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ASIAN & PACIFIC ISLANDER
WELLNESS CENTER
730 Polk St.
San Francisco, CA 94109
Tel: (415) 292-3400
Fax: (415) 292-3404

www.apiwellness.org

( ') ASIAN AMERICAN
RECUVER? SERVICES, lNl'.:.
Central Office and Administration:

1115 Mission Rd.
South San Francisco, CA 94080
Tel: (650) 243-4888
Fax: (650) 243-4889

Wwww.aars.org

=ACMHS

rizl bechh amr

Asian Community Mental Health Services
310 8th St., Suite 201
QOakland, CA 94607
Tel: (510) 451-6729
Fax: (510) 268-0202

www.acmhs.org

APAIT Health Center
1730 W. Olympic Blvd., #300
Los Angeles, CA 90015
Tel: (213) 553-1830
Fax: (213) 553-1833

www.apaitonline.org

A-2

£APIs

Asian & Pacific Islanders
California Action Network
P.O. Box 2081
Gardena, CA 90247
Tel: (310) 532-6111
Fax: (310) 532-6166

www.apiscan.org

*
cedY

Asian Americans for Community Involvement
2400 Moorpark Ave., Suite #300
San Jose, CA 95128
Tel: (408) 975-2730
Fax: (408) 975-2745

www.aaci.org

Main Clinic:
818 Webster St.
Qakland, CA 94607
Tel: (510) 986-6800

www.asianhealthservices.org

A \tan%

Pacific / Community

\(_vinﬁlmg

Asian Pacific Community Counseling
7273 14th Ave., Suite 120-B
Sacramento, CA 95820
Tel: (916) 383-6783
Fax: (916) 383-8488

www.apccounseling.org



Pacific Clinics
Asian Pacific Family Center
9353 E. Valley Blvd.
Rosemead, CA 91770
Tel: (626) 287-2988
Fax: (626) 287-1937

www.pacificclinics.org

f 4 5L BB R L
Chinatown Child Development Center
720 Sacramento St.

San Francisco, CA 94108
Tel: (415) 392-4453
Fax: (415) 433-0953

N

Community Health for Asian Americans
268 Grand Ave.
QOakland, CA 94610
Tel: (510) 835-2777
Fax: (510) 835-0164

www.chaaweb.org

Fresno Center for New Americans
4879 E. Kings Canyon Rd.
Fresno, CA 93727
Tel: (559) 255-8395
Fax: (559) 255-1656

www.fresnocenter.com

A-3

Cambodian Community Development, Inc.
1909 International Blvd., Suite 3
QOakland, CA 94606
Tel: (510) 535-5022

www.ccdinc.org

Chinese Service Center of San Diego
5075 Ruffin Rd., Suite A
San Diego, CA 92123
Tel: (858) 505-9906
Fax: (858) 278-8899

www.cscsandiego.org

o~ uumum,:

May Lakas sa Pagkakaisa

Council of Philippine American
Organizations
832 E Avenue
National City, CA 91950
Tel: (619) 477-4090

www.copao-sandiego.org



Fresno Interdenominational
Refugee Ministries
1940 N. Fresno St.
Fresno, CA 93703
Tel: (559) 487-1500

www.firminc.org

Hmong Cultural Center of

Butte County
1940 Feather River Blvd., Suite H
Oroville, CA 95965
Tel: (530) 534-7474
Fax: (530) 534-7477

www.hmongccbc.net

coHWHA

Hmong Women’s Heritage Association
7275 E. Southgate Dr., Suite 306
Sacramento, CA 95823
Tel: (916) 394-1405
Fax: (916) 392-9326

www.hmongwomenheritage.org

JCYC

Japanese Community Youth Council
2012 Pine St.
San Francisco, CA 94115
Tel: (415) 202-7900
Fax: (415) 921-1841

www.jcyc.org

A4

O3

Healthy House within a
MATCH Coalition
1729 Canal St.
Merced, CA 95340
Tel: (209) 724-0102
Fax: (209)724-0153

www.healthyhousemerced.org

HMONG
HEALTH

COLLARDRATIVE

Hmong Health Collaborative
4879 E. Kings Canyon Rd.
Fresno, CA 93727
Tel: (559) 970-9299
Fax: (559) 255-1656

www.hmonghealthcollaborative.com

Portia Bell Hume Behavioral Health
and Training Center
Fremont location:

