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The Los Angeles County Department of Mental Health (LACDMH) Quality
Improvement Annual Work Plan is organized into six (6) major domains, which
include: Service Delivery Capacity, Accessibility of Services, Beneficiary
Satisfaction, Clinical Care, Continuity of Care, and Provider Appeals. Each
domain is designed to address service needs and the quality of services
provided. The Quality Improvement Program is dedicated to fostering
consumer focused, culturally competent services and improving access to
underserved populations.

Los Angeles County is the most populated county in the nation with an
estimated population of 10,192,376 in Calendar Year (CY) 2015. The
estimated distribution by Ethnicity in the major designated ethnic categories
includes: Latinos representing 48.4%, Whites 28.3%, Asian Pacific Islanders
14.6%, African Americans 8.5%, and Native Americans representing 0.19%.
During Fiscal Year (FY) 15-16, a full array of mental health services were
provided to approximately 277,000 Children and Youth with Serious Emotional
Disturbance and Adults and Older Adults with Serious Mental lliness in jails,
juvenile halls, 24 Hour acute psychiatric care or residential facilities, LACDMH
Directly Operated (DO) and Legal Entity (LE) Contracted outpatient programs
and by Fee-For-Service (FFS) outpatient network providers. The Work Plan
goals focused on the Directly Operated and Legal Entity Contracted outpatient
programs that served approximately 217,028 persons Countywide.

This Quality Improvement Work Plan Evaluation Report details the progress
LACDMH has made with respect to the 2016 Annual Work Plan Goals. Out of
the 23 goals for CY 2016, 21 goals were either met or exceeded. Within the
six domains for Work Plan goals, each domain had at least one goal that was
met.

In addition to the analysis of unmet needs via Penetration Rates, trending
analysis of data for the last three years was used to further understand and
assess the adequacy of meeting the mental health service needs of the
population. Service Delivery Capacity Work Plan goals for CY 2017 are based
on the population living at or below 138% Federal Poverty Level and include
services to newly eligible under the Medicaid Expansion as of January 2014.
The expansion of services that accompanied healthcare reform is significant
for LACDMH and required the integration of physical health, mental health,
and substance use services.

The 2017 Quality Improvement Work Plan Goals are set by the Program
Support Bureau — Quality Improvement Division under the authorization of the
LACDMH Executive Management Team and in collaboration with LACDMH
Bureaus and Divisions including: ACCESS Center, Emergency Outreach
Bureau, LACDMH outpatient programs, Office of the Medical Director,
Patients’ Rights Office, Systems of Care, Service Area Quality Improvement
Committees, Underserved Cultural Communities, and the Workforce
Education and Training Division who have all contributed to this report.
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LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH

QUALITY IMPROVEMENT WORK PLAN EVALUATION
CALENDAR YEAR 2016
AND
QUALITY IMPROVEMENT WORK PLAN
CALENDAR YEAR 2017

INTRODUCTION

In partnering with consumers, families, and communities to provide culturally competent
opportunities for Hope, Wellbeing, and Recovery, the Los Angeles Department of
Mental Health (LACDMH) is committed to serving, improving, and making a difference
in the lives of Los Angeles County residents who have been diagnosed with mental
illness.

The National Strategy for Quality Improvement in Health Care (Affordable Care Act,
2011) has guided our efforts to achieve the three aims of improving the quality of care,
improving the health of consumers and their families, and providing affordable care.
Through ongoing innovation, we strive for an integrated model of healthcare that
encompasses mental health, physical health, and substance abuse services. LACDMH
is working to design and implement a next generation behavioral health service delivery
system, which provides an integrated array of high-quality and resiliency/recovery-
focused behavioral health services achieving the triple aim. We embrace the cultural
diversity of the communities we serve and recognize the highly diverse and
interconnected set of communities with unique cultures, strengths, challenges, and
behavioral health needs.

The QI Work Plan includes areas of performance measurement, monitoring, and
management regarding service delivery capacity; timeliness, accessibility, and quality of
services; cultural competency; and consumer and family satisfaction. The data
collected is analyzed and used for decision making, monitoring change, and for
performance management aimed at improving services and the quality of care.



SECTION 1
QUALITY IMPROVEMENT PROGRAM DESCRIPTION
Quality Improvement Program Structure

The Program Support Bureau (PSB), Quality Improvement Division (QID) is under the
administration and direction of the PSB Deputy Director. PSB-QID shares responsibility
with providers to maintain and improve the quality of service and the delivery
infrastructure. QID establishes annual Work Plan goals, monitors Departmental
activities for effectiveness, and conducts processes for continuous improvement of
services in collaboration with other Departmental Bureaus. The structure and process
of the LACDMH QI Program are outlined in Policy and Procedure 1100.01, Quality
Improvement Program Policy. QID works to ensure that the quality and
appropriateness of care delivered to consumers meets or exceeds local, State, and
Federal service standards. The QI Program is organized and implemented in support of
an organizational culture of continuous quality improvement that fosters hope,
wellbeing, resilience and recovery; reduces disparities; promotes consumer and family
involvement; improves cultural competency; and integrates the treatment of mental
health and substance use disorders with physical healthcare.

PSB-QID includes the following three (3) Units: the Cultural Competency Unit (CCU),
the Underserved Cultural Communities (UsCC)/Innovations (INN) Unit, and the Quality
Improvement (Ql)/Data-Geographic Information System (GIS) Unit. The CCU promotes
the development of appropriate mental health services that will meet the diverse needs
of Los Angeles County’s racial, ethnic, cultural, and linguistic populations. The CCU
provides technical assistance and training necessary to integrate cultural competency
into Departmental operations and works to implement the Cultural Competency Plan for
LACDMH. The UsCC/INN Unit has the responsibility for implementing one-time funded
projects within our system of care to build capacity and increase access for underserved
cultural communities; specifically, the African/African American, the American
Indian/Alaska Native, Asian Pacific Islander, Eastern European/Middle Eastern, Latino
and the Lesbian, Gay, Bisexual, Transgender, Queer and Questioning, Intersex, Two
Spirit (LGBTQI2-S) communities. The UsCC/INN Unit also implements the Community-
Designed Integrated Care Program (ICP) Model which promotes the establishment of
networks of care that include formal providers, non-traditional healers, and community-
based organizations to integrate physical healthcare, mental health care, and substance
use treatment for the five ethnic UsCC groups. The QIl-Data GIS Unit is responsible for
the collection, analysis, and reporting of LACDMH demographic and clinical data. The
QIl-Data GIS Unit conducts assessments of geographic distribution of mental health
services within LACDMH.



Quality Improvement Program Processes

The purpose in the design and implementation of the Countywide QI Program is to
ensure an organizational culture of continuous self-monitoring through effective
strategies, best practices, and activities at all levels of the system.

PSB-QID works in collaboration with Departmental staff to establish annual and
measurable QI Work Plan goals to evaluate performance management activities. The
QI Work Plan Goals are categorized into six (6) domains of State and Federal
requirements including the following: Service Delivery Capacity, Accessibility of
Services, Beneficiary Satisfaction, Clinical Care, Continuity of Care and Provider
Appeals. Evaluation of the Work Plan goals is published annually in a report and is
available online at http://psbgi.dmh.lacounty.gov/Ql.htm.

PSB-QID is responsible for the formal reporting on annual measurement of consumer
perception of satisfaction in six areas namely General Satisfaction, Perception of
Access, Perception of Quality and Appropriateness, Perception of Participation in
Treatment Planning, Perception of Outcomes of Services, Perception of Functioning
and Perception of Social Connectedness. The results are reported annually in the State
and County Performance Outcomes Report and are available online at
http://psbgi.dmh.lacounty.gov/Ql.htm.

Departmental Performance Improvement Projects (PIPs) are conducted to ensure that
selected administrative and clinical processes are studied to improve performance
outcomes. The QI Division collaborates and coordinates related QI activities with many
of the Bureaus, Divisions and Units within LACDMH including: the Quality Assurance
Division; ACCESS Center; Children’s System of Care (CSOC) Administration; Patients’
Rights Office (PRO); Office of Strategies for Total Accountability and Total Success
(STATS) and Informatics; Office of the Medical Director (OMD); Mental Health Services
Act (MHSA) Implementation Outcomes Unit; Emergency Outreach Bureau (EOB);
Service Area Quality Improvement Committees (SA QICs) and the multidisciplinary PIP
teams. The PSB-QID team works to engage and support the SA QIC members in QI
processes related to the QI Work Plan, specific PIP activities, and other QI projects
conducted at the SA level.

The Departmental Countywide Quality Improvement Council (QIC) is chaired by the
PSB-QID Mental Health Clinical Program Manager and Co-Chaired by a Regional
Medical Director from the Office of the Medical Director (OMD). The PSB-QID Mental
Health Clinical Program Manager also participates in the Southern California QIC, the
Statewide QIC, the LACDMH STATS, the Clinical Policy Committee, and the Executive
Dashboard. The supervisor of the CCU serves as the LACDMH Ethnic Services
Manager and is a standing member of the Departmental Countywide QIC, the
Departmental Countywide Cultural Competency Committee (CCC), and the Cultural
Competency, Equity, and Social Justice Committee (CCESJC).

The QI Program acts in coordination with the service delivery system. The
Departmental Countywide QIC meets monthly and includes standing representation
from each of the eight (8) Services Areas (SAs), LACDMH programs and divisions, and
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other stakeholders. All SAs facilitate their own SA QICs. Each SA QIC has a
Chairperson representing Directly Operated (DO) Providers and most have a Co-
Chairperson who represents the Legal Entity (LE) Contracted providers. The SA QIC
Chairperson and Co-Chairperson are representative members of the Departmental
Countywide QIC. SA QIC meetings provide a structured forum for the identification of
QI opportunities to address challenges and barriers unique to a SA.

At the provider level, all DO and LE Contracted providers participate in their own
Organizational QIC. In order to ensure the QIC communication feedback loop is
complete, all SA Organizational Providers are required to participate in their local SA
QIC. This constitutes a structure that supports effective communication between
Providers and SA QICs, up to the Departmental QIC, and back through the system of
care. An additional communication loop exists between the SA QIC Chairperson and/or
Co-Chairpersons and the respective SA District Chiefs and Service Area Advisory
Committee (SAAC). The SAACs are comprised of consumers, family members,
providers and LACDMH staff. The SAACs provide valuable information for program
planning and opportunities for program and service improvement. SAACs are a
centralized venue for consumers and family members to participate.

Performance Improvement Projects (PIPs)

As a part of the External Quality Review Organization (EQRO) requirements and
mandated by Title 42, the QI program is responsible for collaborating on SA QI projects
and PIPs. The QI Division is responsible for coordinating, organizing, and supporting
PIPs from and throughout the organization. Each year, QID conducts a Clinical and
Non-Clinical PIP. PIPs are conducted to ensure that selected administrative and clinical
processes are studied to improve performance outcomes.

Clinical Performance Improvement Projects (PIPs)

Implementation of Family Resource Centers (FRCs) to Improve Access and Continuity
of Care: This project was approved as a Clinical PIP for Fiscal Year (FY) 16-17 by the
EQRO Review team, in September 2016.

