to help improve the grievance/appeal system.

The PRAS also provides education, consultation, fainings, system advocacy and
community outreach that includes obtaining feedback, suggestions and
comments. Their services entails:

1 Provide Trainings:Pat i ent s6 Rights Advocasemisespr ovi (

on patient/resident rights to patients i n inpatient psychiatric units; outpatient
mental health services, residents in Board and Care facilities, correctional
facilities and the mental health community. Advocates are also certified to
provide CEUs for mental health professionals and Board and Cee
Administrators.

1 System Advocacy:Pat i ent s6 Rights Advocates

for compliance with patientsd rights

on policies and practices that impact recipients of mental health services. They
coordinate with other advocates for system reform and analyze state and
federal legislation, along with regulatory developments.

T Community Outreach:Pat i ent sd Ri ghts Advocates

out to mental health patients to improve their abilit y to advocate for themselves

and represent patientsd i nt ehallenseetings, n

Mental Health Board, Residential Community Meetings, etc.).
T Hire patient advocates or ombudspersons (QSource, 2005).

The County contracted services with Mental Health Systems TURN Behavioral

monit
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Heal th Services to provide Patients@#t Right

was created in response to California legislation requiring each county mental
health director to appoint patient rights advocate s to protect and further the
Constitutional and statutory rights of people receiving mental health services. The
MCST has oversight of the advocates who conduct investigations on
grievances/appeals specific to the inpatient behavioral health setting. PRAShas a
contractual agreement to educate, train, investigate and advocate for patients in
the locations listed above. The materials they provide are readily available in the
various setting mentioned above and are available online at Orange County
Patientsd RightsMASIITWRN (furobhs.o®e r vi ces
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AQIS has a team of competent clinical staff under the Managed Care Support Team
(MCST) who have the cultural and linguistic capability of investigating grievance
via English and Spanish. Within AQIS, MCST can utilize staff to provide translation
and interpreter services in Chinese, Korean, Vietnamese and Farsi.Arabic,
American Sign Language and other language ®rvices are available, and assistance
can be found using the County Employee Directory to locate an available
interpreter and/or translations services. The County also has the LanguageAccess
Phone Line for interpreter services that is available at any tine. In addition, the
County also utilizes contracted entities to provide translation services for the
publication of materials (i.e., brochures, posters, etc.) when inhouse resources are
not readily available as well.

If conflict arises when attempting to resolve a grievance/appeal at the lowest level,
then it can be escalated to the County program managers for further assistance to
ensure the grievance/ appeal i s r e sThel
cultural and linguistic appropriateness is maintained throughout the
grievance/appeal process.

The MCST also conducts a quarterly review to identify specific and multiple
complaints about a provider to initiate a Corrective Action Plan (CAP). The purpose
of the CAP is to address the specific ard multiple concerns brought up by the
beneficiaries during this process, including ensuring improvement in the ability to
provide quality of care and services. In the event a particular provider continues to
receive grievances related to the services andnteractions with the beneficiaries, a
formal corrective action is implemented to escalate the concerns. This has resulted
in some providers being terminated or reported to Human Resources for further
disciplinary actions. This process helpsmaintain the overall quality assurance for
the programs that the County oversees.
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APPENDIXPOLICIEGNDPROCEDURES®SVERNINGULTURAL

COMPETENCE

Polcy 02.01.0% Cultural Cometency

- @ Health Care Agency Section Name: Client's Rights
Mental Health and Sub Section: Cultural Competency
h ea |th Recovery Services Section Number:  02.01.01 _
CARE fcEncy L Policies and Procedures Policy Status: LINew [BdRevised
SIGNATURE DATE APPROVED
Director of Operations
Mental Health and
Recovery Services Signature on File 2M14/2023
SUBJECT:

Cultural Competency

PURPOSE:

The purpose of this policy is to set standards and expectations for the provision of culturally
competent service delivery.

POLICY:

All of Mental Health and Recovery Services (MHRS) County and County Contracted providers
shall be culturally competent.

SCOPE:

This policy applies to all functions of MHRS providing Mental Health Services and/or Substance
Use Services.

REFERENCES:

Department of Mental Health Information Notice 02-03: Addendum for Implementation Plan for
Phase |l Consolidation of Medi-Cal Specialty Mental Health Services - Cultural Competence
Plan Requirements

County of Orange Health Care Agency, Mental Health and Recovery Services, Cultural
Competency Plan Updated, 2022

California Code of Regulations, Title 1, Chapter 11
Code of Federal Regulations (CFR), Title 42, Section 438206 (c) 2

Mational Culturally and Linguistically Appropriate Services (CLAS) Standards (2013)

Page 1 of 2
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SUBJECT: Cultural Competency

PROCEDURES:

V1.

WL

Each program will follow the guidelines for cultural competency as agreed in the State's
approved Cultural Competency Plan.

Consultation regarding said guidelines shall be obtained as needed from the Multicultural
Development Program.

All MHRS County and County Contracted staff shall complete an annual cultural
competence training. This fraining will include gender identity as a component of culturally
appropriate care.

The Behavioral Health Training Services (BHTS) unit shall indicate on all training
announcements and certificates if the particular training qualifies to meet the requirement
for cultural competence fraining.

The Service Chief/Supervisor of each MHRS staff person shall be responsible to ensure
that the mandatory annual cultural competence training occurs and shall keep evidence
of the training for each staff person.

Contract organizations are expected to ensure that all staff have, at a minimum, one hour
of training in and related to cultural competence annually. Confract organizations shall
keep documentation of this training and report completion of such training by all direct
service providers, administration, and support staff to the Contract Monitor/Consultant.

The BHTS unit shall report annually to the Community Quality Improvement Committee
on the attendance at cultural competence frainings. The reporting shall include the
reporting requirements of DHCS Information Motice 10-17, or any subsequent DHCS
requirements that may supersede Information Notice 10-17.

Page 2of 2
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Policy 02.01.02MeetingBereficiay/ClientLanguage Needs

- @ Health Care Agency Section Name: Client's Rights
Mental Health and Sub Section: Cultural Competency
h ea |th Recovery Services Section MNumber: 02.01.02
CARE AGENCy | Policies and Procedures Policy Status: CINew [HRevised
SIGNATURE DATE APPROVED
Director of Operations
Mental Health and
Recovery Services Signature on File 2/14/2023
SUBJECT:

Meeting Beneficiary/Client Language MNeeds

PURPOSE:

To ensure that beneficiaries/clients have access to linguistically appropriate services through
staff or interpreters proficient in the beneficiary/client's primary language.

POLICY:

Al Mental Health and Recovery Services (MHRS) beneficiary/clients shall have access to
linguistically appropriate services.

SCOPE:

These procedures apply to all MHRS County and County contracted programs involved in
the linkage and treatment of consumers receiving services.

REFERENCES:
California Code of Regulations (CCR), Title 8, Chapter 11, Section 1810.410
Department of Mental Health Information Motice No. 02-03

County of Orange, Health Care Agency, BHS, Cultural Competency Plan, Criterion 7 -
Language Capacity (Update 12/30/10)

Dymally-Alatorre Bilingual Services Act 1973

PROCEDURE:

L Signage shall be posted at each MHRS County and County Contracted clinic
notifying Limited English Proficient (LEP) consumers that they have the right to receive

free language assistance services.

1. EBach MHRS clinic will have available a MHRS Staff Bilingual Directory of
Linguistically proficient stafffinterpreters throughout MHRS. This MHRS Staff Bilingual

Page 1of 3
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SUBJECT: Meeting Beneficiary/Client Language Needs

VI

Directory shall be updated at least every two years. The Multicultural Development
Program may be contacted for the updated MHRS Staff Bilingual Directory.

Each MHRS County and County Contracted clinic shall have access to a Language
Line or other identified interpretative service.

Access logs shall indicate whether an interpreter was needed and the response by the
consumer to offers of interprefive services.

When beneficiary/client's language needs fall outside the identified threshold
languages, the following steps shall be taken to link the beneficiary/client to appropriate
services:

A Staff shall refer to the MHRS Staff Bilingual Directory of linguistically proficient
staff interpreters to attempt to link the consumer with services in their primary

language

B. When a staff interpreter is identified, the immediate supervisor shall make every
attempt to ensure staff availability to provide the requested interpreting service.

C. If there is no staff person available to act as an interpreter, staff may access a
language line to determine what services the consumer needs andfor to provide

services using the language line until other appropriate interpretive services are
located.

D. Staff shall attempt to locate and link consumers with services that are linguistically
and culturally appropriate. Linkage may be made with a community service
organization providing interpretive services.

E. Staff shall not expect that family members will provide interpreter services.

1. A beneficiary/client may choose to use a family member or friend as an
interpreter after being informed of the availability of free interpreter
services.

2. Minor children should not be used as an interpreter.

In order to facilitate CulturaliLinguistic Proficiency and access, MHRS will:

A, At least every other year, all MHRS County and County Contracted clinicians,
student interns, and volunteers shall be surveyed to determine proficiency in a
variety of cultural/linguistic skills that they are able to make available at each clinic.
Cultural proficiencies will be self-declared.

B. Program Managers shall be informed in advance of the survey distribution. The

Service Chiefs/Program Directors for each clinic site shall be responsible for
ensuring the survey of all clinicians under their supervision.

Page 2of 3

116




SUBJECT: Meeting Beneficiary/Client Language Needs

C. The Service Chiefs/Program Directors shall ensure all completed surveys are
forwarded to the Multicultural Development Program within the established
timeframe.

D. The Multicultural Development Program shall approve the MHRS Staff Bilingual

Directory using only those staff with culturallinguistic proficiencies that are
supported by current survey documentafion.
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Policy 02.01.03Distribution ofTranslated Materials

- e Health Care Agency Section Name:  Client's Rights
Mental Health and Sub Section: Cultural Competency
health |Recovery services Section Number: 02.01.03
CARE AGENCY | Policies and Procedures Policy Status: [LNew [Revised
SIGNATURE DATE APPROVED
Director of Operations
Mental Health and
Recovery Services Signature on File 214/2023
SUBJECT: | Distribution of Translated Materials

PURPOSE:

To ensure availability of culturally and linguistically appropriate written information in the
identified threshold languages to assist consumers in accessing Specialty Mental Health
Services (SMHS) in the Mental Health Plan (MHP).