39420 Liberty St., # 140
Fremont, CA 94538
Tel: (510) 745-9151
Fax: (510) 745-9152

www.humecenter.org



KOREAN
AMERICAN
FAMILY

SERVICE CENTER

IEIPIE- V=P

Korean American Family Service Center
3727 W. 6th St., Suite 320
Los Angeles, CA 90020
Tel: (213) 389-6755
Fax: (213) 389-5172

www.kafscla.org

oreatown 0&

Community Center

Children & Family Services: Wilton Site
680 South Wilton Place
Los Angeles, CA 90005
Tel: (213) 365-7400
Fax: (213) 383-1280

www.kyccla.org

Lao Family Community of Stockton, Inc.

8338 West Ln., Suite 101
Stockton, CA 95210
Tel: (209) 466-0721
Fax: (209) 466-6567

www.laofamilyofstockton.org

Merced Lao Family Community, Inc.
855 W. 15th St.
Merced, CA 95340
Tel: (209) 384-7384
Fax: (209) 384-1911

www.laofamilymerced.com

KOREAN
- COMMUNITY
E-ﬂEH SERVICES
7212 Orangethorpe Ave., Suite 9A
Buena Park, CA 90621
Tel: (714) 449-1125
Fax: (714) 562-8729

www.koreancommunity.org

7 A
Kutturan
Foundation
Tel: (562) 972-0969

www.kutturanchamoru.org

231 E. 3rd St., Suite G-106
Los Angeles, CA 90013
Tel: (213) 473-3030
Fax: (213) 473-3031

www.ltsc.org

Muslim American Society
Social Services Foundation
3820 Auburn Blvd., Suite 83
Sacramento, CA 95821
Tel: (916) 486-8626

www.mas-ssf-sac.org

A-5


http://www.laofamilymerced.com/

M5 Sister's House
3053 Freeport Blvd., #120
Sacramento, CA 95818
Tel: (916) 930-0626
Fax: (916) 930-0086
24-Hour Help Line: (916) 428-3271

www.my-sisters-house.org

Oakland Asian Students Educational Services
196 Tenth St.
QOakland, CA 94607
Tel: (510) 891-9928
Fax: (510) 891-9418

WWW.0ases.org

fGmQ

Richmond Area Multi-Services
3626 Balboa St.
San Francisco, CA 94121
Tel: (415) 668-5955
Fax: (415) 668-0246

www.ramsinc.org

18173 S. Pioneer Blvd., Suite |
Artesia, CA 90701
Tel: (562) 403-0488
Fax: (562) 403-0487

www.southasiannetwork.org

NAPAfASA

National Asian Pacific American Families
Against Substance Abuse
340 E. 2nd St., Suite 409
Los Angeles, CA 90012
Tel: (213) 625-5795
Fax: (213) 625-5796

www.napafasa.org

Peers Envisioning & Engaging in
Recovery Services
333 Hegenberger Rd., Suite 250
Qakland, CA 94621
Tel: (510) 832-7337
Fax: (510) 452-1645

www.peersnet.org

Samoan Community Council
404 Euclid Ave., Suite 301-2
San Diego, CA 92114
Tel: (619) 888-1037

www.samoancommunitycouncil.org

SEARAC
Southeast Asia Resource Action Center

1225 8th St., Suite 590
Sacramento, CA 95814
Tel: (916) 428-7769
Fax: (916) 428-7293

Www.searac.org

A-6
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S.A.A.C.