Family Resource Centers (FRCs) are designed to act as a welcoming and family-
friendly center within the community where families with children in need of mental
health services can go to obtain information and resources to navigate the mental
health, physical health and educational systems and participate in self-help meetings
and workshops. There is a great reliance on parents to provide care for their child who
is demonstrating symptoms of a Serious Emotional Disturbance (SED). FRC services
are designed for Children and Youth (birth to 21 years of age), their parents/relatives
and other caregivers. Consumers who demonstrate moderate symptoms of SED and
no longer meet the criteria for enrollment in Full Service Partnership (FSP), Field
Capable Clinical Services (FCCS), or Wraparound programs are eligible for enroliment
in FRCs. Services will also be made available to Children and Youth who have no prior
mental health treatment history and will benefit from FRC services. FRC services will
fall into one of two categories: Family Support Services and Mental Health Services.
Approximately, 200-300 clients will be enrolled in FRC programs and thirteen (13) FRCs
at DO programs with three positions and an optional Student Worker each will be
implemented.



For the Clinical PIP, the LACDMH Clinical PIP team will: (1) track number of unique
clients transitioned to a higher level of resiliency following implementation of the FRCs
at the Children’s Mental Health Centers (MHCs) and number of clients enrolled who
have no prior LACDMH treatment history; (2) track reduction in the use of inpatient and
urgent care services at three and six months post enroliment in FRC; (3) report
satisfaction rates for clients and their families on four subscales of the Youth Services
Survey (YSS), Youth Services Survey for Families (YSS-F) and Adult Consumer
Perception Survey at three and six months post enrollment in FRC services; and (4)
track number of services provided (claims) to parents/family members and the
unduplicated number of parents/family members receiving mental health services.

The Clinical PIP team of stakeholders, that consists of FRC Project Leads from the
Children’s System of Care Bureau (CSOC) Administration, the QID, as well as
managers, supervisors and key staff from FRC programs in SA 2, SA 3, SA 4, and SA 8
addressed program design elements critical to the implementation of FRCs while the
budget approval process was in progress. In October 2016, the Clinical PIP team leads
made essential steps towards FRC implementation by submitting the duty statements
for 38 positions and completing the FRC organizational charts for the DO programs and
Request for Service (RFS) to implement FRCs with LE Contracted programs. In
December 2016, the PIP team reviewed the YSS, YSS-F, and Adult survey domains
and agreed to use the General Satisfaction, Perception of Access, Perception of
Cultural Sensitivity/Quality and Appropriateness and Perception of Participation in
Treatment Planning subscales of the Mental Health Statistical Improvement Program
(MHSIP) domains as outcome measures, within FRC programs. In January and
February 2017, the PIP team explored and identified the role of Parent Advocates
(Community Workers) at FRCs. In February 2017, the process of developing the FRC
workflow was initiated and the potential sources of referrals and the services that FRC
programs will provide were discussed. The FRC implementation for DO programs was
tentatively scheduled for July 2017 and is now slated to be implemented in October
2017. Following implementation, the PIP team will focus on reviewing referrals to
FRCs, enroliment of eligible clients, and outcomes measures data collection.

Commercial Sexual Exploitation of Children and Youth (CSECY): The CSECY Clinical
PIP ended in April 2016. The LACDMH CSECY PIP team has continued its efforts to
increase CSECY awareness and training within Los Angeles County and an ongoing
guarterly CSECY team meeting schedule has been established. During CY 2016, the
CSECY team has made notable efforts towards enhancing community outreach and
collaborative relationships.

Community Outreach and Collaborative Relationships: The CSECY team has facilitated
community outreach activities that include: participation at community events;
presentations, trainings, and in-services on CSECY and human trafficking; and
consultation and resource-sharing. In addition to the CSECY team’s collaborative
efforts with other county agencies, such as the Department of Child and Family
Services (DCFS), Probation, Law Enforcement, Health Services, and Public Health,
Advocacy Groups, and the Department of Public Social Services (DPSS), the team has
been directly involved in the development of the Los Angeles CSEC First Responder
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Protocol (2014), and has regularly participated in Multidisciplinary Team (MDT)
meetings that are hosted by Succeeding Through Achievement and Resilience (STAR)
and Dedication to Restoration through Empowerment, Advocacy and Mentoring
(DREAM) which are CSEC Specialty Courts that serve Los Angeles County. The
CSECY team has joined forces with the Legislative Group (SB 855, WIC 165424.8) to
provide ongoing oversight and support. Their aim is to ensure effective collaboration in
the identification and provision of services within Los Angeles County. Collaboration
with the Interagency Council on Child Abuse and Neglect (ICAN) led to the ICAN CSEC
Taskforce, whose goal is to improve the effectiveness of the prevention, identification,
investigation, prosecution and provision of services for CSECY. A partnership with LA
Regional Human Trafficking Task Force was developed to investigate high-priority
trafficking crimes — particularly the sex trafficking of minors — while also bringing
together federal, state and local leaders to address the needs of trafficking victims. In
support of developing and implementing a Countywide protocol for minors, who testify
as witnesses in adult criminal human trafficking cases, the Victim Witness Testimony
(VWT) Workgroup partnership was initiated. Additionally, the Mental Health Provider
Roundtable was developed to provide support and resources to mental health providers
serving victims of CSECY. The roundtable allows for networking, resource-sharing, and
discussion of clinical topics that are applicable to the treatment needs of CSECY-
identified clients and complex trauma. The CSECY team has facilitated continual efforts
to identify and gather data on CSECY victims that may benefit from these community
outreach activities and partnerships.

CSECY Identified Client Data and Related Outcomes: Over 500 clinical and non-clinical
staff from DO and LE Contracted outpatient programs, juvenile justice camps, and
specialized foster care programs participated in the sixteen (16) CSEC 101 or specialty
CSECY trainings that were offered between April 2016 and February 2017. Over 400
LACDMH CSECY trained clinicians were granted access to the CSEC SharePoint site.
The Quality Improvement Division (QID) has continued to facilitate data collection,
technical assistance, and SharePoint site demonstrations. The CSECY team has
continued to discuss the purpose and process of gathering client data via the
SharePoint site and/or secure client data sharing between QID and clinicians during all
CSECY trainings, via email outreach to CSECY-trained clinicians and supervisors, and
as announcements during LACDMH Executive Providers’ and Quality Improvement
Committee (QIC) meetings. To date, 604 CSECY clients have been identified in
different settings — Juvenile Halls, Court Linkage Programs, and outpatient programs.
Of the CSECY clients identified, 255 clients were from juvenile halls, 77 clients from
outpatient programs and 272 individuals from Juvenile Court Mental Health Services
and MDT meetings. A total of 286 CSECY clients were identified between April 2016
and February 2017. During FY 15-16, LACDMH participated in the validation of a
screening tool developed by West Coast Children’s Clinic to further identify CSEC
Youth. The screening tool was piloted and normed at Central Juvenile Hall and will be
rolled out and used at the remaining juvenile halls.

The CSECY post-training experience survey was developed by the CSECY team in
further support of quality improvement and program development. The survey was
designed to explore each trainee’s experiences with CSECY since participating in
CSECY training. The survey will gather information on the clinician’s program (location,
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setting, and professional role), number of years of direct service experience, the
clinician’s self-reported awareness and confidence levels, number of potential CSECY -
victims that the trainee has identified following training, the types of services that were
provided (i.e., assessment, case management, therapy, etc.), and the number of
CSECY trainings the clinician received. In CY 2017, the CSECY Post-Training
Experience survey will be administered to all CSEC 101 training participants.

Non-Clinical Performance Improvement Projects (PIPs)

ACCESS Center Quality Assurance (QA) Protocol: For FY 16-17, this Non-Clinical PIP
was approved by the EQRO review team in July 2016 and involves the Implementation
of a Quality Assurance (QA) Protocol within the ACCESS Center.

The ACCESS Center serves as the entry point for mental health services in Los
Angeles County by providing referrals and linkages, resources, and crisis intervention to
callers seeking these services from the Los Angeles County Local Mental Health Plan
(LMHP). A team of multidisciplinary staff members provide referral/crisis services 24-
hours, seven days a week, including all holidays. For CY 2016, the ACCESS Center
received 147,565 calls. The implementation of the QA Protocol process is non-
punitive and designed to improve service delivery, customer service, and training.

The focus of this PIP is: 1) evaluating monthly between 24-32 random calls from the
entire consumer population that call the ACCESS Center during the study period; 2)
reviewing calls received on the 1 (800) line only; 3) training all agents on the QA
Protocol; 4) training all ACCESS Center supervisors on the QA Protocol and validation
of the calibration process; and 5) reviewing outcomes on a quarterly basis and through
continuous quality improvement, addressing areas identified for improvement during the
implementation of this PIP.

PIP team members meet monthly and review/discuss results for the following five (5)
outcome indicators: 1) Requesting Caller's Name; 2) Providing Specialty Mental Health
Service (SMHS) Referrals; 3) Demonstrating respect/customer service; 4) Documenting
the call; and 5) Offering Language Interpreter Services.

Per the outcomes data collected from baseline - Q1 (FY 16-17, July-Sept 2016)
through Q2 (FY 16-17, Oct-Dec 2016), there has been improvement in the following
areas: 1) Offering language interpreter services (84% to 89%) representing a 5
Percentage Points (PP) increase from baseline; 2) Requesting Caller's Name (88% to
93%) representing a 5 PP increase from baseline; 3) Demonstrating respect to caller
(95% to 99%) representing a 4 PP increase from baseline; and 4) Client information
was documented (60% to 77%) representing a 17 PP increase from baseline.

Vacancy Adjustment and Notification System (VANS): The Vacancy Adjustment
Notification System (VANS) was the Non-Clinical PIP successfully completed in April
2016. The LACDMH VANS PIP team members have continued their efforts to increase
the use of the application in additional SAs as well as improve the ability to search for
available slots. During CY 2016, the VANS team has made notable efforts towards
enhancing the application such as linking it to the Service Request Tracking System
(SRTS) for making timely and appropriate appointments.
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The VANS team members collaborated with the Office of Integrated Care and the
ACCESS Center staff to technically link the VANS application to the SRTS application.
The main purpose of this was to allow SRTS users to view currently available open
program slots when offering an appointment to a potential client. This would increase
the appropriateness of referral by searching for slots by service type as well as provide
geographic options to the client for receiving services. The PIP members worked
collaboratively with the IT teams from LACDMH and the Internal Services Department
(ISD) to create a revised and a more efficient search page by including filters for slots
by Age Groups served by providers, types of services available under General and
Special outpatient programs, Funding Type such as Medi-Cal versus Uninsured or
Indigent and Threshold Languages served by providers. This collaborative effort was
successfully launched in May of 2016.

In CY 2016 additional SAs, namely SA 2, SA 3, SA 6 and SA 8 were added to the
application. User IDs were created for providers in these SAs and technical webinars
were conducted for users as part of training for VANS users. Monthly SA reports, that
show utilization patterns of the VANS application by providers, were generated by QID
staff and made available to the SA District Chiefs. The outcome variable measuring the
number of clients referred for services using the VANS application was replaced with
number of Look-Ups of available slots in the VANS application through the SRTS
application and number of these Look Ups that led to an actual referral for an
appointment. Outcomes data for this new variable is currently in progress in
collaboration with the Chief Information Office Bureau (CIOB). In addition, a technical
webinar by QID for SRTS users on how to view available program slots in VANS inside
the SRTS application was conducted on June 15, 2017.