POLICY:

Mental Health and Recovery Services (MHRS) is committed to providing beneficiaries/clients
with culturallyflinguistically appropriate written materials in all threshold languages orin alternate
formats.

SCOPE:

These procedures apply to all MHRS County operated and County Confracted programs within
the Mental Health Plan (MHP) involved in the linkage and direct provision of SMHS to
beneficiaries/clients.

REFERENCES:

California Code of Regulations, Title 1X, Chapter 11, Section 1810.410 (a)

Department of Mental Health Information Notice Mo. 97-14, Page 14

County of Orange, Health Care Agency. BHS, Cultural Competency Plan, Update, 2022.

FORMS:
Mental Health Plan Consumer Handbooks

Grievance and Appeal Process Pamphlets, F346-656 (06/16) DTP58

Grievance and Appeal Process Posters, F346-675 (06/16) DTP64

Mental Health Plan Provider List
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SUBJECT: Distnbution of Translated Materials

PROCEDURES:

The Service Chief/Program Director of each County operated or County Contracted
program providing SMHS for the MHP is responsible for maintaining adequate numbers
of these materials at their programs and for ensuring that the materials are posted and
made readily available to beneficiaries/clients.

Grievance and Appeal posters in each threshold language shall be prominently displayed
in an area accessible to all consumers at each location.

Mental Health Plan Consumer Handbooks in the appropriate thresheld languages shall
be offered to consumers during the initial intake to each clinic, or upon request. These
Consumer Handbooks shall be available in an area accessible to all beneficiaries/clients
at each location.

Mental Health Plan Provider Directory in the appropriate threshold language shall be
offered to beneficiaries/clients during the initial intake to each clinic or upon request.
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Policy 02.01.04MHP and DMEDDS Provider Directory

' e Health Care Agency Section Name: Client's Rights
Mental Health and Sub Section: Cultural Competency
h ea |th Recovery Services Section Number:  02.01.04 _
CARE AGENCy LPolicies and Procedures Policy Status: [INew [dRevised
SIGNATURE DATE APPROVED
Director of Operations
Mental Health and
Recovery Services Signature on File 2/14/2023
SUBJECT: | \iHP and DMC-0ODS Provider Directory

PURPOSE:

To ensure that Medi-Cal Mental Health Plan (hereby referred to as Orange MHP) and Drug Medi-
Cal Organized Delivery System (DMC-0ODS) beneficiaries receive and or have access to a
Provider Directory that includes alternatives and options for cultural / linguistic services.

POLICY:

All beneficiaries receiving behavioral health services from the County of Orange Health Care
Agency (HCA) Mental Health and Recovery Services (MHRS) will receive and/or have access
to a copy of the appropriate Provider Directory.

SCOPE:

This policy pertains to all MHRS Orange MHP and DMC-0ODS County and County contracted
clinicians, Plan Coordinators, student interns and volunteers providing services within the
Orange MHP and DMC-0DS programs.

REFERENCES:

MHSUDS Information Motice: 18-020 Federal Provider Direclory Requirements for Mental Health
Plans (MHPs) and Drug Medi-Cal Organized Delivery System (DMC-0DS) Pilot Counties

Department of Mental Health Information Notice No: 02-03 - Addendum for Implementation Flan
for Phase || Consolidation of Medi-Cal Specialty Mental Health Services Cultural Competency
Plan Requirements

County of Orange Health Care Agency, Behavioral Health Services, Cultural Competency Plan
Update 2022

Mental Health Plan Intake/Advisement Checklist (F346-753)

Drug Medi-Cal Organized Delivery System (DMC-0DS) Intake/Advisement Checklist
(F345-791)
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SUBJECT: MHP and DMC-0DS Provider Directory

PROCEDURES:
L. Provider Directory Requirements

A The Orange MHP and DMC-0DS Provider Directory shall be made available in
electronic form and paper form upon request.

B. Both the Orange MHP and DMC-0DS Provider Directories are available in the
threshold languages and comply with the language and format reguirements
outlined in 42 CFR §438.10(d).

1. Information is presented in a manner and format that is easily understood
and readily accessible,

2. Include taglines in the prevalent non-English languages in the State
explaining the availability of free written translation or oral interpretation
services to understand the information provided;

3. Use 12 point or larger font size for all text;

4. Include a large print tagline (18 point font or larger) and information on how
to request auxiliary aids and services, including the provision of materials in
alternative formats, at no cost to the beneficiary; and,

5. Include the toll-free and TTY / TDY or California Relay Service telephone
number for the Orange MHP and DMC-0DS customer service unit (i.e., 24
hours, 7 days per week toll-free telephone number).

C. The Orange MHP and DMC-ODS Provider Directory is monitored monthly for
accuracy and includes the following information for licensed, waivered, or
registered mental health providers and licensed substance use disorder services
providers employed by the Orange MHP and DMC-0DS or County Contracted
providers who provide Medi-Cal services.

D. Orange MHP and DMC-0DS Provider Directories includes:

1. The provider's name and group affiliation, if any;

2 Provider's business address (e.g., physical location of the clinic or office);

3. Telephone number(s);

4. Email address, as appropriate,

b. Website URL, as appropriate;

6. Specialty, in terms of training, experience and specialization, including
board certification (if any);
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SUBJECT: MHP and DMC-0DS Provider Directory

7.

10.

11.

Services / modalities provided, including information about populations
served (i.e., perinatal, children/youth, adults);

Tagline statement regarding needing to contact the provider to verify if they
are accepting new beneficiaries.

The provider's cultural capabiliies (e.g., veterans, older adults, Transition
Age Youth, Lesbian, Gay, Bisexual, Transgender);

The provider's linguistic capabiliies including languages offered (e.g.,
Spanish, Tagalog, American Sign Language) by the provider or a skilled
medical interpreter at the provider's office; and,

Whether the provider's office / facility is Americans with Disabilities Act
(ADA) compliant.

E. In addition to the information listed above, the Provider Directory also includes the
following information for each rendering provider:

1.

2.

3.

4.

Type of practitioner, as appropriate;
Mational Provider Identifier number;
California license number and type of license; and,

An indication of whether the provider has completed cultural competence
training.

F. The following notation is included in both the Orange MHP and DMC-0DS Provider
Directory:

“Services may be delivered by an individual provider, or a team of providers,
who is working under the direction of a licensed practitioner operating within
their scope of practice. Only licensed, waivered, or registered mental health
providers and licensed substance use disorder services providers are listed
on the Plan's provider directory.”

1. The staff shall give the appropriate version of the Provider Directory to all beneficiaries at
the time of admission and shall be made available upon request to any beneficiary or their
active representative. The Provider Directory shall be available in all threshold languages

as well as in paper form and electronically via the Orange County intemet webpage.

M. The person to whom the request for a Provider Directory is made shall be responsible to
ensure the beneficiary, family member or significant others receives the appropriate
Provider Directory.
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SUBJECT: MHP and DMC-0DS Provider Directory

IV.  For every newly admitted beneficiary, the admitting staff shall document the provision or
offer of the appropriate Provider Directory on the appropriate Intake/Advisement
Checklist.
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Pdicy 02.01.05 Field Testing of Written Materials

- @ Health Care Agency Section Name:  Client's Rights
Behavioral Health Services Sub Section: Cultural Competency
h Ith Policies and Procedures Section Number: 02.01.05
ea Policy Status: [New [Revised
CARE AGENCY
SIGNATURE DATE APPROVED

Director of Operations
Behavioral Health Services Signature on File 92116

SUBJECT: | Field Testing of Written Materials

PURPOSE:

To ensure written materials for Behavioral Health Services (BHS) Mental Health Plan (MHP)
have been field tested by consumers, family members or significant others to ensure
comprehension.

POLICY:

Written materials provided to consumers, family members or significant others of the BHS
MHF shall be field tested in the threshold languages to ensure comprehension.

Written materials include, but are not limited to:
* MHP Consumer Handbook
« MHP Provider List
+ General Correspondence
= Beneficiary grievance and fair hearing materials
+ Confidentiality and release of private health information
= MHP orientation materials
* SMHS education materials
SCOPE:

All County and County Contracted clinics providing Specialty Mental Health Services (SMHS)
through BHS MHP.

REFERENCES:

State Department of Mental Health - Approved Cultural Competency Plan, 2010
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SUBJECT: Field Testing of Written Materials

Department of Mental Health Information Motice No: 02-03 - Addendum for Implementation
Flan for Phase Il Consolidation of Medi-Cal Specialty Mental health Services- Cultural
Competency Plan Reguirements

County of Orange, health Care Agency, BHS Cultural Competency Plan, Update, 2010

California Welfare and Institutions Code, Division 9, Part 3, Chapter 8.8, Article 5, 14684

FORMS:

Publication Field Test Feedback Sheet

PROCEDURE:

VI

VIL.

Each BHS Program is responsible for notifying the Multicultural Development Program
(MDP) when new or altered forms and/or documents need translation.

MDP ftranslates the forms or send to a contractor for translation into threshold
languages.

Upon translation of forms, the MDP will, when available, have the document reviewed
for accuracy of translation.

Upon completion of translation, the MDP shall fizld test the document.

MDP staff shall coordinate obtaining assistance from consumers, family members, or
significant others. Each shall participate in field testing the written material and compete
a brief guestionnaire documenting their ability to understand the written material.

After feedback has been received, the MDP and Authority and Quality Improvement
Services (AQIS) shall analyze the resulis of the submitted questionnaires and make
appropriate changes if needed.

Feedback regarding any recommended changes shall be given to the respective

programs. Once changes have been implemented, the document shall be stamped
“Field Tested and Approved by the Multicultural Development Program.”
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Policy @.0106 - Cutural Competence Committee

- 6 Health Care Agency Section Name:  Client's Rights
Behavioral Health Services Sub Section: Cultural Competency
hea Ith Policies and Procedures Section Number:  02.01.06 _
CARE AGENCY Policy Status: EMNew [JRevised
SIGNATURE DATE APPROVED
Director of Operations
Behavioral Health Services Signature on File 10/1216

SUBJECT: | cyltural Competence Committee

PURPOSE:

To provide policy direction and procedural guidelines for the Cultural Competence Committee
(CCC) of the Orange County Health Care Agency (HCA) Behavioral Health Services (BHS).

POLICY:

It is the policy of BHS to seek and incorporate input from the service providers and community
representatives, consumers and families representing the diverse ethnic and cultural groups of
Orange County into service design and implementation.

SCOPE:

The CCC will be reflective of the community, including county management level and line staff,
consumers and family members from ethnic, racial, and cultural groups, providers, community
partners, contractors, and other members as necessary.

The BHS CCC will function as a local forum for service providers and community
representatives, consumers and families representing the diverse ethnic and cultural groups of
Orange County.

The CCC will provide BHS with cultural competence related information, community feedback
and recommendations regarding:

1. The functioning of local behavioral health service systems.
2 The mental health service needs of ethnic and cultural groups.
3. The provision by BHS of a collaborative process that is informed and influenced

by community interests, expertise, resources and needs.

4. The establishment and maintenance of a meaningful dialogue with HCA BHS that
addresses cultural and linguistic issues referenced from the active participation of
cultural groups that are reflective of the community.

The CCC will be integrated within the Behavioral Health system, and:
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Cultural Competence Committee

1. Address cultural and linguistic competence; review the cultural competence plans
of all BHS services and programs; and address the cultural competence issues at
the county.

2. Provide reports to the BHS Quality Assurance/Quality Improvermnent Program, and
an annual Report of CCC activities.

3. Provide input into the planning and implementation of services at the county.

4. Directly transmit recommendations to HCA executive level, and transmit concerns
to the Behavioral Health Director.

8. Participate in and review county Mental Health Services Act (MHSA) planning and
stakeholder process, and review county MHSA plans for all MHSA components.

6. Participate in and review client developed programs (welliness, recovery, and peer
support programs).
7. Participate in revised Cultural Competence Plan Reguirements (CCPR) (2014)
development.
REFERENCES:

CCPR: http:/fwww.dhcs.ca.goviservices/MH/Documents/CCPR 10-02Enclosure] . pdf

Mational CLAS Standards: http://minorityhealth.hhs.goviomh/browse. aspx?Ivi=2&Ivlid=53

County of Orange Health Care Agency, Behavioral Health Senvices, Cultural Competence Plan,
2010.

County of Orange Health Care Agency, Behavioral Health Services, Cultural Competence Plan,
Updated 2015.

Cross, T.L., Bazron, B.J., Dennis, K.\W. & Isaacs, M.R. (1989), Towards a culturally competent
system of care. Washington, DC: Georgetown University Child Development Center, CASSP
Technical Assistance Center.

Mational Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and
Health Care: A Blueprint for Advancing and Sustaining CLAS Policy and Practice. (April, 2013).

DEFINITIONS:

Definitions of terms which operationalize the aim and scope of the BHS Cultural Competence
Committee:

Culture - The integrated pattern of human behavior that includes thought, communication,
actions, customs, beliefs, values and institutions of a racial, ethnic, religious or social group.

Page 2 of 5

127




Cultural Competence Committee

Culture defines the preferred ways for meeting needs. Culture may include parameters such as
age, county of origin, degree of acculturation, generation, educational level, family and
household composition, gender identity and sexual orientation, health practices including the
use of traditional healer technigues, linguistic characteristics—including language(s) spoken,
written, or signed, perceptions of health and well-being and related practices, physical ability or
limitations and cognitive ability or limitations, political beliefs, racial and ethnic groups, religious
and spiritual characteristics, socioeconomic status, etc. (CLAS Standards, April 2013).

Cultural Competence - Cultural competence refers to the ability of organizations and individuals
to work effectively in cross-cultural or multicultural situations. The emphasis is on the
interaction/communication with diverse communities and among ethnic groups to assess their

needs and effectively engage with them. Cultural competence is an evolving process, which at
its core is "guality of care”.

Organizational Cultural Competence - The existence of policies, procedures, practices, and
organizational infrastructure to support the delivery of culturally and linguistically sensitive and
appropriate health care services where "culture” is broadly defined.

Individual Cultural Competence - Set of congruent attitudes, knowledge, and skills that enable
the person or individual to interact effectively in cross-sectional situations.

PROCEDURES:

. The CCC will be represented by five categories of members to ensure that the various
ethnic and cultural groups, and persons and providers with knowledge and experience
can articulate their perspectives and concems:

A Consumers;

B. Family members;

C.  Community service providers;

D Local management staff of HCA BHS; and

E. Community representatives.

1L. The CCC will have a minimum of two members from each category that reflects the
county’s demographics of ethnic and cultural diversity.

lll.  The CCC and the Ethnic Services Manager (ESM) will assess CCC membership annually
to ensure that all five categories are represented, and will actively work to suggest
persons who can be of benefit to the ethnic and cultural community, and consumers of
HCA BHS programs and services.

IV.  The CCC members should live and/or work in the Orange County area.
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Cultural Competence Committee

V.

VL.

VIL.

VIIL

The ESM will submit an annual report to the HCA BHS Director, indicating pertinent
population trends and developments that should be represented in the CCC membership.

At least annually, the Multicultural Development Program should offer new CCC members
appropriate orientation and training regarding the objectives, policies and programs of
HCA BHS.

CCC membership will be inclusive to community members interested in participating.
CCC members who have not attended for several meetings will be asked if they wish to
continue their CCC membership.

The CCC Co-Chairs (ESM and appointed Co-Chair) report to the HCA BHS Director.
CCC Goals:

A To provide BHS with community perspectives in culturally competent program
functioning and new andfor changed programs needed for county residents to
assure optimal performance outcomes.

B. To review the cultural competence effectiveness of new BHS programs and
services and proposed changes that impact the access to services for both county
operated and county contracted programs.

Principles of CCC Formation and Cooperation:

A The CCC shall consist of not less than 10 members, with at least two members
representing each of the five categories of membership. Mew members should be
recruited to ensure that each category is fully represented. While there is no fixed
size limit on the number of members for the CCC, the CCC Co-Chairs can set
limits for the size of each group to assure that each can function at optimal levels.

B. The CCC annual report to the BHS Director should include particular attention to
the Committee's activities, projects, and accomplishments. In addition, problems,
obstacles, needs, new issues, and changing priorities should be addressed that
pertain to Cultural Competence.

C. The CCC is Co-Chaired by the ESM and a member of the committee. The Co-
Chair will be nominated by the CCC and appointed by the ESM.

D.  The ESM and CCC Co-Chair will function as a team, dividing responsibilities and
activities in a complementary manner in order to promote full and complete
discussion and deliberation by members and to increase CCC productivity and
effectiveness.

E. The CCC will form sub-committees and task forces as appropriate and necessary
each year for conducting cultural competency regquirements and activities.
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Cultural Competence Committee

Xl

The CCC may adopt its own bylaws and procedures to facilitate its work, as long
as there is no conflict with Departmental policy, County/State statutes, regulations
and policies.

The CCC should participate in the Countywide MHSA Planning Committee to
foster consensus on the planning strategies and directions to be taken by HCA
BHS.

CCC Meetings:

Al

Meefings may occur as needed during the year, at places and times to be
determined by the CCC, based on objectives, issues to be addressed and tasks to
be accomplished.

All of the CCC general meetings are to be open to the public.

Brief minutes (including records of attendance, proposals, recommendations, etc.)
shall be taken at every general and special meeting of the CCC. Each matter
reported should reflect the consensus of the Committee as well as alternative
perspectives. Copies of the minutes should be forwarded to the BHS Director and
other BHS management staff, Co-Chairpersons of the CCC, the Mental Health
Board, the Alcohol Drug Advisory Board and other staff as appropriate.

The ESM will encourage full and appropriate participation and invelvement of all
CCC members. Clerical support and services shall be made available as
appropriate and needed to further the work of the CCC and its sub-committees.

The ESM, will take responsibility for providing the CCC with a range of appropriate,
informational materials conceming HCA BHS, County and State guidelines,
policies, procedures, evaluations and programs. The ESM will endeavor to assure
that these and other materials are received by CCC's and distributed to members
in a timely manner.
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Policy 02.01.07Meeting Deaf and Hard of Hearing Language Needs at Key Points of
Contact

- @ Health Care Agency Section Name: Client's Rights
Mental Health and Sub Section: Cultural Competency
h ea |th Recovery Services Section Number: 02.01.07
CARE AGENCYy |Policies and Procedures Policy Status: [INew [KRevised
SIGNATURE DATE APPROVED
Director of Operations
Mental Health and
Recovery Services Signature on File 2M14/2023

SUBJECT: Meeting Deaf and Hard of Hearing Language Meeds at Key Points of Contact

PURPOSE:

To ensure that all Deaf and Hard of Hearing Medi-Cal beneficiaries receiving services in Orange
County Mental Health and Recovery Services (MHRS) within the Mental Health Plan (hereby
referred to as Orange MHP) and Drug Medi-Cal Organized Delivery System (DMC-0DS) have

access to linguistically appropriate services through staff or interpreters proficient in beneficiary's
primary language, e.g., American Sign Language (ASL). This policy also applies to non-Medi-
Cal clients receiving services within MHRS.

POLICY:

All MHRS beneficiaries/clients shall have access to linguistically appropriate services.

SCOPE:

This policy apply to all functions of MHRS County and County contracted programs involved in
the linkage and treatment of beneficiaries/clients receiving services.

REFERENCES:

Code of Federal Requlations (CFR), Title 28, Part 35, ADA of 1980

California Code of Requlations (CCR), Title 9, Chapter 11, Section 1810.410 (a) {2) (b) (e} (3}

DMH Information Motice MNo. 02-03 Addendum for Implementation Plan for Phase |l
Consolidation of Medi-Cal Specialty Mental Health Services-Cultural Competence Plan
Reqguirements

Dymally-Alatorre Bilingual Services Act 1973
PROCEDURE:

L As defined in the Orange MHP and in the DMC-0DS, each service site is considered a
key point of contact for Orange County.
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SUBJECT: Meeting Deaf and Hard of Hearing Language Needs at Key Points of Contact

Auxiliary aides must be made available to Deaf and Hard of Hearing beneficiaries/clients.
Aides to be used will be determined in consultation with the beneficiary/client to determine
what aide(s) is (are) the best fit. These aides may include but are not limited to the
following:

A Qualified sign language interpreter

B. Mote takers

C. Screen readers
D. Written materials
E. Telephone handset amplifiers

F. Assistive listening systems or devices

G.  Hearing aid-compatible telephones

H. Communication boards

. Open or closed captioning, including real-ime captioning
J. Video remote interpreting services (VRI)

K. voice, text and video-based telecommunication products and systems

L. Videotext displays

M. Description of visually presented materials

M. Exchange of written notes

0.  Video relay services

P. Other effective methods of making orally delivered materials available to the Deaf

and people who are hard of hearing.