The VANS team continues to meet every other month to discuss the use of the
application and any technical or programmatic issues associated with the use of the
application. The remaining two SAs, SA 1 and SA 7 have implemented the VANS
application.



Cultural Competency Committee (CCC)

The Cultural Competency Committee serves as an advisory group for the infusion of
cultural competency in all LACDMH operations, service planning, delivery and evaluation
to improve the quality of services to the consumers we serve. Administratively, the CCC
is housed within the PSB-QID - Cultural Competency Unit (CCU). The LACDMH Ethnic
Services Manager (ESM) monitors all activities pertaining to the CCC and provides
technical support. The ESM is also the supervisor for the CCU and is a member of the
Departmental Countywide Quality Improvement Council (QIC). This structure facilitates
communication and collaboration for attaining the goals as set forth in the Departmental
QI Work Plan and the Cultural Competency Plan to reduce disparities, increase capacity,
and improve the quality and availability of services. Additionally, relevant CCC decisions
and activities are reported to the membership at each Departmental QIC meeting.

Comprised of 101 members, the CCC membership includes the cultural perspectives of
consumers, family members, advocates, DO providers, LE Contracted providers, and
community-based organizations. In addition to promoting participation of consumers,
family members and community members, the CCC considers the expertise from the
Service Areas’ clinical and administrative programs, front line staff, and management to
be essential for the mission of the Committee as well as the impact that it hopes to have
in our current system of care.

CCC Mission Statement

‘Increase cultural awareness, sensitivity, and responsiveness in the Los Angeles
County Department of Mental Health’s response to the needs of diverse cultural
populations to foster hope, wellness, resilience, and recovery in our communities.”

Leadership
The CCC is led by two (2) Co-Chairs elected annually by members of the Committee.
The roles and responsibilities of the Co-Chairs include:
+ Facilitate all meetings;
+ Engagement of members in committee discussions;
« Collaborate with the CCU in the development of meeting agendas;
» Appoint ad-hoc subcommittees as needed,;
« Communicate the focus of the CCC activities and recommendations to
diverse LACDMH entities; and
« Participate as a member of LACDMH System Leadership Team (SLT)
meetings and holds an appointed seat for the CCC.

For Calendar Year (CY) 2016, the CCC leadership was composed of:
e CCC Co-Chairs (LACDMH and Community representatives),
e LACDMH PSB Deputy Director, and
e LACDMH Ethnic Services Manager.

The CCC Co-Chairs and the ESM meet on a monthly basis with the PSB Deputy
Director to discuss CCC activities and projects. The CCC Co-Chairs are also members
of the Underserved Cultural Communities (UsCC) Leadership Group.



Membership

The membership of the CCC is culturally and linguistically diverse. Every year, the
ESM gathers demographical information on the CCC membership. For CY 2016, the
CCC membership reached 101 members, of which 35 were males and 66 were
females. The CCC members described their racial/ethnic identity as follows: “African
American, American Indian, Armenian, Asian Pacific Islanders (API), Chinese, Eastern
European, German, Korean, White, Mexican American, Chinese Latino,
Spaniard/Latino/American Indian, and American Indian/Chicano.” These descriptors
translate into eleven ethnic/racial/biracial/multiracial groups represented within the CCC.
Additionally, the following six languages are represented in the CCC membership:
English, Cantonese, German, Korean, Spanish, and Swabhili.

Key words to guide the CCC in 2016

The CCC engaged in a reflective exercise on what the concept of “cultural competency”
means to each member. Out of this exercise, the following four words were chosen by
the CCC to frame its activities for 2016:

Collaboration;

Community;

Equity; and

Inclusion.

CCC Goals and Objectives

At the end of each CY, the CCC holds an annual retreat to review its goals, activities
and accomplishments; vote on cultural competency objectives to be undertaken for the
next year; and reinforce the collaborative team atmosphere among committee
members. Once the CCC identifies areas of organizational cultural competency to be
addressed, it proceeds to operationalize its goals and objectives in the form of
workgroups. Each CCC workgroup identifies two co-leads and determines their goals,
projects, and meeting frequency. Throughout the CY, the co-leads from each
workgroup provide updates to the Committee at large during the monthly meetings for
purposes of receiving feedback.

1) For CY 2016, the CCC had three active workgroups. These include the following:

e Data and Forensic Diversion Workgroup: The goals of this Workgroup were to
advance the work products from CY 2015 by: 1) vetting a tool for LACDMH
Juvenile Hall and Camp clinicians, which aims at exploring the impact of cultural
perspectives on the youth’s perceptions of their mental health needs and
conditions; and 2) finding a general mechanism to highlight the importance of
data collection and utilization at the Service Area level.

e Outreach and Presentations Workgroup: The goal of this workgroup is to
enhance the communication and collaborations among the CCC, Service Area
Advisory Committees (SAAC) and the SLT via the SAAC liaisons.

e The Cultural Competency Research Workgroup: The goal of this workgroup is to
find alternative definitions for the term “competency” and to develop a list of
cultural tips that the LACDMH workforce can utilize when serving the ethnically
diverse populations in Los Angeles County.

10



Annual Report of CCC

Evaluation of CCC goals and objectives

The CCC conducted an internal mid-year assessment of the 2016 workgroups’ goals,
objectives and activities. Each workgroup made presentations to the CCC at large.
Additionally, each workgroup discussed and made recommendations as to how the
CCC will implement the workgroup’s products.

1) Data and Forensic Diversion Workgroup

Accomplishments included:

A PowerPoint presentation, “Using Data to Identify Community Cultural Needs”
to the CCC, and collection of completed pretests and posttests from the CCC
membership to determine acquisition of knowledge.

The “Cultural Formulation Index (CFl) Adaptation for Juvenile Justice Mental
Health Pilot Project” questionnaire. This questionnaire is being utilized for staff
training by the Juvenile Justice Mental Health Program-Camp Assessment
Unit.

Sample questionnaire items included:

o What are the most important aspects about your self-identity and
cultural background?

o Is there anything about your background or self-identity that can make
your situation better or worse?

o Sometimes people have various ways of coping with personal issues,
situations and hardships like yours. What have you done to cope?

o Often, people look to help from many different sources, including
different kinds of doctors, helpers, or healers. In the past, what kinds of
support, help, advice and/or treatment have you sought to help you
cope with personal issues and hardships?

2) The Outreach and Presentations Workgroup

Accomplishments included:

Updated packets containing basic information pertinent to cultural
competency for the SAACs to incorporate the Culturally and Linguistically
Appropriate Services (CLAS) standards, 2016 SAAC Liaison roster, and
LGBTQI2-S glossary.
Initiated collaborations with the SAACs to introduce the CCC PowerPoint
presentation.
Developed a handout containing the CCC membership responses to the
following question: What is the benefit of being part of the CCC?
= Sample CCC responses:
o Have a voice, share life experience, and represent other Native
Americans;
o Learning to understand the different cultures, not only people’s
backgrounds;
o Working on specific workgroup projects that highlight the
importance of cultural competency;
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o Learn from the CCC and take this learning back to the community;
and

o Utilize the guidance from the CCC presenters on the various topics
discussed during meetings.

3) Cultural Competency Research Workgroup
Accomplishments included:
e Selection of 200 articles and recent publications related to cultural
competency;
e I|dentification of strengths and weaknesses found in various definitions of
cultural competency; and
e Development of a handout which organizes research findings under the
following themes:
o Cultural competency related terms and definitions;
o Recent publications relevant to cultural competency; or
o References and tips for effective cross-cultural engagement.
This handout will be distributed at various LACDMH venues where CCC
presentations are conducted.

Recommendations to County Programs and Services

As an advisory group to LACDMH, the CCC provides feedback and recommendations
to various programs. The collective voice of the CCC is also represented at the SLT
monthly meetings. This practice ensures that the voice and recommendations of the
CCC are heard at these system wide decision-making meetings. The voice of the CCC
is also strengthened by the Co-Chairs’ participation in the UsCC Leadership Team.
Together, the CCC and UsCC subcommittees advocate for the needs of diverse
underserved cultural groups and the elimination of mental health disparities.

The CCC also has an impact on the system of care by inviting and scheduling
presentations from various LACDMH programs. These presentations take place during
the monthly CCC meetings. Feedback is either provided by the Committee at large or
an ad-hoc workgroup, when the Committee deems that an in-depth project review is
necessary. In CY 2016, the CCC reviewed and provided feedback for the following
Departmental, county and state level projects:

1) LACDMH Parameter for Assessment and Treatment of Individuals with Co-
Occurring Intellectual Disabilities (CID)
In January 2016, the CCC heard a presentation on Parameter 4.18, which was
created to address the challenges of providing culturally competent clinical
assessment, treatment, linkage and care to individuals with CID across the lifespan.
The Committee’s recommendations and feedback about the Parameter include:
¢ Intellectual and physical disabilities and abilities are elements of culture;
e Persons with CID need to be given the opportunity to reach their fullest
physical, emotional, psychological, and spiritual potential;
¢ Intellectual disabilities and capabilities vary in degree and persons with CID
have the same rights as everyone else;
e The lack of available services and trained staff is still a challenge;
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2)

3)

4)

e There is much need for CID training Countywide to increase sensitivity to
persons with intellectual and physical disabilities; and

e The CCC also praised the development of parameters for the assessment
and treatment of persons with intellectual disabilities.

Countywide Community Mental Health Promoters Program

In March 2016, the CCC welcomed the SA 7 District Chief for a presentation on the
Countywide Expansion of the Countywide Community Mental Health Promoters
Program. This presentation informed the Committee that the expansion will target
four additional UsCCs in specific languages selected by the UsCC subcommittees
as follows: American Indian/Alaska Native - English; African/African American -
Somali; Asian Pacific Islanders - Tagalog; and Eastern European/Middle Easterner -
Armenian. The recommendation was made for CCC members to participate in focus
groups to provide input on the training curriculum of the Countywide Community
Mental Health Promoters.

Integrating a Cultural Competency Framework for a Screening, Brief Intervention &
Referral to Treatment (SBIRT) Training
In April 2016, The SBIRT project was presented to the CCC as an evidence-based
practice for the identification, prevention and reduction of substance use disorders in
allied health care settings. The CCC provided the following specific feedback and
recommendations:

e Incorporate spirituality and faith into the SBIRT practice;

e Develop a cultural competency framework for the SBIRT training;

e Add definitions for technical terminology; and

e Keep in mind the beliefs and practices regarding substance use in various

cultural communities.

California Reducing Disparities Report (CRDP) Strategic Plan

In July 2016, the California Reducing Disparities Report (CRDP) Strategic Plan was
released a second time by the California Department of Public Health Office of
Health Equity (OHE). The CCC agreed to resubmit the detailed feedback and
recommendations developed in response to the first release of the CRDP Strategic
Plan in 2015.The CCC recommendations covered the following areas:

e CRDP Strategic Plan language revisions;

e Strategic plan rollout and distribution to the community;

¢ Increasing service accessibility;

¢ Inclusion of traditional and nontraditional service providers;
¢ Inclusion of faith-based providers;

e Workforce development; and

e CRDP Proposal evaluation.
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5) Cultural Competency in Chaplaincy Programs

6)

In September 2016, the CCC had the opportunity to listen to a presentation from a
Chaplain regarding the inclusion of cultural competency in chaplaincy services and
training. The guest speaker shared with the Committee the many instances in which
cultural diversity comes into play when families are experiencing serious illnesses
and deaths within their family circles. The CCC received this presentation with
interest and provided the following recommendations:

e Chaplaincy programs should recognize that mental health is deeply
connected to spirituality;

e The Chaplaincy curriculum needs to include information on mental health
conditions and the history of psychology;

e Chaplains should be mindful of the body, mind and spirit connection, and that
culturally competent approaches are needed in working with hospitalized
persons and their families; and

e Chaplains should be mindful of terms that may be perceived as stigmatizing,
such as “the dominant culture.”

Three-Year MHSA Program and Expenditure Plan Update

In October 2016, the District Chief from the MHSA Outcomes and Implementation
Division provided a presentation on the MHSA Three-Year Program and Expenditure
Plan, FYs 2017-2020. The feedback from the CCC included:

e The Community Services and Supports (CSS) Work Plan Consolidation
needs to specify the different types of housing covered,;

e Employment support services should have their own category with clear
strategies and be not be listed as a subcomponent of non-FSP services;

e The CCC’s need for information on the various workgroups currently working
on the MHSA Three-Year Program and Expenditure Plan in order to further
participation and feedback; and

e The need for client informing materials to be generated in order to assist
consumers’ understanding of the new service classifications.

Goals of Cultural Competence Plans

1)

2)

Cultural Competence Plan Requirements (CCPR) Updates

The ESM provides a monthly update on various cultural competency initiatives at
Departmental and state levels, including the status of the CCPR release. During CY
2016, the Committee engaged in discussions regarding updates to the Criterion 4 of
the CCPR, “Client/Family Member/Community Committee: Integration of the
Committee within the County Mental Health System”.

In particular, Criterion 4 of the CC Plan will include information on the group
affiliations of the CCC membership. A template table was circulated for members to
report group affiliations in which they act as cultural competency representatives.

The National Standards for Culturally and Linguistically Appropriate Services (CLAS)
In August 2016, the ESM reviewed the 15 CLAS Standards with the CCC and
provided several examples on how LACDMH has already implemented the CLAS.
Examples of how CLAS standards have been implemented at LACDMH are: Service
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Area-based Outreach and Engagement Teams; having a culturally and linguistically
diverse stakeholder process; and offering an extensive list of trainings related to
cultural competency. The CCC membership was encouraged to assess and
evaluate how their programs and agencies are implementing the CLAS Standards.

3) External Quality Review Organization (EQRQO) Review

Cultural competence is one of the core areas of content for the annual EQRO
Review. The CCC and CCU continue to play an active role by participating in
sessions pertinent to the Cultural Competence Plan and mental health disparities. A
detailed presentation regarding the CCU’s projects and activities was delivered by
the ESM during the 2016 EQRO Review. The CCC and UsCC subcommittee Co-
Chairs were also present the EQRO session on disparities and answered follow-up
guestions from the reviewers.

Additionally, in July 2016, the ESM informed the CCC about the EQRO Review
results specifying areas of strengths and areas for improvement related to cultural
competency. The CCC expressed satisfaction in hearing that the following were
areas of strength noted by the reviewers: The inclusion of spirituality in mental health
services and trainings; TAY supported employment and support services; expansion
of Mobile Outreach Teams for homeless persons; service expansion for Veterans
and Older Adults; and the UsCC capacity-building projects.

4) Medi-Cal Systems Review Protocol Training
The QID managers attended a training regarding the 2016 Annual Review Protocol
for “Consolidated Specialty Mental Health Services and Other Funded Services.”
The ESM brought information back to the CCC regarding protocol items pertinent to
the Cultural Competence Plan and the Committee’s goals and activities.

5) Cultural Competence (CC) Organizational Assessment
The ESM informed the CCC that a revision to the Organizational Assessment
Statement of Work (SOW) had been made in order to include the feedback from
various stakeholder and focus groups. The CCC will be asked to provide
recommendations towards the content of the CC Organizational Assessment once
the consultant for this project is hired.

Human Resources Report

In February 2016, the ESM provided an update to the Human Resources Bureau report
on the LACDMH bilingual certified employees by threshold language. This information
is valuable to the CCC and CCU as inquiries are often received from Programs seeking
assistance with language translation and interpretation services. The CCC was
impressed to hear that LACDMH’s workforce has 562 bilingual certified employees with
capability for 22 different languages. The languages most represented in the workforce
included: Spanish, Russian, Tagalog, Korean, Farsi and Mandarin.

Additionally, in October 2016, a representative from the Human Resources Bureau
made a presentation to the CCC regarding bilingual compensation and current
workforce linguistic capacity. The CCC was pleased to hear that in addition to covering
the 13 threshold languages of Los Angeles County, 24 additional non-threshold
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languages are represented in the LACDMH workforce, inclusive of: Bulgarian, Catalan,
Flemish, French, German, Greek, Hakka, Hebrew, Hindi, Italian, Japanese, Korean,
Laotian, Nahuatl, Pangasinan, Portuguese, Samoan, Swedish, Taiwanese, Toi Shan,
Turkish, Urdu, Visuyan and Yiddish. Suggestions and feedback from the CCC can be
summarized in the following:

Presentation to include the percentages of LACDMH staff who speak the various
languages listed in the PowerPoint;

For LACDMH to consider bilingual bonus differentials for bilingual employees
who meet the certification standards on all three aspects of the examination,
namely speaking, reading and writing;

Language representation needs to be expanded to reflect the communities
served by LACDMH,;

The list of LACDMH workforce languages lacks representation of prominent
communities in Los Angeles County, such as Eastern Africans; and

Invest in the bilingual certification of employees who are proficient in the
languages associated with the UsCC subcommittees.

LACDMH Organizational Assessment
The CCC utilizes the strategic areas identified in the LACDMH Cultural Competence
Organizational Assessment in planning its activities. The strategic areas include:

Cultural Competent System of Care;
Funding;

Human Resources;

Policy;

Structure,

Training;

Treatment Outcome Measurement; and
MHSA.

Different presentations are scheduled throughout each CY to provide information and
updates on various initiatives that fall under the cultural competence organizational
assessment strategic areas.

1) To address the strategic areas of Culturally Competent System of Care, MHSA and
Funding, the CCC has delegate representation at the LACDMH SLT meetings. This
allows the CCC to vote on Departmental initiatives that are related to cultural
competency. Some examples include: Expansion in services for the homeless and
wellness centers; MHSA 3 Year Program and Expenditure Plan; MHSA CSS Plan
consolidation; and housing support services and jail diversion services.

2) To address the strategic areas of Human Resources and Training, the ESM briefed
the CCC on the number and languages of bilingual certified staff as well as the
LACDMH Cultural Competence Training Plan, which was disseminated to all the SA
QIC’s.
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3)

To address the strategic area of Structure, cultural competency updates continue to
be provided in all the monthly Service Area QIC meetings. Examples of updates
done by ESM and CCC co-chair include 2016 CCC workgroup activities, CCU
projects, and statewide initiatives regarding cultural competence.

Training Plans

1)

2)

3)

Mental Health and Spirituality Conference
During April and May 2016, the CCC developed a workshop for the Mental Health
and Spirituality Conference via an ad-hoc workgroup. The workshop curriculum,
presentation materials, and the role of the panel presenters were vetted by the
Committee at large. The workshop was titled: “Beyond the Horizon: Shifting Cultural
Perspectives” and it covered the following topics:
e Definitions of culture, cultural competency, and shifting cultural perspective;
e The Cultural Competency Committee;
e Research findings on the inclusion of spirituality in healthcare; and
e A Panel presentation based on the following four questions:
o What does spirituality mean to you and to your culture?
o Inyour culture, how is mental health perceived and addressed?
o How does your spirituality help you cope with the traumatic experiences in
your life and support your recovery/healing?
o How can mental health professionals and clergy be culturally sensitive and
support your spirituality in providing services?
Overall, the CCC workshop was very well received. It was attended by consumers,
family members, LACDMH staff, and faith-based leaders. The evaluations were
positive and supportive of future conference presentations.

CCC presentation at the Mental Health Commission and SAAC Committee

In March 2016, the CCC was invited to present before the Mental Health
Commission and the SAAC Committee. The presentation was delivered by the CCC
Co-Chairs and ESM. The presentation included the CLAS definition of culture,
definition of cultural competency, historical background on the CCC, demographical
information, 2016 workgroups, and current activities. The presentation was well-
received. Among the questions that rose was: “How is the work of the CCC
reaching consumers?” The ESM made the recommendation that the Workgroups
keep this question in mind when setting and documenting their goals, objectives and
activities.

Cultural Competence Trainings

The CCC continues to regularly provide information on LACDMH trainings and
conferences related to cultural competency that are available to service providers
and community members. This information is documented in the CCC minutes,
which in turn are distributed to all the SA QICs.
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4) Cultural Competence 101 training
The CCC was informed about the Cultural Competency 101 training purpose,
content, number of LACDMH staff trained, and recommendations on how to
enhance the cultural competency of existing Programs to improve the quality of
services, and video links as follows:

e Part 1: Basic definitions, regulations related to cultural competency,
LACDMH strategies to reduce mental health disparities, and LACDMH
demographical and client utilization data
[Duration: 37 minutes]
http://file.lacounty.gov/SDSInter/dmh/1010011 CulturalCompetenceVideov4p
artl.wmv.wmv

e Part 2: Cultural humility, client culture, stigma, elements of -cultural
competency in service delivery, and resources
[Duration: 31 minutes]
http://file.lacounty.gov/SDSInter/dmh/1009914 CulturalCompetenceVideov3p
art2.wmv

e Part 3: Cultural competency scenarios and group discussion
[Duration: 18.5 minutes]
http://file.lacounty.gov/SDSInter/dmh/1009805 CulturalCompetenceVideov3p
art3.wmv
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http://file.lacounty.gov/SDSInter/dmh/1009805_CulturalCompetenceVideov3part3.wmv
http://file.lacounty.gov/SDSInter/dmh/1009805_CulturalCompetenceVideov3part3.wmv

PSB-QID UNIT PROGRAM DESCRIPTIONS

The PSB-QID Cultural Competency Unit (CCU)

The Cultural Competency Unit (CCU) is one of three Units of the PSB-QID. This
organizational structure allows for cultural competency to be integrated into PSB-QID
roles and responsibilities to systematically improve services and accountability to our
consumers, their family members, and the communities we serve. This structure also
places the CCU in a position to collaborate with several LACDMH Programs such as the
Underserved Cultural Communities (UsCC) Unit, the Patients’ Rights Office (PRO), the
Workforce, Education and Training (WET) Division, Mental Health Services Act (MHSA)
Implementation and Outcomes Division and the Service Area Quality Improvement
Committees (SA QICs). The supervisor for the CCU is also the LACDMH ESM. This
strategy facilitates the administrative oversight of the Cultural Competency Committee
(CCC) activities and for the Unit to anchor the Cultural Competence Plan Requirements
(CCPR) and the California Reducing Disparities Project (CRDP) reports as our
Departmental framework to integrate cultural competency in service planning and
delivery. The CCU promotes awareness and utilization of this framework to reduce
disparities; combat stigma; promote hope, wellness, recovery and resiliency; and serve
our communities with quality care.