For Mon-Emergency Sign Language Inferpreting Service, the MHRS County staff shall
contact the MHRS conftracted interpreting agency (current agency information available
at HCA Forms under MHRS Forms-Language Service ASL Interpretation - Instructions)
with requests for ASL interpreters during routine clinic hours. The Deaf Services
Coordinator may be contacted for assistance with the request procedure if needed. A
short notice fee will be applied by the confracting agency, if a request is made in less than
72 hours for non-emergency counseling services. County Contracted providers will need
to contract with an interpreting agency to arrange for Mon-Emergency Sign Language
Interpreting Services.
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SUBJECT: Meeting Deaf and Hard of Hearing Language Meeds at Key Points of Contact

V.

WVI.

WL

WL

For Emergency Sign Language Interpreting Service when the primary MHRS contracted
agency is unable to provide services or is unavailable, if the immediate need arises during
the day, on a weekend, or after hours, the staff shall contact a secondary interpreting
agency. (Secondary interpreting agency information available at HCA Forms under
MHRS Formms-Language Service ASL Interpretation-Instructions). The Deaf Services
Coordinator may be contacted for assistance with the request procedure during business
hours, if needed. The higher fees are applied to all emergency cases. County Confracted
providers will need to contract with an interpreting agency to arrange for Emergency Sign
Language Interpreting Services.

Each key point of contact in MHRS shall be provided with a roster of linguistically
proficient stafffinterpreters throughout the Health Care Agency (HCA). This language
roster shall be updated annually.

Clinics with deaf or hard of hearing staff are familiar with and able to utilize Video Relay
Services (VRS) in order to take calls or make calls to deaf or hard of hearing
beneficiaries/clients in Orange County. Any caller using the deaf or hard of hearing's
videophone numbers will be automatically connected to VRS.

Iniial access logs maintained at the service sites shall indicate whether an interpreter
was needed and the response fo offers of interpreting services.

Signage shall be posted at each MHRS County and County Contracted clinic indicating
interpreting Services for the Deaf and Hard of Hearing are available free of charge to
each beneficiary.

IX. Staff shall not expect that family members will provide interpreter services.

A A beneficiary may choose to use a family member or friend as an interpreter after
being informed of the availabiity of free interpreter services.

B. Minor children should not be used as an interpreter.

Page 3of 3

133




Policy 0206.02- Informing Materials for Mental Health PIBeneficiarie&Clientsand
Intake/Advisement Checklist

- e Health Care Agency Section Name:  Client's Rights

Mental Health and Sub Section: Informing Materials

h ea |th Recovery Services Section Mumber: 02.06.02

CARE AGENCY | Policies and Procedures Policy Status: [INew [HRevised

SIGNATURE DATE APPROVED

Director of Operations
Mental Health and
Recovery Services Signature on File 212202023

SUBJECT: | Informing Materials for Mental Health Plan Beneficiaries/Clients and
Intake/Advisement Checklist

PURPOSE:

To provide County of Orange Mental Health and Recovery Services (MHRS)
beneficiaries/clients with appropriate informing materials and accurately document the provision
of these materials as well as Advance Directives.

POLICY:

Required distribution of informing materials shall be documented so as to be easily
audited. The Advance Directives shall be documented as required in CFR 42, Chapter 4.

SCOPE:

This policy applies to all beneficiaries/clients of the Orange County Mental Health Flan (MHF)
and will be followed by all Mental Health and Recovery Services (MHRS) County and County
Contracted staff providing Specialty Mental Health Services (SMHS).

REFEREMNCES:

MHRES P&P 02.06.01 Advance Directives

MHRS P&P 02.05.01 Motice of Privacy Practices

Title 42, Code of Federal Requlations (CFR).§422.128

FORM:

Health Care Agency Mental Health Plan (MHP) Intake/Advisement Checklist, F346-753

PROCEDURE:

L All newly admitted beneficiaries/clients in the Mental Health Plan shall be given, at a
minimum, the following materials:
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SUBJECT: Informing Materials for Mental Health Plan Beneficianes/Clients and IntakefAdvisement Checkdist

V1.

A Motice of Privacy Practices (NPP)

B. The Advance Directives Information Sheet (For adults only)

C. The MHP Beneficiary Handbook

D. MHF Provider Directory

If, at the time of admission, the beneficiary/client is unable to accept and utilize these
materials due to the beneficiary/client's emotional condition, then the information shall be
given as soon as the beneficiary/client is able to accept and utilize it.

These materials shall be available in the threshold languages in hard copy and in audio
VErsion.

MHRS Staff shall provide the materials in the appropriate language and/or format to meet
the beneficiary/client's needs.

MHRS Staff shall actively inguire of each newly admitted consumer whether the
beneficiary wishes to have the informing materials in audio version. The response shall
be documented on the MHP Intake/Advisement Checklist.

Completion of the Mental Health Plan (MHP) Intake/Advisement Checklist:

A The provision of the above materials shall be documented using the Mental
Health Plan Intake/Advisement Checklist (Advisement Checklist).

B. The Intake/Advisement Checklist shall be completed each time a
beneficiary is admitted for mental health services. MHRS Staff shall:

1. Inguire and document the language in which the beneficiary/client
would like to receive the informing materials.

2 Offer or ask if the beneficiary/client would like to receive the
informing materials in audio version and in their preferred language.

a) Have the beneficiary/client document by checking “yes” or “no” to this
question.

3. For all MHP beneficiaries/clients, have the beneficiary/client/legal guardian
check "yes" or "no" to the guesfion to document receipt of each of the
following informing materials:

a) The MHP Beneficiary Handbook
b) MHFP Provider Directory
] Motice of Privacy Practices (NPF)
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SUBJECT: Informing Materials for Mental Health Plan Beneficiaries/Clients and Intake/Advisement Checklist

d) Completed Receipt of the Motice of Privacy Practices
e) Car Seat Regulation
f) Offered Voter Registration (over 18 consumers or guardian)
Vil.  Advance Directives
Al All beneficiaries 18 years and older shall be provided with, and note the
receipt of, the Advance Health Care Directives Information Sheet on the
Intak e/Advisement Checklist.
B. All beneficiaries/clients shall be informed that at any time they develop an Advance
Directive or want to update the one on file, they can provide the revision and the
MHRS staff shall place the update in the beneficiary’s record (reference MHRS
P&P 02.06.01 Advance Directives).
VIl Signatures

A Once the Intake/Advisement Checklist has been completed both the
beneficiary/legal guardian and MHRS staff are to sign and date the
Intake/Advisement Checklist and file in the beneficiary/client record.
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Policy 03.01.03Trainings SpecificalBertaining to Cultural Competency

2= Health Care Agency Section Name: Human Resources
e Behavioral Health Services Sub Section: Staff Development
h Ith Policies and Procedures Section Number: 03.01.03
ed Policy Status: (ONew [HRevised
CARE AGENCY
SIGNATURE DATE APPROVED
Director of Operations
Behavioral Health Services Signature on File 92116

SUBJECT: | Trainings Specifically Pertaining to Cultural Competency

PURPOSE:

The purpose of this policy is to establish a uniform method of reviewing the nature and
adequacy of Behavioral Health Services (BHS) trainings that address cultural issues and to
define class attendance requirements for all County and County Contracted BHS staff
providing clinical care.

POLICY:

BHS trainings that address cultural issues shall be of the highest possible quality. Toward this
end, the Multicultural Development Program shall provide review, feedback and consultation
on all trainings that address cultural issues prior to the training date.

SCOPE:
This applies to all BHS County and County Contracted programs.
REFERENCES:

County of Orange Health Care Agency, Behavioral Health Services, Cultural Competency Plan
Updated, 2010

Department of Mental Health: DMH Information Motice 02-03 Addendum for Implementation
Plan for Phase Il Consolidation of Medi-Cal Specialty Mental Health Services- Cultural
Competency Plan Reguirements

California Welfare & Institutions Code Section 5600.2 (g)
California Welfare & Institutions Code Section 5600.9 (a)

Mational CLAS Standards, 2013
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SUBJECT: Trainings Specifically Pertaining to Cultural Competency

PROCEDURES:

Proposed trainings that meet the criteria of addressing cultural issues shall be
forwarded to the Multicultural Development Program for review and comment at least
two months prior to the training event.

An oufline and instructor vitae for the proposed course shall be submitted to the
Multicultural Development Program for review.

The Multicultural Development Program shall review the materials and provide feedback
to the training coordinator within three working days.

A Feedback shall include at a minimum suggestions, if any, regarding cultural
content.

The Multicultural Development Program shall provide consultation as needed to improve
the quality of trainings that address cultural issues.

It is required that all BHS County and County Contracted staff will complete a
mandatory annual cultural competence training.
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APPENDIX BEHAVIORAIEALTHQUITY OMMITTEEBHEC)
GOVERNING STRUCTURE

-
e Behavioral Health Equity Committee (formerly known as Cultural Competence Committes)

h ealth Governing Structure
CARE AGENCY

BEHAVIORAL HEALTH SERVICES
Behavioral Health Equity Committee (BHEC)

GOVERNING STRUCTURE

. Vision

Our efforts are focused on the promotion of behavioral health equity for unserved and underserved racial
and ethnic communities, as well as lesbian, gay, bisexual, transgender, questioning/queer and intersex
(LGBTQI), Veterans, deaf and hard of hearing and other cultural groups. Based on SAMHSA's Behavioral
Health Equity® tips, key strategies will be focused on data, policy, quality, and communication:

a) The data sirategy utilizes available federal, state, county and community data to identify, monitor,
and respond to behavioral health disparities.

b) The poficy strategy promotes policy initiatives that strengthen the impact of BHS programs in
advancing behavioral health equity.

c) The gualiy practice and workforce development sirategy helps BHS to expand the behavioral
health workforce capacity to improve outreach, engagement, and quality of care for unserved and
underserved populations.

d) The communication strategy increases awareness and access to information about behavioral
health disparities and strategies to promote behavioral health equity.

The BHEC will further develop and make recommendations around these key strategies to be included in the
Cultural Competency Plan annual update.

Il. Role and Purpose
The BHEC seeks to impact and advise BHS policies and initiatives by:

a) Strategically focusing on racial, ethnic, LGBTQI and other cultural groups in BHS programs

b) Using a data-informed quality improvement approach to address radal and ethnic disparities in BHS
programs

c) Recommending that BHS policies, initiatives, and collaborations include emphasis on decreasing
disparities

d) Proposing innovative, cost-effective training strategies to a diverse workforce

The BHEC will satisfy the above role by conducting the following activities to promote increased
cultural awareness, sensitivity and responsiveness in OC's behavioral health services:

a) Culturally and linguistically appropriate services: The BHEC will advise Orange County Behavioral
Health Services on ways to improve access and engagement with individuals who have Limited
English Proficiency (LEP) and/or other communication needs.

' hitps ./ Awwew s ambsagov/behavioral-health-equity
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e Behavioral Health Equity Committee (formerly knownas Cultural Competence Committes)

health Gowerning Structure
CARE AGEMNCY

b) Trainings: The BHEC, through the Multicultural Development Program (MDP), works with
Behavioral Health Training Services to create and coordinate trainings focused on cultural
sensitivity, awareness and humility; and to ensure that other trainings indude cultural
considerations related to the subject of the training and that such considerations are included as
one of the training objectives.

c) Leadership: The BHEC will work closely with the BHS leadership in promoting elimination of
community health disparities and inequity in Behavioral Health Services.

lll. Operationalized Values
The BHEC will strive to work in @ manner that is consistent with its values:

d.

Equity - Attaining the highest level of behavioral health for all by addressing root causes of
imequities. The BHEC's membership, activities, and planning processes will be indusive of the
diverse communities in Orange County, especially those where data indicate to have disparities in
health.

Inclusive - Health includes physical, mental spiritual, economic, environmental, and eduvcational
factors that confribute fo it. The BHEC's membership and planning processes will be indusive of a
broad range of perspectives representing the various factors that contribute to health.
Collaborative —reguires a partnership between many entities including residents, health care
government The BHEC will conduct its activities in a collaborative manner and actively engage
community pariners in working towards its shared vision and goals.

Multi-dimensional — Culture must be understood at the individual family, and system levels. The
BHEC will ensure that planning processes consider the various dimensions of culture.

Iv. Membership
a. Representation: The BHEC is composed of individuals who are dedicated to cultural diversity and

equity and come from a variety of backgrounds. The BHEC shall be a body representing a broad
cross-section of interests and experiences. The BHEC does not limit membership from for-profit
entities. Joining the BHEC as a means for solicitation or using meetings as a forum for solicitation is
prohibited and may be cause for removal. The BHEC shall strive to indude at minimum:
i. Representation from the following suggested organizations:
Orange County Health Care Agency, Public Health Services
Orange County Health Care Agency, Behavioral Health Services
Orange County Social Services Agency
Orange County Department of Education
Cal Optima
Children and Families Commission of Orange County
Orange County 211
ii. Representatives with the following expertise or perspectives:
Community based organizations
Outreach and engagement programs
Bilingual | bi-cultural
Black/African Americans
LGBTOI
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Veterans

Faith-based organizations

Community health center

Healthcare provider or other affiliation

Local government

Public safety

Transportation

Universities, colleges, and other research institutions
Advocacy organizations

iii. Individuals, including community members, who can represent perspectives of populations
identified as having lived experience with the Behavioral Health system. Examples include, but
are not limited to, persons with behavioral health conditions or family members of a person with
a behavioral health condition.

iv. Other at-large members involved in assessing and/or promoting cultural diversity and equity

b. Terme There is no limit to the number of years a member may serve. Membership will be renewed
based on members’ interest and ability to serve every two years.

Cc. Selection: Individuals or representatives of organizations wishing to participate on the BHEC may
request to join the BHEC as a voting member by submitting a written application. The application will
be reviewed and voted upon by the BHEC Steering Committee. Applications approved by the BHEC
Steering Committee will be forwarded via email to BHEC members for review prior to the next BHEC
meeting. The BHEC will strive to come to consensus about approval of applications. When consensus
cannot be reasonably reached, a vote of BHEC members will be conducted via email. Approved
applicants will join the BHEC as a voting member at the first BHEC meeting after their application is
approved.

d. Member Responsibilities: In order to complete these tasks, BHEC members have the
following responsibilities:

i. Participate in scheduled meetings. Meetings will occur at least three times a year.
Attendance to meetings will be monitored. The BHEC Steering Committee may contact
members with excessive absences to discuss their interest and ability to serve on the BHEC.

ii. Commit to serving on at least one BHEC work group.

iii. Communicate information about the activities of the BHEC to the community and partners.
iv. Assist the BHEC in identifying resources to support the work of the BHEC.
v. Support BHEC activities, such as data collection, town halls, etc.

V. Officers

a. Co-Chairs: There shall be two Co-Chair positions. These shall be one Behavioral Health
Services Co-Chair position filled by Ethnic Services Manager or a designated representative from
Orange County Health Care Agency, Behavioral Health Services and one Community Co-Chair,
selected by the BHEC from among the members unaffiliated with the County of Orange and its
agencies.

b. Community Co-Chair Term: The term for the Community Co-Chairs shall run for two years from
January to December.

¢. Community Co-Chair Selection: The Community Co-Chair shall be selected by the BHEC by

majority vote at the last scheduled BHEC meeting before the start of a new term, usually in
December.
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d. Officer Responsibilities:

I. Behavioral Health Services Co-Chair: The Ethnic Services manager or a representative of
Orange County Health Care Agency, Behavioral Health Services shall serve as a permanent Co-
Chair of the BHEC. In collaboration with the Community Co- Chair, the BHS Co-Chair will set
meeting agenda; facilitate BHEC meetings; establish committees and ad-hoc work groups as
neaded. The BHS Co-Chair shall rotate the responsibilities of chairing individual meetings with the
other BHEC Co-Chair.

Il. Community Co-Chair: The BHEC shall select a Co-Chair from members unaffiliated with the
County of Orange agencies participating on the BHEC. The Community Co-Chair, in collaboration
with the Behavioral Health Services Co-Chair, will set the meeting agenda; facilitate BHEC
meetings; establish committees and ad-hoc work groups as needed. Each Community Co-Chair
shall rotate the responsibilities of chairing individual meetings with the BHS Co-Chair.

VI. Voting

The BHEC will strive to govern by consensus. When consensus cannot be reasonably reached, official
actions taken by the BHEC shall be adopted by a majority vote. Each individual member present, not by
proxy, will have one vote.

Vil. Meetings

The BHEC shall schedule meetings at least three times per year at the discretion of the BHEC Steering
Committee. Meetings will be open to the public, but only members may vote.

Vill. Committees and Work Groups

a) Steering Committee: The BHEC Steering Committee will be charged with the general oversight
of affairs of the BHEC including review and setting of the BHEC agenda and review and
recommendation of BHEC member applications. Seats on the BHEC Steering Committee will be
determined by the BHEC and may include Co-Chairs, representatives from each committee, and
other individuals such as representation from the school districts, hospital, city government, and
academic institutions and representation of specific populations.

b) Work Groups: The BHEC shall establish or identify work groups, or task forces as it deems
necessary to accomplish its purpose and role. This may include establishing or designating
work groups to implement strategies related to priorities identified in the Cultural Competence
Plan.

€) Suggested work groups: Community Relations and Education; Spirituality; Outreach and
Engagement to Black/African Americans, populations who speak in one of the threshold
languages or have Limited English Proficiency (LEP) and or other communication needs;
Veterans and Military; LGBTIQ

I¥. Additional rules and procedures

The BHEC may establish any rules or procedures it so deems appropriate by consensus or majority action
of the BHEC.
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Orange County Behavioral Health Equity Committee

BYLAWS
Adopted July 2021

ARTICLE
Name
The name of this board shall be THE ORANGE COUNTY BEHAVIORAL
HEALTH EQUITY COMMITTEE, hereinafter referred to as the "BHEC”

ARTICLE Il

Section 1: ]
Authority and Purpose

The BHEC is authorized by the State of California through [...] supporting
Criterion #4 of the Cultural Competence Plan—

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

Rationale: A culturally competent organization views responsive service
delivery to a community as a collaborative process that is informed and
influenced by community inferests, expertise, and needs. Services that are
designed and improved with atfention to community needs and desires are
maore likely to be used by patients/consumers, thus leading to more
acceptable, responsive, efficient, and effective care (CLAS, Final Report).

Section 2:

In accordance with applicable federal and state statutory and regulatory
requirements, the BHEC shall:

a. Actin an advisory capacity to the Director of Behavioral Health Services,
hereinafter referred to as “Behavioral Health Services.”

b. Review, evaluate and make recommendations regarding the community’s mental
health needs, services, facilities, and special problems, keeping the goals of the
BHEC as priority.
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BHEC Bylaws

c. Review and approve the procedures used to ensure diverse stakeholder
involvement in all stages of the County’s mental health planning process.

d. Provide an annual report to the Director of Behavioral Health Services

e. Develop the Cultural Competence Plan update and oversee its
implementation by BHS

Section 3:

The BHEC seeks to impact and advise BHS policies and initiatives by:

a) Strategically addressing equity among racial, ethnic, LGBTQI and other
cultural groups in BHS programs

b) Using a data-informed quality improvement approach to address racial
and ethnic disparities in BHS programs

c) Recommending that BHS policies, initiatives, and collaborations include
emphasis on decreasing disparities

d) Proposing innovative, cost-effective training strategies to a diverse
workforce

The BHEC will satisfy the above role by conducting the following activities fo
promote increased cultural awareness, sensitivity, and responsiveness in OC's
behavioral health services:

a) Culturally and linguistically appropriate services: The BHEC will advise
Crange County Behavioral Health Services on ways to improve access
and engagement with individuals who have Limited English Proficiency
(LEP) and/or other communication needs.

b} Trainings: The BHEC, through the Multicultural Development Program
(MDP), works with Behavioral Health Training Services to create and
coordinate trainings focused on cultural sensitivity, awareness and
humility; and to ensure that other trainings include cultural considerations
related to the subject of the training and that such considerations are
included as one of the training objectives.

c) Leadership: The BHEC will work closely with the BHS leadership in
promoting elimination of community health disparities and inequity in
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BHEC Bylaws

Behavioral Health Services — both county and confracted programs.