Most salient activities of the CCU in CY 2016:

1) Cultural Competency Trainings and Presentations
A. New Employee Orientation (NEO)
The CCU participates in the NEO and provides cultural competency presentations to
introduce new employees to the functions of the CCU, Los Angeles County
Demographics and threshold languages, the National Standards for Culturally and
Linguistically Appropriate Services (CLAS), the CCPR, and LACDMH strategies to
reduce mental health disparities.

B. “Cultural Competency 101" Training
In response to the 2016 EQRO Review recommendation for system-wide training in
cultural humility, the ESM developed a two (2)-hour foundational training titled
“Cultural Competency 101.” Designed as a train-the-trainer tool for the SA QIC
members, the content of this training included:
e Introduction and definitions;
Federal, State and County regulations pertinent to cultural competency;
The CLAS Standards;
LACDMH Strategies to reduce mental health disparities;
Cultural humility;
The client culture and stigma;
Elements of cultural competency in service delivery;
County of Los Angeles and LACDMH demographics;
How cultural competency applies to service delivery; and
Resources.
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The training was made available to the membership of the eight SA QICs and five
training sessions were conducted by the ESM in September 2016. Approximately
230 DO and LE Contracted providers were trained, inclusive of
Management/Administration, direct service providers, and clerical/support staff.
The Cultural Competency 101 training was very well-received. Additionally, training
evaluation feedback included requests for “Cultural Competency 101" to become
available to all providers.

Furthermore, the pretests and posttests utilized for the “Cultural Competency 101"
training allowed the CCU to gather feedback from the participants on how to
advance cultural competency in our system of care. There were recurrent themes in
the feedback that was collected.
e Continue providing on-going cultural competence training.
e Promote opportunities for staff to engage in cross-cultural dialogue and self-
reflection/experiential exercises.
e Partner with consumers and obtain their input on the effectiveness of existing
programs.
e Translate all LACDMH forms into the threshold languages.
e Assess and evaluate the effectiveness of programs, interventions, and
whether client needs are being properly met.
e Assess and evaluate changes in cultural groups and barriers to service
accessibility.
e Gather feedback from staff.
Provide a safe workplace environment conducive to the exploration of cultural
issues.
Secure professional American Sign Language (ASL) interpreters.
Continue providing language translation and interpretation services.
Follow a strength-based model.
Promote kindness.
Remove waterproof glass and security guards from lobbies.

The Cultural Competency 101 training was recorded and the hyperlinks were made
available to the SA QICs for dissemination to all DO and LE Contracted providers.
The total time duration of the online version of the training is approximately 1.5 hours.
It was strategically divided into the following three parts, in the event that Providers
preferred to show the training video in shorter segments:

Part 1: Basic definitions, regulations related to cultural competency, LACDMH
strategies to reduce mental health disparities, and LACDMH demographical and
client utilization data [Duration: 37 minutes]

http://ffile.lacounty.gov/SDSInter/dmh/1010011 CulturalCompetenceVideov4partl.wmv.wmyv

Part 2: Cultural humility, client culture, stigma, elements of cultural competency in
service delivery, and resources [Duration: 31 minutes]
http://file.lacounty.gov/SDSInter/dmh/1009914 CulturalCompetenceVideov3part2.wmv
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2)

3)

Part 3: Cultural competency scenarios and group discussion [Duration: 18.5 minutes]
http://file.lacounty.gov/SDSInter/dmh/1009805 CulturalCompetenceVideov3part3.wmv

The SA QICs were informed that this training meets the CCPR for 100% of staff to
receive annual cultural competence training, inclusive of clerical/support, direct
service providers, and management/administration. Additionally, it was brought to
their attention that all Program Directors/Program Managers will be required to attest
that 100% of their staff completed an annual cultural competence training in CY
2017. Directly Operated Program Managers will attest in the fourth Quality
Assurance Quarterly Monitoring Report and Legal Entities/Contracted Providers will
attest in the Annual Quality Assurance Monitoring Report.

Health Agency Workgroup: Access to Culturally Competent and Linguistically
Appropriate Programs and Services

Cultural competency is one of the Board of Supervisor's Health Agency strategic
priorities. From its inception, the ESM was invited to participate in this Workgroup
for the implementation of cultural competency across the Departments of Health
Services, Mental Health and Public Health. The overarching priority of the
Workgroup is to “Ensure access to culturally competent and linguistically appropriate
programs and services as a means of improving service quality, enhancing customer
experience, and helping to reduce health disparities.” Examples of the Health
Agency Workgroup’s accomplishments for CY 2016 include:

e The standardization of three (3) survey questions that assess the consumers’
experience with cultural and linguistic services received in outpatient
programs;

e Review of demographic information pertinent to race, ethnicity, language,
sexual orientation, and homeless status for standardization in the Health
Agency; and

e |dentification of community-based programs to be implemented and strategies
to cross train existing staff.

Cultural Competence Plan Requirements (CCPR)
The ESM developed the LACDMH 2016 Cultural Competence Plan Update.
Information was gathered from various LACDMH Programs/Units and organized as
evidence that LACDMH met the CCPR in the following areas:
e A commitment to cultural competence,;
e Updated assessment of service needs;
e Strategies and efforts for reducing racial, ethnic, cultural and linguistic mental
health disparities;
e Client/family member/community committee: Integration of the Committee
within the LACDMH mental health system;
e Culturally competent training activities;
e Los Angeles County’s commitment to growing a multicultural workforce: hiring
and retaining culturally and linguistically competent staff;
e Language capacity; and
e Adaptation of services.
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4)

5)

6)

LACDMH Cultural Competence Training Plan

The ESM, in collaboration with the PSB-QID and PSB-WET Division managers,
developed the LACDMH Cultural Competence Training Plan in accordance with the
CCPR. The Plan highlights the following information:

e The commitment of LACDMH to provide quality cultural competence trainings
to build a multicultural awareness, knowledge, sensitivity, skills and values of
its workforce;

e Specialized trainings provided by the PSB-WET Division which address a
multiplicity of cultural competency elements such as ethnicity, age, gender,
sexual orientation, forensic population, homeless population, hearing-
impaired population, spirituality, and client care;

e Guidelines for inclusion of cultural responsiveness in all trainings;

LACDMH foundational cultural competence trainings;

Sample cultural competence related specialty mental health trainings;
Language interpreters training and monitoring; and

Monitoring of staff skills and skills learned in trainings.

Over 300 trainings are offered during each FY, covering a wide spectrum of
culturally relevant issues including lived experience concerns, language interpreter
trainings and culture-specific conferences.  The majority of these training
opportunities are equally available to DO and LE Contracted Providers.

Participation in the 2016 Medi-Cal Systems Review
The CCU played an active role in the preparation and presentation of evidentiary
documentation for the Access Section of the 2016 Medi-Cal Systems Review, which
involved demonstrating that LACDMH has:
e A mechanism to ensure that interpreter services are offered to limited English
proficiency individuals;
e Policies and procedures that comply with the prohibition of utilizing family
members and minor children as language interpreters;
e Community information and education plans for specialty mental health
services;
e Cultural Competence Plan annual updates; and
e A LACDMH Cultural Competence Committee that participates in the planning
provides reports to quality assurance/quality improvement programs, and
documents its activities in an annual report as required by the CCPR.

External Quality Review Organization (EQRO) Review

The CCU actively participated in the annual EQRO Review. The Unit coordinated
the collection of reports from fourteen (14) programs regarding their current
strategies to reduce mental health disparities, consumer utilization data, staff
trainings and workforce development. The CCU also provided technical assistance
to the programs for the completion of these reports. The collective information
gathered was utilized for the 2016 LACDMH CC Plan Update and EQRO evidentiary
documentation. Additionally, the ESM provided an in depth presentation on the
CCU’s activities in the disparities session of the EQRO Review.
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7)

8)

9)

Countywide Community Mental Health Promoters Program

The CCU continues to be involved in the implementation of the Countywide Mental
Health Promoters program. Cultural and linguistic adaptations will increase mental
health accessibility, mental health education, and knowledge of mental health
resources to four additional ethnic groups in the specific languages selected by the
UsCC subcommittees: For American Indian/Alaska Native - English, African/African
American - Somali, Asian Pacific Islanders - Tagalog, and Eastern European/Middle
Easterner - Armenian.

In September 2016, the CCU completed a careful review of the 73-page long
Request for Services (RFS), “Training for and Services Provided by Community
Mental Health Promoters”. Detailed recommendations were provided to SA 7
Administration.
e Train Mental Health Promoters to address the LACDMH mental health
disparities by SA in terms of ethnicity, age group and gender.
e Develop a backup plan for attrition within the original group of 12 mental
health promoters.
e Ensure that the project coordinator/supervisor is clinically trained to assist the
Mental Health Promoters with crisis intervention (e.g. community members
who are suicidal).

CCC Administrative Oversight

The CCU continues to provide on-going technical assistance and administrative
oversight conducive to the attainment of the CCC’s goals and objectives. The ESM
monitors all activities pertaining to the CCC and provides updates on the CCU’s
projects as well as cultural competency initiatives at the State and County levels,
during CCC meetings. The ESM also participated in the CCC Leadership meetings,
with the CCC Co-Chairs and the PSB Deputy Director to plan meeting agendas,
objectives and activities. The ESM developed the CCC annual report including
tracking of committee demographics such as ethnic, gender, cultural expertise, and
language expertise of the membership. The report also provides and in-depth
summary of the goals and objectives of the committee as well as activities of the
committee according to the Cultural Competence Plan Requirements: reviews and
recommendations to County programs and services, goals of cultural competence
plans, human resources report, County organizational assessment, and training
plans.

Provision of Technical Assistance for Various LACDMH Programs
e PSB-WET Division

The ESM participated in meetings regarding the implementation of a
mechanism to track staff participation in cultural competence trainings offered
by the PSB-WET Division. The tracking by staff function
(administration/management, direct service, and clerical/support) will satisfy
the CCPR related to the provision of cultural competence training to 100% of
the workforce.
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10)

11)

e Underserved Cultural Communities (UsCC) subcommittee involvement
The ESM continues to participate and collaborate with the UsCC Latino and
LGBTQ subcommittees, and other subcommittees upon request.

e MHSA Implementation and Outcomes Division
The ESM participated in the Prevention and Early Intervention (PEI)
Regulations Stakeholder Workgroup with representatives from the State.
One of the main areas of focus was the culturally appropriate collection of
sexual orientation and gender identity data.

e Three-Year MHSA Program and Expenditure Plan
The ESM participated in the Countywide PEI Workgroup for the Three-Year
MHSA Program and Expenditure Plan to ensure inclusion of cultural
competency in PEIl program planning and development. A series of six
weekly meetings were attended during which, the ESM advocated for
emerging ethnic populations to be included in the PEI Plan. The Workgroup
responded positively to the ESM’s recommendations and is currently
gathering information on Los Angeles County’s demographics, risk factors,
and protective factors pertinent to the growing refugee population.

Data Collection, Analysis and Reporting of Preferred Language Requests

The CCU continues the collection and analysis of all the preferred language
requests reported by LACDMH providers via their Initial Request & Referral Logs
for Culture Specific Mental Health Services. The Unit produces monthly and
annual summaries of the total requests for preferred threshold and non-threshold
languages by Service Area. These reports are utilized to track the language
requests from LEP consumers at the time they access mental health services.

Implementation of the PSB-CCU Mailbox for Technical Assistance

In December 2016, the CCU implemented a mailbox to address questions
regarding the annual cultural competence training requirements, other Cultural
Competence Plan Requirements, and questions related to cultural competence in
general. The mailbox address is PSBCC@dmh.lacounty.gov and became
operational in February 2017.
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The PSB-QID Underserved Cultural Communities (USCC) / Innovations (INN) Unit
(Formerly known as the Under Represented Ethnic Populations — (UREP)/INN Unit)

Background: One of the cornerstones of the Mental Health Services Act (MHSA) is to
empower Under Represented Ethnic Populations (UREP). In June 2007, the
Department established an internal UREP Unit. The UREP Unit has established
subcommittees dedicated to working with the various under represented ethnic and
cultural populations in order to address their individual needs. These subcommittees
are: African/African American; American Indian/Alaska Native; Asian Pacific Islander;
Eastern European/Middle Eastern; Latino; and Lesbian, Gay, Bisexual, Transgender,
Questioning, Intersex, and Two Spirit (LGBTQI2-S).

As of January 2016, UREP was renamed as Underserved Cultural Communities
(UsCC) to be inclusive of all cultural communities. Each UsCC subcommittee is
allotted one-time funding totaling $100,000 per fiscal year to focus on Community
Services and Supports (CSS) based capacity-building projects. This unique
opportunity draws on the collective wisdom and experience of community members to
determine the greatest needs and priorities in their communities. Project proposals
are created and submitted via a participatory and consensus-based approach. The
following are the projects implemented:

I. African/African-American (AAA) UsCC Subcommittee

Resource Mapping Project: Funds were allocated to develop a community resource
directory titled “Life Links.” Community resources, service providers, and agencies
were identified in South Los Angeles County, where there is a large African/African-
American (AAA) population. This directory, of approximately 300 services and listings
of unique interest to specific cultural groups, includes names, addresses, contact
information, hotlines and toll-free numbers. This community resource directory has
been updated three times and the fourth reprint was completed on January 19, 2017.

Sierra Leone Community Mental Health Training and Education Project:
Community members of Sierra Leonean descent were trained as advocates and
facilitated community mental health awareness presentations to the larger community.
Additionally, they provided assistance to community members and helped them cope
with their losses and concerns related to the Ebola outbreak. This project was
implemented on October 1, 2015 and it was completed on April 30, 2016.

Outcomes:
e Fifteen (15) community members were trained to become Sierra Leone
Community Advocates;
e Forty-eight different community presentations were completed by these
Advocates; and
e A total of 480 community members were outreached.

AAA Mental Health Informational Brochures: Brochures will be used to outreach
and engage underserved, inappropriately served and hard-to-reach AAA ethnic
communities such as African-American, African immigrants, and Pan-African
community members. The brochures will be used to educate and inform these
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ethnically diverse communities on the benefits of utilizing mental health services and
provide referrals and contact information. The informational brochure will be
translated into two (2) different African languages: Amharic and Somali. The content,
translations, and graphic of the brochures have been completed. The printing of these
brochures was completed on January 19, 2017.

For FY 16-17 the following projects have been approved and implementation is
underway as of September 1, 2016:

e Black Male Mental Health Awareness Campaign — This project will increase
mental health awareness and spread learning through community presentations
in Los Angeles County. The project will outreach to Black males 16 years old
and older via community presentations. It will target those who are not currently
involved in the public mental health system, but who might benefit from learning
more about mental health.

e African American Women Leadership and Wellness Mental Health Outreach
Project - The objective of this project is to engage and empower African
American women to seek mental health services. This is a Countywide
advocacy, leadership, holistic wellness, spirituality and mental health outreach
project for African American women ages 18 years and older. It aims to break
down stigma related to mental health services among African American women.

e African Immigrants and Refugees Mental Health Outreach Projects - This is
a mental health outreach project for African immigrants and refugees from
Nigeria, Somalia, Ethiopia, Liberia, and Ghana. The purpose of this project is to
outreach and provide mental health awareness, education, linkage and referral
services to these underserved groups in a non-stigmatized manner using
culturally sensitive techniques designed to improve and sustain their quality of
life.

Il. American Indian/Alaska Native (AI/AN) UsCC Subcommittee

Al/AN 2016 National Mental Health Awareness Month Media Outreach Campaign:
The media outreach campaign consisted of advertisements that aired on two local
television channels (CBC and KCAL) and one radio station (KNX1070) in order to
increase awareness of mental health issues faced by the Native American community
and to provide community resources. The advertisements aired throughout the month
of May 2016, which was National Mental Health Awareness Month. The media
campaign also included a digital media campaign on the CBSLA.com website.
Additionally, an interview of Mirtala Parada Ward, LCSW, Mental Health Clinical
Program Head, was conducted by Tami Heidi of the CBS Radio public service
broadcast show, Open line. The interview was approximately 8 minutes long and was
broadcast 5 times (one time each on 94.7FM KTWV, 101FM KRTH, 106.7FM KROQ,
97.1FM KAMP, and 93.1FM JACKFM).

QOutcomes:
e The television advertisements on CBS and KCAL aired a total of 196 times.
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e The radio advertisements on KNX1070 aired a total of 170 times.

e The CBS report shows that 89.3% of the Los Angeles households were reached,
with a total of 12,202,000 Impressions (the total number of times households
exposed to the commercials). These households saw the TV exposure with a
frequency of 2.5 times.

e The advertisements that ran on KNX1070 delivered 4,649,600 impressions and
reached 1,539,900 unduplicated adults (age 18+) an average of 3 times during
the campaign period.

e The digital media campaign on CBSLA.com provided a total of 153,641
Impressions.

e The Open Line program delivered an estimated 61,000 additional listeners.

For FY 16-17 the following projects have been approved and implementation is
underway as of September 1, 2016:

e Mental Health Clinical Training Project - Research indicates there is a lack of
well-trained mental health professionals who have the skills to effectively treat
the unique mental health needs of the American Indian/Alaska Native population.
Therefore, the American Indian/Alaska Native Clinical Mental Health Training will
provide mental health clinicians with an unprecedented opportunity to become
trained in identifying and treating the uniqgue mental health needs and challenges
faced by the AI/AN population. These trainings will be conducted once in Service
Areas 2, 3, 4, 5, and 6 and twice in Service Areas 1, 7, and 8. A total of 440
mental health clinicians will be trained by the end of this project.

e The American Indian/Alaska Native Metro Bus Advertisement Campaign —
The goal of this project is to promote mental health services, increase the
capacity of the public mental health system, and reduce stigma. This campaign
will last for three months and advertisements will be placed inside and outside
the Metro buses throughout Los Angeles County.

lll. Asian Pacific Islander (API) UsCC Subcommittee

The API Family Member Mental Health Outreach, Education and Engagement
Program: This project was implemented on August 17, 2015 and was completed on
August 30, 2016. The purpose of this project was to increase awareness of mental
illness signs and symptoms for API families so that they know when and how to connect
family members to mental health services. The ethnic communities being targeted
include the following: Chinese community (Cantonese and Mandarin-speaking),
Viethamese community, Korean community, South Asian (Indian/Hindi-speaking)
community, Cambodian community, and the Samoan community. There were 12
Outreach, Education and Engagement (OEE) events (two per target population) held;
451 API consumers, family members, and community members were reached, which
consisted of the following API subgroups: 80 Chinese, 66 Vietnamese, 84 Korean, 84
South Asian, 57 Cambodian, and 80 Samoan.

The Samoan Outreach and Engagement Program: In 2016, LACDMH utilized CSS
funds to continue the Samoan Outreach and Engagement Program in order to increase

27



awareness of mental illness, knowledge of mental health resources and decrease
stigma related to mental health in the Samoan community. LACDMH contracted with
Special Services for Groups (SSG) who partners with two Samoan community-based
agencies to conduct individual and group outreach and engagement activities with the
Samoan community in Service Area 8, which has the largest concentration of Samoans
within Los Angeles County. This program completed its first year of implementation on
June 30, 2016 during which 542 mental health education workshops were conducted
and 2,478 individuals were reached. In addition, during the first quarter of FY 16-17
152 mental health education activities were conducted that reached 812
individuals. Workshop activity topics included mental health awareness, stress
management, depression, peer pressure, grief and loss, mental health myths and facts,
mental health stigma, mental health resources, and suicide. Most of the activities were
provided in Samoan (58%). As of September 2016, activities were held at various
community locations including churches (74% of activities), community member homes
(14%), Samoan agency offices, community centers, and other community locations
(parks, etc.). Attendees continue to be mostly adults (77%), females (59%) and
Samoans (88%) who speak English as their primary language (61%).

Outcomes:

e 99% strongly agree or agree that their knowledge of mental health issues in the
community has increased as a result of the activity.

e 99% strongly agree or agree that their knowledge about mental health services
available for the Samoan community has increased as a result of the activity.

e 99% strongly agree or agree that they can better recognize the signs of mental
health issues as a result of the activity.

e 99% strongly agree or agree that they know where to go for help with mental
health issues (for themselves or others) as a result of the activity.

e 99% strongly agree or agree that they can be more accepting of someone with
mental health issues (themselves included) as a result of the workshop.

e 98% strongly agree or agree that Samoan culture can influence how one views
mental health.

e 99% strongly agree or agree that stigma (shame) can keep individuals from
getting help for mental health issues.

e 99% strongly agree or agree that stigma (shame) can keep individuals feeling
bad about themselves if they experience mental health issues.

e 99% strongly agree or agree that seeking help for mental health issues is
important.

For FY 16-17 the following project has been approved and implementation is underway
as of August 15, 2016:

e Multimedia Mental Health Awareness Campaign for the Cambodian and
Vietnamese Communities - The Multimedia Mental Health Awareness
Campaigns will target the Cambodian and Viethamese communities in Los
Angeles County. This project will include linguistically and culturally appropriate
mental health education and engagement workshops and an ethnic media
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campaign, including mental health awareness Advertisements (Ads) on
Television and/or Radio.

IV. Eastern European/Middle Eastern (EE/ME) UsCC Subcommittee

The Arabic-Speaking Community Mental Health Project: This project was funded to
increase mental health awareness among Arabic-speaking community members in Los
Angeles County. This project was implemented on December 1, 2014 and was
completed on May 13, 2016. This project provided outreach and engagement services
by partnering with faith-based and other community-based organizations to conduct
mental health presentations targeting Arabic-speaking community members. This
project was extremely difficult to implement due to the high level of mental health stigma
in this community. As a result of this, the project was extended three times and it took
17 months to be implemented.