Section 4:

The BHEC will strive to work in a manner that is consistent with the following values:

. Equity — Attaining the highest level of behavioral heaith for all by addressing
root causes of inequities. The BHEC's membership, activities, and planning
processes will be inclusive of the diverse communities in Orange County,
especially those where data indicate to have disparities in health.

. Inclusive — Heaith inciudes physical, menfal, spiritual, economic,
environmental, and educational factors that contribute fo it. The BHEC's
membership and planning processes will be inclusive of a broad range of
perspectives representing the various factors that contribute to health.

. Collaborative —requires a parthership between many entities including

residents, health care providers, community-based organizalions, faith-
based organizations, schools, businesses, and govemnment. The BHEC will
conduct its activities in a collaborative manner and actively engage
community partners in working towards its shared vision and goals.

. Multi-dimensional — Culfure must be understood at the individual, family,
and system levels. The BHEC will ensure that planning processes consider
the various dimensions of culture.

ARTICLE Il
Membership

Section 1:

Representation: The BHEC Is composed of individuals who are dedicated to

cultural diversity and equity and come from a variety of backgrounds. The BHEC

shall be a body representing a broad cross-section of interests and experiences.
The BHEC does not limit membership from for-profit entities. Joining the BHEC as
a means for solicitation or using meetings as a forum for solicitation is prohibited
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BHEC Bylaws

and may be cause for removal. The BHEC shall strive to include at minimum:

Section 2:

Representation from the following suggested organizations:

COrange County Health Care Agency, Public Health Services
Orange County Health Care Agency, Behavioral Health Services
Orange County Social Services Agency

Orange County Department of Education

Cal Optima

Children and Families Commission of Orange County

Orange County 211

Representatives with the following expertise or perspectives:

Community based organizations
Outreach and engagement programs
Bilingual/bi-cultural

Black/African Americans

LGBTQI

eterans

Faith-based organizations
Community health center

Healthcare provider or other affiliation
Local government

Public safety

Transportation

Universities, colleges, and other research institutions
Advocacy organizations

Individuals, including community members, who can represent
perspectives of populations identified as having lived experience with the
Behavioral Health system. Examples include, but are not limited to,
persons with behavioral health conditions or family members of a person
with a behavioral health condition.

Other at-large members invalved in assessing and/or promoting cultural
diversity and equity
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Term: There is no limit to the number of years a member may serve. Membership
will be renewed based on members’ interest and ability to serve every two years.

Section 3:

Selection: Individuals or representatives of organizations wishing to participate
on the BHEC may request to join the BHEC as a voting member by submitting a
written application. The application will be reviewed and voted upon by the BHEC
Steering Committee. Applications approved by the BHEC Steering Committes will
be forwarded via email to BHEC members for review prior to the next BHEC
meeting. The BHEC will strive to come to consensus about approval of
applications. When consensus cannot be reasonably reached, a vote of BHEC
members will be conducted via email. Approved applicants will join the BHEC as a
voting member at the first BHEC meeting after their application is approved.

Section 4;

Member Responsibilities: In order to complete these tasks, BHEC members
have the following responsibilities:
i.  Participate in scheduled meetings. Meetings will accur at least three times
a year. Attendance to meetings will be monitored. The BHEC Steering
Committee may contact members with excessive absences to discuss their
interest and ability to serve on the BHEC.
ii. Committo serving on at least one BHEC work group.
iii. Communicate information about the activities of the BHEC to the
community and partners.
Assist the BHEC in identifying resources to support the work of the BHEC.
V.  Support BHEC activities, such as data collection, town halls, etc.

IE.
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ARTICLE IV

Officers

Section 1:

a.

d.

Co-Chairs: There shall be two Co-Chair positions. These shall be one
Behavioral Health Services Co-Chair position filled by the Behavioral Health
Services Director or a designated representative from Orange County Health Care
Agency, Behavioral Health Services and one Community Co-Chair, selected by
the BHEC community members from among the members unaffiliated with the
County of Orange and its agencies.

Community Co-Chair Term: The term for the Community Co-Chairs shall run for

two years from January to December.

. Community Co-Chair Selection: The Community Co-Chair shall be selected by

the BHEC by majority vote of BHEC community steering committee members at

the last scheduled BHEC meeting before the start of a new term, usually in

December.

Officer Responsibilities:
Behavioral Health Services Co-Chair: The Ethnic Services manager or a
representative of Orange County Health Care Agency, Behavioral Health
Services shall serve as a permanent Co-Chair of the BHEC. In collaboration
with the Community Co- Chair, the BHS Co-Chair will set meeting agenda;
facilitate BHEC meetings; establish committees and ad-hoc work groups as
needed. The BHS Co-Chair shall rotate the responsibilities of chairing
individual meetings with the other BHEC Co-Chair.

Community Co-Chair: The BHEC shall select a Co-Chair from members
unaffiliated with the County of Orange agencies participating on the BHEC.
The Community Co-Chair, in collaboration with the Behavioral Health Services
Co-Chair, will set the meeting agenda; facilitate BHEC meetings; establish
committees and ad-hoc work groups as needed. Each Community Co-Chair
shall rotate the responsibilities of chairing individual meetings with the BHS
Co-Chair.
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Section 2:

BHEC Bylaws

Meetings: Meetings will be co-led by the Co-Chairs with Co-Chairs altemating in
facilitating agenda items and jointly developing the agenda prior to the meeting. A
consensus process will be used for making decisions as illustrated in Exhibit A In
the event a decision cannot be reached through this process, then a deliberative
discussion will be conducted using Rosenberg’s Rules of Order as published by

the California League of Cities.

Community members will have opportunities to attend quarterly steering committee
meetings and participate through polisichat, and provide public comments as

directed by Co-Chairs.
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ARTICLE V

Committees
The Co-Chairs shall appoint members of standing committees, such as ad hoc, task
force, work group, or other enfities as necessary to carry out the responsibilities of the
BHEC.

Section Z:

There shall be a Steering Committee comprised of the Co-Chairs, Committee
Chairpersons, and others as appointed by the Co-Chairs. The Steering Committee shall
carry out any responsibilities delegated to it by the BHEC and act in emergencies in any
way it deems necessary when there is not time for the entire BHEC to act.

Section 3:
Committee chairs or their delegates shall report to the BHEC at least once a
month.
ARTICLE VI

Meetings
Section 1:
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General meetings shall be held each month, the time and place to be announced
prior to adjournment of the preceding meeting.

Section 2:

Spedcial meetings may be held by giving 48-hour notice to all members at the call
of the Co-Chairs or of a majority of the BHEC.

Section 3:
All meetings will be open to the public as much as possible.

Section 4:

A simple majority of the BHEC shall constitute a quorum and a vote of a
simple majority of that quorum shall constitute a vote of the BHEC when a decision
cannot be reached by consensus through the process outlined in Exhibit A.

Section 5:
All general meeting Agenda items which require a vote of the BHEC must
be submitted to the Chairperson one (1) week in advance of the meeting.

ARTICLE VIl
Adoption and Amendment

Section 1:

These Bylaws and amendments thereto shall be recommended to the BHEC by
the Steering Committee.

Section 2:

Amendments to the bylaws may be introduced and voted upon by the BHEC at a
regular meeting so long as such amendments are e-mailed to all members at least one
(1) week in advance of the meeting.
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APPENDINX: SAMPLESFTRAININEVALUATIONORMS

Qultural Competence 3.0nline Training Survey

T
@
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CARE AGENCY

L Cultural Competency Training 3.0 - Addressing Unconscious Bias in the
Training:

Workplace

Presenter(s): Various
Date: Ongoing
Time: Ongoing

CE or CME Credits: Mone

[Adjust ingtructions as needed depending on if CEs/CMEs are being given]
Ingtructions: This year's ifraining fulfills the State of California’s requirement for a Culiural Competency training to be

C
C

ompleted by each County- and Contract-operated BHS staff member. To receive credit for this online training, please
omplete the mandatory evaluation form. Your input, which shall remain anonymous, will help us deiermine the

effectiveness of this training and improve training program qualty. Following the evaluation, you will be directed to a credit

d

ocumentation form and will then be able to access the certificate.

How much did you learn as a result of this training? [For trainings where CEs are not provided, change ‘CE program’ to
“training’]
O 1- Wery Little a: Oz Os O 5- Great Deal

2. How useful was the content of this training for your practice or other professional development? [For trainings where CEs
are not provided, change “CE program’ to ‘training’]

O 1- Mot Usaful a: Oz Os O 5- Extremely Useful

3. Do you intend to make changes or apply what you have learned from this training?

es [ change slready in place [ rot relevant to my work
4. What changes do you intend to make, if any?
§. What barrien|s) do you expect to encounter in your attempts at change? Please select all that apply.
O Mo barriers [ Mot ready to make changes O Mo time to apply/practice new changes
[ change is not pessible in current condition/system [ Cther (plesse specify):

6. Educational trainings should be free of marketing or sales of products or services. This type of bias is defined as the
prometion or sale of products or services that serves one’s professional or financial interests. How much bias was
presented during this educational training?

O Mone O very Low OvLrow O Moderate O High O very high

T. What was most useful andfor helpful to you with this training? Please select all that apply. [PRE-RECORDED TRAINING 5]
O the training was easy to follow O The training information O] The length of the training
[ The resources provided [ Other (please specify)

8. Please rate the quality of today’s training: [REQUIRED]

Poor Fair Good Very Good Excellent NiA
The information discussed during the O O [m] O [m] O
training.
The training promotional material was O O O [} O [}
informative and accurate (e.g.. flyers).
‘fisuals sids (e g., slides, handouts, D D D D D D
videos, pictures).
Audio/Sound used during the training. (] a | (] | (]
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152



The location of the training met my ] O (] (m] o O

needs.
The location where | took the training O (] O o (] (]
was comforiable and accessible.

O O O O O O

The oversll quality of this training.

9. Based on your experience(s) today, please select how much you agree or disagree with the following statements
regarding the quality of the training: [PRE-RECORDED TRAINING 5]

Strongly .

Disagree Disagree Agree Strongly Agree MNIA
Delivery of information was clear. a a a a a
The training was engaging'kept my interast. [} a [} a [}
The online fraining clearly outlined
presenter/staff contact information in case a a a a a
there wers follow-up questions.
Information was presented in = fair and
balanced manner. O O O O O
Information presented was current O O O O O
Information presented was accurate. O O O O O
The training was easy fo navigate (going
from one section of the training to another, a a a a a
being able to go back, if needad).
Enough time was provided to reflect on the
topics that were prasentad. O O O O O
The presanter(s) communicated O a (| a O
knowledge of the subject.