Outcomes:

e A total of 28 community presentations and in-home meetings were completed in
a period of 17 months.

e Approximately 95% of the community presentations and in-home meetings took
place after the San Bernardino shooting.

e There was a stronger than anticipated level of stigma and fear from the Arabic-
speaking community and it required multiple attempts for individuals and
organizations to agree to participate in the mental health presentations and in the
in-home meetings.

e External events such as the San Bernardino shooting created the need for
conversations related to the mental health; prior to that it took more than a year
to engage this community.

e It was very difficult for the presenters to build positive rapport and engage this
community and as a result, presentations were cancelled and instead private
meetings took place in people’s homes.

e It was recommended that LACDMH develop stronger community relations with
small non-profit or for-profit organizations that provide services to the Arabic
community in order to increase mental health awareness.

For FY 16-17 the following projects have been approved and implementation is
underway as of September 1, 2016:

e Farsi Peer-Run Outreach Project - This project will train Farsi speaking
volunteers to conduct mental health presentations and provide linkage and
referral services. The purpose of the project will be to assist Farsi speaking
community members who need mental health services, but are unable or
unwilling to access these services due to stigma, lack of education or awareness,
and/or language barriers.

e Mental Health Education & Stigma Reduction for Arabic Speaking College
Students - This project will educate Arabic speaking college students who may
need mental health services, but are unable or unwilling to access these services
due to stigma, lack of education and awareness, and/or cultural/religious barriers.
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This project will include presentations that will be conducted at local colleges and
universities with the goal to increase awareness and educate Arabic speaking
college students (ages 18-30) about mental health, recognition of mental health
signs and symptoms and how to access services from the LACDMH. These
presentations will be conducted by college students (using a Peer-to-Peer
model), who will be trained by a mental health expert.

e The Armenian Talk Show Project Part Il - Mental health TV talk shows will
discuss new topics not covered in the previous project and increase the
Armenian community’s awareness of mental health issues. This television
campaign will be in the Armenian language and will help increase knowledge and
awareness about mental health issues by providing information and assistance to
community members who may be unaware of mental health services, or avoid
utilization due to the stigma.

V. Latino UsCC Subcommittee

Latino 2016 National Mental Health Awareness Month Media Outreach Campaign:
This Media Campaign was aimed at promoting mental health services and increasing
the capacity of the public mental health system in Los Angeles County. Univision
Communications, Inc. was contracted to launch this Media Campaign that included TV,
Radio and Digital elements. In total, 99 commercials, billboards, Public Service
Announcements (PSAs), News integrations, and Digital elements (Banners, Takeovers,
and Social Media) were delivered. The advertisements were aired 26 times on
television (KMEX — Channel 34) and 69 on radio (KLVE-FM). Further, a twenty-five (25)
minute PSA pertaining to mental health was recorded and aired on four different local
Spanish speaking radio stations (KSCA, KRCD, KTNQ, and KLVE). As an added value
to this campaign, a three-minute mental health information segment called, “Una Mente,
Una Vida” aired during the local 11 pm Nightly News Broadcast. This project was
implemented on March 1, 2016 and was successfully completed by June 3, 2016.

Outcomes:

e The KMEX report shows that the television campaign delivered a total of
2,853,000 Impressions (the total number of times households were exposed to
the commercials) from viewers ages 18 and above.

e The KLVE-FM report shows that the radio campaign delivered a total of
2,636,400 Impressions from viewers ages 18 and above.

e The online rotating media that includes Homepage Takeover and Social Media
Post delivered a total of 60,809 Impressions from viewers 18 and above.

e A gross total of 5,550,209 Impressions were delivered from viewers and listeners
ages 18 and above.

For FY 16-17 the following project has been approved and is underway as of March 1,
2017:
e The Latino Metro Bus Advertisement Campaign — The goal of this project is to
promote mental health services, increase the capacity of the public mental health
system, and reduce stigma. This campaign will last for four months and
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advertisements will be placed inside and outside the Metro buses throughout Los
Angeles County.

VI. Leshian, Gay, Bisexual, Transgender, Queer and Questioning, Intersex, Two
Spirit (LGBTQI2-S) UsCC Subcommittee

Clinical Mental Health Trainings for LGBTQ Youth: Four two-day clinical trainings
were conducted to educate and improve the therapeutic skills of licensed mental health
clinicians who provide mental health services to LGBTQ youth. This training provided a
total of twelve (12) Continuing Education Units for mental health clinicians. The
trainings were offered in Service Areas 2, 4, 6, and 8. This project was implemented on
October 1, 2015 and was completed on April 1, 2016.

Outcomes: A total of 130 licensed mental health clinicians were successfully trained
by the end of this project. Pre and post-test surveys were administered at each of the
trainings to measure knowledge about LGBTQ concepts, terminology and unique
challenges and risks for this population. The results are summarized below:

e 114 pre-test and 105 post-test surveys were collected.

e Post-test results indicated that participants had an improved understanding of
what defines sexual orientation. Scores improved from 41% on the pre-test to
60% on the post-test.

e Participants showed improvement on the question related to how to create a
LGBTQ-affirming environment, with an increase of 19% from pre to post-test.

e There was an 8% overall increase in knowledge across the four Service Areas
(2, 4, 6, and 8) from pre-test to post-test. The highest increase was in SA 8
(17%).

For FY 16-17 the following project has been approved and implementation is underway
as of August 15, 2016:

e Youth Speak Your Mind Academy Mental Health Outreach Project — This is a
two component project, which will train 50 LGBTQI2-S Youth Advocates (ages
18-25) from all eight (8) Service Areas served by LACDMH and once trained, the
Advocates will conduct two community mental health presentations each. The
objective of the LGBTQI2-S Youth Speak Your Mind Academy Mental Health
Outreach Project is to engage, empower, enlist, and enlighten the LGBTQI2-S
Youth community, as well as to promote mental health services, reduce stigma,
and increase the capacity of the public mental health system in Los Angeles
County.

VIl. The Countywide Community Mental Health Promoters (CCMHP) Program

In 2010, to address the unmet mental health needs of the Latino community, LACDMH
embarked upon a path to strategically reduce access disparities and decrease cultural
stigma surrounding mental health services within the Latino UREP (Under-represented
Ethnic Populations) group. This innovative and unique program created by DMH to
combat disparities is identified as the Promotores Comunitarios De Salud Mental
(Community Mental Health Promoters) training program. Due to the overwhelming
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success of the outreach and educational services offered to Latino residents in SA 7
and SA 8, LACDMH is prepared to launch an expanded, Countywide, multi-cultural,
community-based mental health education program which includes the following four
chosen ethnic communities: Eastern European/Middle Eastern (EE/ME), African/African
American (AAA), Asian Pacific Islander (API), and the American Indian/Alaska Native
(AI/AN) ethnic groups. This program will replicate in many ways the Promotores
program within these four other ethnic groups.

In the initial phase of creating the new Countywide, multi-cultural training program,
LACDMH conducted a series of informational presentations at the planned UsCC
monthly meetings and announced the intent to release a Countywide Community
Mental Health Promoters Training Program. To obtain appropriate input regarding
cultural and linguistic priorities, LACDMH offered focused discussions to four UsCC
groups. Due to their low utilization of mental health services and unique linguistic
needs, the following ethnic communities were selected as the target groups for the
CCMHP Programs:

e AAA Ethnic Group: Somalian Community, Somali

e AIl/AN Ethnic Group: AI/AN Community, English

e EE/ME Ethnic Group: Armenian Community, Armenian
e API Ethnic Group: Filipino Community, Tagalog
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The QI-Data-GIS Unit

The QIl-Data-GIS Unit is responsible for compiling system-wide information on
consumers served and estimating populations in need of mental health services. The
QI-Data GIS Unit annually calculates the population estimates for persons with Serious
Emotional

Disturbance (SED) and Serious Mental lliness (SMI), in addition to penetration rates by
demographic categories: Age Group, Gender and Ethnicity. Trend analysis is conducted
on the Penetration Rate to assess fluctuations in service utilization by consumers. The
Prevalence and Penetration Rates are also calculated for the eight (8) Service Areas for
dissemination to the respective District Chiefs and Quality Improvement Liaisons for use
in Quality and Performance Improvement Projects.

Mental Health Service Utilization Rates are calculated by census tracts to conduct
spatial analysis to estimate geographic areas in need of services. This information is
used to estimate service delivery capacity and set targets for meeting the needs of
underserved populations. The QI-Data-GIS Unit provides mapping support to all
Divisions in the Department and conducts data analysis of services received by
consumers by various geo-political boundaries in the County such as Supervisorial
Districts, Service Areas, and Health Districts, Medically Underserved Areas, Senate and
Congressional boundaries. This year the Data-GIS Unit continued to provide mapping
support to the Health Neighborhood Project, EOB and the Legislative Analyst Office for
maps showing providers and consumers served by various jurisdictional boundaries.

The Data GIS Unit maintains and updates the LACDMH Provider Directory of Specialty
Mental Health Services (SMHS). The provider directory has information on Age Groups
served, contact information, hours of operation and SMHS provided at each service
location to enable consumers and the public to find appropriate mental health services
in Los Angeles County. The provider directory by Service Area (SA) was disseminated
as a hard copy to the SA QI Liaisons for distribution to providers for use by consumers
and their family members, provider staff, and other stakeholders. This provider
directory was also translated into 11 threshold languages and produced in large print
format in  February 2016. It is available on the internet at
http://psbgi.dmh.lacounty.gov/providerdirectory.htm.

The provider information can also be searched via the LACDMH Service Locator at
http://maps.lacounty.gov/dmhSL/.

Information on this Online Service Locator can be translated into 90 or more languages,
including the LACDMH threshold languages. This enables increased access for
consumers seeking mental health services in non-English languages.

The QIl-Data-GIS Unit is responsible for selecting a random sample for the bi-annual

consumer satisfaction survey administration in Outpatient and Day Treatment

Programs. The Unit is also responsible for conducting data analysis of the seven (7)

domains of perception, consumer satisfaction, and preparing a final report. Additionally,

the QI-Data-GIS unit provides assistance with survey design and implementation and

data support to LACDMH Divisions and Bureaus. Some examples include assisting the
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Office of Consumer and Family Affairs with the annual Peer Survey, the Office of
Medical Director with the Seclusions and Restraints Report, and the UsCC/INN/CCU
with data on disparities for UsCC groups. In CY 2016, Consumer Perception Surveys
were conducted in May and November 2016. A data report for the May 2016 Consumer
Perception Survey results was completed.

Summary

The QI Work Plan Evaluation report that follows assesses the goals identified in the
LACDMH Quality Improvement Work Plan for CY 2016. The foundation for this
evaluation is presented in the context of population demographics, both Countywide
and by Service Area, as well as other clinical and consumer satisfaction data, including
trend data. Evaluation of the QI Work Plan provides a basis for establishment of goals
and objectives for CY 2017.
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SECTION 2
POPULATION NEEDS ASSESSMENT

Los Angeles County is the most populated county in the United States (US) with an
estimated population of 10,192,376 people in Calendar Year (CY) 2015. The County
consists of 88 incorporated cities and includes 4,058 square miles of land area.