10. Based on my experience(s) with this training: [REQUIRED]
Strongly _
Disagree Disagree Agree Strongly Agree Nin

| weguld recommend this training fo someone |
| wol =] 0 0 =] =]
The staff treated me with courtesy and respact
during this training. o O O o o
Owerall, | am satisfied with this training. a O O a a

11. Please provide any comment{s) about your experience andlor suggestions for this training.

PARTICIPANT INFORMATION
1. Of the Behavioral Health (BH) personal or community roles listed below, which ones do you best identify with? Please
select all that apply.

[ Advocate for BH clientsisarvices [ Farent of someona with a BH candition
[ consumer of BH services [ other Family Member of someone with & BH condition
D Community Member  Ganeral Public [ 1 do not identify with any of these roles

a Caregiver of someone with 8 BH condition

Revised 65-11-2021 AP PLEASE ALS0 COMPLETE THE REVERSE SIDE. Thank you.
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BHT & would like to know why you are attending today’s training. Of the licensed or unlicensed cccupations listed below,

2.
which ones were you seeking professional development for? Please select all that apply.
[ Physician (MO} O LwFT [ intern [ Teacher
[ Registerad Murse (RN} Ovrcc [ Peer Support Worker [ Unlicenz=d Staff (=.9-
' Associates)
[ Psychologist ] Cas= Manager [ Faith-based Partner [ Cther Licensed Staff
O vLcsw [ caDCICATC/RAS [ Echool Counselor [ Mot & Service Provider
AGE
3. Whatis your age?
[ 12-25 years  [] 26-58 y=ars [ 60+ years O oecline to State

RACE I ETHNICITY (Pleaze select ALL of the race and efthnicify categories you identifir with.)
4. What is your racefethnicity?
[ American Indian ! Alaska Native [ Latina / Hispanic
[ african ¢ African American / Black [ white / Caucasian
D Asian D Decline to State

[ other (please specifyl_

[ Pacific Islander

LANGUAGE - PRIMARY | PREFERRED

&. Whatis your primary language?
[ Arabic O amenian O asL [ cambodian
O cantonese a English O Far=i O khmer
O Korean [ Mandsrin O Russizn a Spanish
a Tagalog [ vietnamese O other [ Cecline to State

GEMDER INFORMATION (Flesze salect ONE that beszt dezcnbes you.)

6. Whatis your current gender identity?
O male O Femasle O Transgender a Gendarqueer / Mon-Binary [ Decline to State

O Ancther gender identity

O cuestio ning or unsure of gender identity

Revised 5-11-2021 &8

154



Training: Cultural Competency Training 3.0 - Follow Up Form

1.

Please enter your name (precisely with Last, First) as it will appear on the Certificate of Completion (example: Luna, Bella)
[REQUIRED]

What is your supervisor's name (Last, First]? [REQUIRED]

What is your supervisor's email address? [REQUIRED]

Are you currently employed by a County Agency or a Community-Based Organization/Contractor (Please select OME)?
[REGUIRED]

[ County Agency [Complete Question 2-5 as applicable, then Skip to Question 2]

] community-Bazed Organization/Contractor [Skips to Question 6]

] | do not work for & County Agency or 8 Community-Based Organization/Contractor [Skips to Question 8]

[IF COUNTY 15 SELECTED]: At which County Agency do you currently work? [REQUIRED]

[] ©range County CED ] ©C Community Resources [ Treasurer-Tax Collector

H Diistrict Attorney H Socisl Services Agency H Clerk of the Board
Sheriff-Coroner Jaohn Wayns Airport County Counsel

[ office of Independent Review [ oC Public Works [ intarmal Audit

] Probation [] OC Waste & Recycling ] O Ethics Commission

[ intarim Public Defender [ Assessor [ Registrar of Voters

E Child Support Services E Auditor-Controller [ cther
Health Care Agency Clerk-Recorder

[IF HEALTH CARE AGENCY |5 SELECTED]: In which HCA Department do you currently work? [REQUIRED]

[ Executive Office [ Regulatory / Medical Health Services

Administrative Services ] Correctional Heslth Services

Mental Health & Recovery Servicas
[ Fublic Health Services

[IF BEHAVIORAL HEALTH SERVICES 15 SELECTED]: What is the name of your division and pregram? [REQUIRED]
Marme of your Division (e.g., CYBH. P&I) Open-ended response

Marme of your Program (e.g., CAT, CCE3) Open-ended response

[IF COUNTYIS SELECTED]: What is your role within your program? [REQUIRED]
[ ManagerSupervisor [ sdministrative Staff [ Direct Service Provider O office/Support Staff

[IF COMMUNITY-BASED ORGANIZATION/CONTRACTOR 15 SELECTED]: What is the name of the Agency/Program you
work for? [REQUIRED]

| Open-ended response |

10. [IF COMMUNITY-BASED ORGANIZATIONSCONTRACTOR |5 SELECTED]: What is your role within your Agency/Program?

REQUIRED]
Manager/Supervisor [ Administrative Staff [ Direct Service Provider [0 office/Support Staff

By dicking the statement below, | attest to having viewed/completed: [REQUIRED]

- All 14 micro-learnings through Comerstone Cares

- TED Talk by Yerna Myers

- Implicit Association Test

- Article Titled "How to ldentify and Mitigate Unconscious Bias in the Workplace”

[ 1 understand and agres to the statements sbove.

Revised 5-11-2021 AP PLEASE A1S0 COMPLETE THE REVERSE SIDE. Thank you.
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APPENDINX/:
List d Culturally Competent Trainings

Training Title Date(s)

2021 Virtual Meeting of the
Minds Mental Health

Conferenceby Various 17Jun2l

Presenters

Adult Mental Health First | 9>Jun21
. o 11-May-21

Aid by Certified Mental

Health First Aid Trainers | 22 APr21

27-Feb21
Building the Beloved
Community Through Culturs 05-Apr-21

Humility (CIBHS)y Gloria
Morrow

Training Description

The Meeting of the Minds Mental Health Conferenc:
dedicated to raising awarenessurrounding menta
health, amplifying voices of those with lived
experiences, increasing cultural sensitivity, ¢
enhancing skills to improve patient careThis
conference $ also designed to enhance the skills
clinicians in addressing the various needf the
participants they servetaking into consideratior
various cultural needs and expectation. The confere
also provides people with lived experience a chanc
voicetheir concerns related to their care and to lee
0KS agKee NBII Nakhans dvorkivieh
them.

Mental Health First Aid teaches you how to ident
understand and respond to signs of mental illness
substance use disorders. This tramigives you the
skills you need to reach out and provide initial supy.
to someone who may be developing a maliealth or
substance use problem and help connect them to
appropriate care. This training covers common Si
and symptoms of mental illres and substance use,
well as how to interact with a person in crises ¢
O02yySOUG UGUKSY ¢gA0GK KSt Lo
Society has been significantlgnpacted by 4 majo
pandemics, COWVHDO, economic distress, politic
chaos, and racial injusticeThese pandemics take
together have increased the need for behavioral hei
services, especially for diver:
communities. Therefore, it is critical for dectors of
behavioral health services to understand and embr
their role as leaders by embracing and promoting th
pillars of diversity, equity, and inclusion to prepare i
environment and workflow for more effective
meeting the behavioral health mels of a diverst
clientele. This 2hour training will help directors c
behavioral health services to better understand &
accept their role in helping to build the belowv
community through cultural humility to promote
culturally responsive environménto promote and
celebrate diversity, equity, and inclusion which
ultimately positively impact clients and the workforc

156



Clinical Supervision: A Lens
on Multicultural

Competencyby Carol 10-May-21
Falender, Ph.D.

Cognitive Behavioral

Therapy_ and Relapse 21-3ul20
Prevention Strategieby 17-Now-20
James PeclsyD, and Grant

Hovik MA

Confidentiality Issues Facing

Substance Use Disorder ant

Mental Health Provilers by 15-Juk20
Andrew Kurtz, LMFT

Coping with the Journey of

Grief and Mourningoy 22-Jun21
Deborah SilverigPh.D.

Crisis Intervention Training :?1?5123?10ut
(CIT)y Certified CIT Trainer FY 21

Clinical suprvision represents an interseon of
knowledge, skills, and attitudes, with attitudes hav
received lesser attention. In this workshop
multicultural humility is the lens through which tt
competency areas of clinical supervision will

addressed.Focus will be on enhancing comieace in
light of emerging data that supervisees often perce
clinical supervision as ineffective or ev
harmful. Emphasis will be on clarity of supervisor rol
selfawareness and knowledge, in the context of ra
and cultural personal identities@oss the supervisor
triad (client(s), supervisee, supervisor), balanc
hierarchy with  collaboration, infusing met
competence, respectful discourse, ongoing feedb:
attention to emotional reactivity, trauma and emotic
regulation, and legal and etlataspects.

The purpose of this threbour virtual live training is tc
provide participants with a detailed owgew of CB
and relapse prevemn (RP) strategies, the availat
resources and encourage use of these strategies in
clinical practice.

This interadve virtual training will introduce
participants to the subject of ethical principles tt
underlie the provision of effective and principli
substance use disorder and behavioral he
treatment. This training will identifgnd describe issue
around boundaries and dual relationships, al
challenge participants to think about specific clini
situations that raise ethical dilemmas.

This program is designed to assist clinisiam
understanding the psychological, psychophysiolog
cultural, and theoretical views of grief and mournir
Four different theories will be discuskeTools will be
provided to clinicians to assist in the grief and mourr
process. Special emphasidll be placed on assessil
and diagnosing the differences between normal g
and complicated bereavement grief and depressi
Seltcare will also beighlighted.

CIT provides behavioral health trainings for f
responders in Orange County, includingaw
enforcement officers, public safety dispatchers, cam
safety officers, emergency medical services persor
firefighters, paramedics, and many more workinghe
community. CIT introduces first responders

recognize signs and symptoms of menildess and
teaches deesscalation techniques in mental heal
crises. It also promotes trauma informed care appro
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Cultural Competency 2.0
Trainingby Multiple
Preseners

Cultural Competency 3.0
Trainingby Multiple
Presenters

Early Childhood Mental
Health: Foundational
Principles and Practicdsy
Kristin Reinsberg, MS, LMF1
and Barbara lvins, PhD

Eye Moement
Desensitization &
Reprocessing Basic Training
Part 2by Trauma Recovery
HAP Trainer

Launched:
01-Jut20
Closed:
30-Dec20

Launched:
01-Sep20

15-Jun21
02-Jun21

08-Jan21
through 10
Jan21

to better support individuals with living with mental
health condition. CIT was established in 2008 to ra
awareness about the mentahealth needs of the
community, and it started with law enforcement offic
focused curriculum.Starting in FY 201, the contract
provider expanded the first respoler audience, whicl
now includes first responders mentioned above ¢
others in the commuity who may encounter someon
in a mental health crisis; in response to the commui
needs, they developed various curriculum tracks
audience, such as Situatiah Awareness, Traum
Informed Care, Voice Training, Vicarious Trauma
more.

This training provides an overview of a culture
responsive approach tond¢orporate into service
attitudes and interactions with clients. The concepts
culture, race, ethnicity, and diversity as well as stig
and selistigma are discussed. The training 3
demonstrates the influence of unconscious thought
our judgement & it relates to stereotyping and racisi
Strategies are also provided to recognize divgraitd
embrace uniqueness of other cultures beyond -
YFEAYAGNBLEY ! YSNAOI Yy Odz
This training provides an overview of a cultural
responsive approach to incorporate into serv
attitudes and interactions with clients. The concepts
culture, race, ethnicity, and diversity as well as stic
and selistigma are discussed. The training 8
demonstates the influence of unconscious thought
our judgement as it relates to stereotypingdracism.
Strategies are also provided to recognize diversity
embrace uniqueness of other cultures beyond -
YFEAYAGNBLEY ! YSNAOI Yy Odz

This 2day virtual workshop will focus on ¢
introduction to foundational principles and practices
the field of infant/early childhood mental health frol
pregnancy through the preschool years.

The EMDR Basic Training (weekend 1 and 2) is des
for licensed mental health practitioners who tre
I RdzA Ga YR OKAf RNBY Ay
comprehansive psychotherapy that accelerates t
treatment of a wide range of pathologies and fst
esteem issues related to disturbing events and pres
life conditions. EMDR is guided by the Adap
Information Processing model which addresses
unprocessed ramories that appear to set the basis f
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Eye Movement

Desensitization &

Reprocessing Therapy with = 14-Oct20
Children and Adolescentsy

Keunho Keefe

Getting the Best From
Yourself and Othes: Using
MBTI Type to Optimize
Leadership Effectiveness
(CIBHSDhy Patrick L. Kerwin

01-Mar-21

Leading and Developm
Teams Through a DEI Lens
(CIBHShy Janet Miller Evan:
MPA, PCC, EQCC

01-Feb21

Moral Reconation

Therapyby Kelly Coburn | 030¢t20

Recovery Based Clinical
Practiceby Mark Ragins,
M.D.

09-Now20

Recovery: The Promise of

Hopeby Keunho Keefe 09-Dec20

SelfCare for Holiday Blues
and COVID Stress &
Anxiety by Belinda McCleest

09-Dec20

a wide range of dysfunction. EMDR is a speeidl
approach that requires supervised training for 1
therapeutic effectiveness and client safety. The trair
will  consist of lecture, live and videotaps
demonstraions and supervised practice.

This training is designed to help clinicians who prim:
work with children and adolescents adaf@MDR
therapy to their population.

Diversity, equity, and inclusion is not only a busin
initiative but an ethical imperate. Trust, self
awareness, sensitivity, and collaboration is requirec
maximize team rsults. Participants are the key

creating a climate of inclusion and belonging for
healthcare team members, creating space
facilitates the maximum capacitp foster innovation,
creativity, and empathy.

Diversity, equity, and inclusion is not only a busin
initiative but an ethical imperative. Trust, se
awareness, sesitivity, and collaboration is required 1
maximize team results. Participants are theyk®
creating a climate of inclusion and belonging for
healthcare team members, creating space
facilitates the maximum capacity to foster innovatic
creativty, and empathy.

In this training, participants will learn
conduct/facilitate their own MRT groups. In particul
the presentation combines education, group a
individual counseling, and structures exercise desic
to foster moral development. The training consist a
lecture, discussion, group work, homework, &
AYRAQGARdZ £ SESNDA&SaD
This training will focus on how the principles &
practices of the Recovery Model can be integrated |
clinical pratOS Sy KFIyOAy3a Of .
collaboration between providers and clients, a
STTSOGAQPSYySaa 2F GNBFGY
Recovery and guiding principles of recovery will
defined, and the factorspromoting and hindering
recovery will be discussed in depth including video
interviews with individuals in the process of recowv
then sharing of stories and Q&A.

The goal is to provide the guideline on how -
effectively maintain welbeing during the COWIIO
pandemic and holiday season
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Suicide Awareness
Trainingby Deborah Silvé,
PhD.

16-Mar-21
08-Dec20

The Pandemic: What it
Reveals About Inequities in
Medicine- What if Offers in
Systemic Solutiondy Sergio
AguilarGaxiola, M.D.

03-May-21

Translating Culturally
Responsive Leadership Into
Actionby Le Ondra Clark
Harvey, Ph.D.

07-Jun21

Trauma and Parenting
During a Pandemiby
Gabriella Grant, MA

03-Now20

Suicide is the only fatality in the mental health field ¢
its prevalence is increasing worldwide. Evidence b:
research has led to the finding of specific therapies
are effective at treating both suicidal ideation a
behavior. This course will ger the epidemiology
etiology, risk and protective factors rfesuicide. The
course will cover the major theories of why peogj
commit suicide and provide an opportunity for men
health professionals to become familiar with eviden
based screening andgsessment tools, safety plannir
and treatment modalities forthe management o
clients at risk for suicide. Countertransference iss
and tips to mitigate the risk of malpractice whi
working with suicidal clients are presented as well
seltcare/copig strategies to reduce the risk of burnc
and vicarious tramnatization. Participants will b
provided with online resources and safety plann
APPS for clients to use for sedfyulation in betweer
sessions.

CKA& a[¢{ aSaaArzy gAff
how to infuse equity from a systentsvel and Dr.
AguilarGaxiola will lead participants htough
discussions about what local medical leaders can d
strengthen theirinpact on DEI and Racial Justice at
f20f FtYyR adGrasS fS@Sto
Diversity, guity, and inclusion is not only a busine
initiative but an ethical imperative Trust, self
awareness, sensitivity, and collaboration is requirec
maximize team results. Participants are the key
creating a climate of inclusion and belonging for
healthcare team members, creating space
facilitates the maximum capacity foster innovation,
creativity, and empathy.

There are many causes of trauma in famili&se ACE
studies reveal 10 common factors that stron
contribute to child maltreatment. And child
maltreatment is often caused by parents who we
abused or traumatized as childrerThis training wil
focus on providing a common definition of trauma,
defined by SAMHSA, review parental trauma anc
intergenerational correlates through the resear
discuss building safety within the parecitild
relationship through secure attachment strategies ¢
will review the effects of trauma on neurobiologic
development. Concepts from the Polyvagal Theory \
be reviewed to highlight the need for activation of t
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Traumalnformed Care
Approaches foWorking

with Individuals with 18-Aug20
Substance Use Disordeby

Andrew Kurtz, LMFT

Veteran's Conference2020

Annual OC Community

Behavioral Health 28-Aug20
Summitby Various

Presentes

Youth Mental Health First = 18-May-21
Aid by CertifiedMental 25-Feb21
Health First Aid Trainsr 24-Feb21

social engagement system as a protective facto
healthy socieemotional development.

Training is to introduce participants to the presentati
of trauma among clients and the relation betwe
traumatic experience and the development
substance use disorders.

Although the platform for this event is different th
year, we hope the Community Behavioral Hee
Summit can provide an opportunity to engage in aci
dialogte on how we can address the needs of
Veterans and their families and seek collaboral
suwpport for those needs. We intend to accomplish t
goal by discussing ways we work together to help
+SGSNIrya YyR GKSAN FlLY
god is to promote a seamless continuity of care for «
Veterans and their families both in amsut of the
Veterans Administration.

Youth Mental Health First Aid teaches you how
identify, understand and respond to signs of mer
illness and substance use disorders in youth. Thi
hour training gives adults who work with youth the sk
they need to reach out and provide initialgort to
children and adolescents (agesl18) who may be
developing a mental health or substance use prob
and help connect them to the appropriate care. T
training covers common signs and symptoms of me
illness and substance use, as well as hownteract
with a child or adolescent in crisis asdnnect them
GAOUK KSf Lo
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APPENDIX
NOTICE OF DISCRIMINATION

NOTICE OF NONDISCRIMINATION

AFFORDABLE CARE ACT (ACA) 45 CFR 92 SECTION 1557

The Crange County Health Care Agency complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, natienal origin, age, disability, or sex. Orange
County Health Care Agency does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.

The Crange County Health Care Agency:

* Provides free aids and services to people with disabilities to communicate effectively with us
such as:
= Qualified sign language interpreters
= Written information in other formats (large print, audio, accessible electronic formats,
other formats)
* Provides free language services to people whose primary language is not English such as:
= Qualified interpreters
« Information written in other languages

Let our staff know if you need these services.

If you have any difficulty obtaining these services, believe you have been discriminated against,
or wish to file a grievance related to any of these services or policies, you can file a grievance in
person or by mail, fax or emall at the contact information listed directly below. Kelly K. Sabet,
Civil Rights Coordinator at Orange County Hezlth Care Agency, is available to help you as
needed.

Orange County Health Care Agency

Attn: Kelly K. Sabet, Civil Rights Coordinator, Office of Compliance
405 W, 5'" Street, Santa Ana, CA 92701

714-568-5787, 711 (TTD), 714-834-6595 (Fax)
officeofcompliance@ochca.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https:/focrportal.hhs.gov/ocr/portal/lobby.jsf , or by mail or phone at:

.S, Department of Health and Human Services

200 Independence Avenue, SW Room 302F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-337-7697 (TDD)

Complaint forms are available at www.hhs.gov/ocr/office/filefindex.himl.
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APPENDIM:
INTERPRETATION SERVICES AVAILABLE
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