Population density in Los Angeles County, or the average number of people per square
mile, is 2,440 as compared to 244 in the State of California.

Population distribution by Ethnicity in Los Angeles County, as shown in Figure 1, is the
highest among Latinos at 48.4%, followed by Whites at 28.3%, Asian Pacific Islanders
(API) at 14.6%, African Americans (AA) at 8.5%, and Native Americans (NA) at 0.19%.

Methods

Population and poverty estimates are derived from the American Community Survey
(ACS) conducted by the US Census Bureau in CY 2015. Data for the Federal Poverty
level (FPL) is reported for the population living at or below 138% FPL. The population
and poverty numbers were further adjusted locally by Hedderson Demographic Services
and standardized to annual data provided by California’s Department of Finance to
account for local variations in housing and household income in Los Angeles County.
Data for the population living at or below 138% FPL is used to estimate prevalence of
mental illness among the population eligible for Medi-Cal benefits under the Affordable
Care Act (ACA). Population and poverty data is reported by each Service Area (SA),
Ethnicity, Age Group, and Gender.

Threshold languages for each SA are identified for the population enrolled in Medi-Cal
and consumers served by LACDMH. Title 9 of the California Code of Regulations
(CCR) defines beneficiaries to be served in threshold languages as “the annual numeric
identification on a Countywide basis and as indicated on the Medi-Cal Eligibility Data
System (MEDS), from the 3,000 beneficiaries or five (5) percent of the Medi-Cal
beneficiary population, whichever is lower, in an identified geographic area, whose
primary language is other than English, and for whom information and services shall be
provided in their primary language.”

Access to services is assessed by calculating Penetration Rates among consumers
served in outpatient programs in Fiscal Year (FY) 15-16. The count of consumers
served does not include those served in 24 Hour/Residential programs such as inpatient
hospitals (both County and Fee-For-Service), residential facilities, Institutions of Mental
Disease (IMD), Skilled Nursing Facilities (SNF), Psychiatric Health Facilities (PHF), and
consumers served in Fee-For-Service (FFS) Outpatient settings.
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The presented data in this section includes the following:

e Estimated Total Population by Ethnicity, Age Group, and Gender, in CY 2015;

e Estimated Total Population living at or below 138% Federal Poverty Level (FPL)
by Ethnicity, Age Group, and Gender, in CY 2015;

e Estimated Prevalence of Serious Emotional Disturbance (SED) in Children and
Youth, and Serious Mental lllness (SMI) in Adults and Older Adults for Total
Population and the Population living at or below 138% FPL;

e Population enrolled in Medi-Cal by Ethnicity, Age Group and Gender;

e Estimated Prevalence of SED and SMI among population enrolled in Medi-Cal by
Ethnicity, Age Group, Gender, and Threshold Language;

e LACDMH Threshold Languages spoken by Population enrolled in Medi-Cal;

e Consumers served in outpatient programs by Ethnicity, Age Group, and Gender;
and

e Primary Language of consumers served in outpatient programs by Service Area
(SA) and Threshold Language.

These data sets provide a basic foundation for estimating target population needs for
mental health services.

Estimated Prevalence Rates for persons with SED and SMI are derived by using
Prevalence Rates estimated by the California Health Interview Survey (CHIS) that are
conducted every two years by the University of California, Los Angeles (UCLA). This
report includes pooled prevalence estimates by CHIS in CY 2013 and CY 2014.

Penetration Rates are derived by applying Prevalence Rates for the Ethnicity, Gender,
or Age Groups to the demographic data for consumers served. These figures are
helpful in understanding the needs of the target and underserved populations.

The use of trend analysis is useful towards understanding changes in population
demographics and performance measures over a five-year period.

As of CY 2014, QI Work Plan goals related to Access and Penetration Rates have been

set for the population living at or below 138% FPL to account for expansion of services
under the Affordable Care Act (ACA).
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FIGURE 1: POPULATION BY ETHNICITY
CY 2015 (N = 10,192,376)
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Data Source: American Community Survey (ACS), US Census, Bureau and Hedderson Demographic
Services, 2016.

Figure 1 shows population by Ethnicity for CY 2015. Latinos are the largest group at
48.4%, followed by Whites at 28.3%, Asian Pacific Islanders (API) at 14.6%, African
Americans (AA) at 8.5%, and Native Americans (NA) at 0.19%.

FIGURE 2: POPULATION BY AGE GROUP
CY 2015 (N = 10,192,376)

Older Adult 17.7%
(N = 1,802,479) g

Children
20.2%
(N =2,058,427)

Transition Age

Youth,
14.8%
(N =1,511,527)
Adult .’I
473% RGA000022203

N

(N = 4,819,943)

Data Source: American Community Survey (ACS), US Census Bureau, and Hedderson Demographic
Services, 2016.

Figure 2 shows population by Age Group for CY 2015. Adults (26-59 years) make up
the largest group at 47.3%, followed by Children (0-15 years) at 20.2%, Older Adults
(60+ years) at 17.7%, and Transition Age Youth (TAY; 16-25 years) at 14.8%.
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TABLE 1: POPULATION BY ETHNICITY AND SERVICE AREA

CY 2015
Service . Asian .
Area Aﬁ:grﬁign Pacific Latino Arl:létrli\éim White Total
(SA) Islander
SAl 64,282 15,636 177,649 1,599 137,191 396,357
Percent 16.2% 3.9% 44.8% 0.40% 34.6% 100.0%
SA2 78,630 257,326 895,281 4,035 993,549 2,228,821
Percent 3.5% 11.5% 40.2% 0.18% 44.6% 100.0%
SA3 66,228 515,594 833,066 3,038 381,278 1,799,204
Percent 3.7% 28.7% 46.3% 0.17% 21.2% 100.0%
SA4 61,229 209,958 605,023 2,146 288,930 1,167,286
Percent 5.2% 18.0% 51.8% 0.18% 24.8% 100.0%
SA5 37,612 93,530 105,740 995 422,204 660,081
Percent 5.7% 14.2% 16.0% 0.15% 64.0% 100.0%
SA6 286,857 19,543 715,381 1,525 25,428 1,048,734
Percent 27.4% 1.9% 68.2% 0.15% 2.4% 100.0%
SA7 40,321 122,293 972,046 2,733 185,550 1,322,943
Percent 3.0% 9.2% 73.5% 0.21% 14.0% 100.0%
SA8 231,624 254,475 633,299 3,632 445,920 1,568,950
Percent 14.8% 16.2% 40.4% 0.23% 28.4% 100.0%
Total 866,783 1,488,355 | 4,937,485 19,703 | 2,880,050 | 10,192,376
Percent 8.5% 14.6% 48.4% 0.19% 28.3% 100.0%

Note: Bold values represent the highest and lowest percentage within each Ethnic Group across Service Areas.
Data Source: American Community Survey (ACS), US Census Bureau and Hedderson Demographic Services,

2016.

Differences by Ethnicity

The highest percentage of African Americans (AA) was in SA 6 (27.4%) compared to
SA 7 (3.0%) with the lowest percentage.

The highest percentage of Asian Pacific Islanders (API) was in SA 3 (28.7%) compared

to SA 6 (1.9%) with the lowest percentage.

The highest percentage of Latinos was in SA 7 (73.5%) compared to SA 5 (16.0%) with

the lowest percentage.

The highest percentage of Native Americans (NA) was in SA 1 (0.40%) compared to SA

5 and SA 6 (0.15%) with the lowest percentage.

The highest percentage of Whites was in SA 5 (64.0%) compared to SA 6 (2.4%) with

the lowest percentage.
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FIGURE 3: POPULATION PERCENT CHANGE BY ETHNICITY
CY 2011-2015
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Data Source: American Community Survey (ACS), US Census Bureau and Hedderson Demographic Services, 2016.

The percentage of African Americans (AA) in Los Angeles County has decreased by 0.1
Percentage Points (PP) over the past five years. AA represented 8.6% of the total
population in CY 2011 and represented 8.5% of the population in CY 2015.

The percentage of Asian Pacific Islanders (API) in Los Angeles County has increased
by 0.4 PP over the past five years. API represented 14.2% of the total population in CY
2011 and represented 14.6% in CY 2015.

The percentage of Latinos in Los Angeles County has decreased by 6.8 PP over the
past five years. Latinos represented 55.2% of the total population in CY 2011 and
represented 48.4% in CY 2015.

The percentage of Native Americans (NA) in Los Angeles County has remained the
same over the past five years. NA represented 0.2% of the total population in CY 2011
and in CY 2015.

The percentage of Whites in Los Angeles County has decreased by 0.7 PP over the
past five years. Whites represented 29.0% of the total population in CY 2011 and
represented 28.3% in CY 2015.

39



TABLE 2: POPULATION BY AGE GROUP AND SERVICE AREA

CY 2015
Service Age Group
Area
(SA) 0-18 19-20 21-25 26-59 60-64 65+ Total
SAl 113,478 | 14,524 | 36,641 172,652 | 19,754 39,308 396,357
Percent 28.6% 3.7% 9.2% 43.6% 5.0% 9.9% 100.0%
SA2 518,831 | 62,652 | 161,505 | 1,071,750 | 125,891 288,192 | 2,228,821
Percent 23.3% 2.8% 7.2% 48.1% 5.6% 12.9% 100.0%
SAS 417,958 | 56,940 | 137,653 823,464 | 105,994 257,195 | 1,799,204
Percent 23.2% 3.2% 7.7% 45.8% 5.9% 14.3% 100.0%
SA4 244509 | 27,602 | 77,241 623,088 | 56,535 138,311 | 1,167,286
Percent 20.9% 2.4% 6.6% 53.4% 4.8% 11.8% 100.0%
SA5 117,073 | 22,635 | 42,942 337,341 | 38,044 102,046 660,081
Percent 17.7% 3.4% 6.5% 51.1% 5.8% 15.5% 100.0%
SA6 321,073 | 40,721 | 96,899 460,516 | 41,781 87,744 | 1,048,734
Percent 30.6% 3.9% 9.2% 43.9% 4.0% 8.4% 100.0%
SA7 358,354 | 44,130 | 110,066 593,512 | 63,643 153,238 | 1,322,943
Percent 27.1% 3.3% 8.3% 44.9% 4.8% 11.6% 100.0%
SA8 386,870 | 45,372 | 114,285 737,620 | 84,153 200,650 | 1,568,950
Percent 24.7% 2.9% 7.3% 47.0% 5.4% 12.8% 100.0%
Total 2,478,146 | 314,576 | 777,232 | 4,819,943 | 535,795 | 1,266,684 | 10,192,376
Percent 24.3% 3.1% 7.6% 47.3% 5.3% 12.4% 100.0%

Note: Bold values represent the highest and lowest percentage within each Age Group across Service
Areas. Data Source: American Community Survey (ACS), US Census Bureau and Hedderson
Demographic Services, 2016.

Differences by Age Group

The highest percentage of 0-18 year olds was in SA 6 (30.6%) compared to SA 5
(17.7%) with the lowest percentage.

The highest percentage of 19-20 year olds was in SA 6 (3.9%) compared to SA 4
(2.4%) with the lowest percentage.

The highest percentage of 21-25 year olds was in SA 1 and SA 6 (9.2%) compared to
SA 5 (6.5%) with 