Southeast Asian Assistance Center
5625 24th St.
Sacramento, CA 95822
Tel: (916) 421-1036
Fax: (916) 421-6731

www.saacenter.org

e o
L N

SteppingStone

Golden Gate Day Health
350 Golden Gate Ave.
San Francisco, CA 94102
Tel: (415) 359-9210

www.steppingstonehealth.org

Tzu Chi Foundation
1100 S. Valley Center Ave.,
San Dimas, CA 91773
Tel: (909) 447-7799
Fax: (909) 447-7948

www.us.tzuchi.org

A-T

& 8

Special Service for Groups
605 W. Olympic Blvd., Suite 600
Los Angeles CA, 90015
Tel: (213) 553-1800
Fax: (213) 553-1822

WWWw.ssgmain.org

2730 Florin Rd.
Sacramento, CA 95822
Tel: (916) 681-4635

www.tofainc.org

. Tu

U P A C

Union of Pan Asian Communities
1031 25th St.
San Diego, California 92102
Tel: (619) 232-6454
Fax: (619) 235-9002

www.upacsd.com



University of California, Irvine
Student Counseling Center
203 Student Services 1
Irvine, CA 92697
Tel: (949) 824-6457

www.counseling.uci.edu

United Iu-Mien Community
6000 Lemon Hill Ave.
Sacramento, CA 95824

Tel: (916) 383-3083

www.unitediumien.org

Vietnamese Federation of San Diego
7833 Linda Vista Rd.
San Diego, CA 92111

www.vietfederationsd.org

United |
Cambodian
Community

88 5z
:

2201 E. Anaheim St., Suite 200
Long Beach, CA 90804
Tel: (562) 433-2490
Fax: (562) 433-0564

www.ucclb.org

\

4. i

é
‘

Vietnamese Community of Orange County
1618 W. Ist St.
Santa Ana, CA 92703
Tel: (714) 558-6009
Fax: (714) 558-6120

www.thevncoc.org

Vietnamese Youth Development Center
166 Eddy St.
San Francisco CA 94102
Tel: (415) 771-2600
Fax: (415) 771-3917

www.vydc.org

A-8
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM (CATEGORY #1)

REVIEWER FEEDBACK
REVIEWER’S NAME:
DATE:
REVIEWER’S Category #1
RECOMMENDATION: Category #2
Please mark the appropriate category the Category #3
program should be submitted under. Revision and resubmission
1. NAME OF PROGRAM
2. TYPE OF PROGRAM: Universal prevention
Please mark the appropriate type of program Selective prevention
the program should be submitted under. Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

No need to assess this item. Please skip.

4. TARGET POPULATION

Target population must be API-specific and submission should include the following information:

e  What specific population is this program intended to serve/work with? (e.g.: ethnicity, culture, age, gender,
organizations, workforce, community, etc.)

e In what language(s) is the program provided?

o [s the program intended for people with specific needs or risks?

e Is the program intended for people in a particular setting? Which setting? (e.g.: school, home, community center,
rural area, etc.)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

5. WHAT ARE THE GOALS OF THIS PROGRAM?

Submission should include the following information:

e  What are the specific problems this program aims to prevent or address?

e What are the protective factors this program aims to enhance?

e What are the risk factors this program aims to reduce?

e  What are the specific goals this program aims to achieve?! (Do the goals make sense given the problem?)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

6. CULTURAL RELEVANCE

How well does the program address cultural relevancy in its components? How are cultural elements considered and
incorporated in the program components/design? What makes this program an API-focused and culturally
relevant/appropriate beyond bi-lingual/bi-cultural?

e  What strategies does this program use to outreach to the target population?

How does the program incorporate the target population’s traditions, beliefs, and customs?

How does the program incorporate cultural elements regarding mental health and well-being?

How does the program demonstrate sensitivity to historical issues (e.g.: immigration, war trauma)?

Please describe the history of the development of this program. Has the program had input from the community in
the design and/or evaluation of the program?

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

7. ADDITIONAL COMMENTS - Please comment on the overall strengths and weaknesses of the program.

REVIEWER’S COMMENTS:

B-2




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED (CATEGORY #2)

REVIEWER FEEDBACK
REVIEWER’S NAME:
DATE:
REVIEWER’S Category #1
RECOMMENDATION: Category #2
Please mark the appropriate category the Category #3
program should be submitted under. Revision and resubmission

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:

2. TYPE OF PROGRAM: Universal prevention
Please mark the appropriate type of program Selective prevention
the program should be submitted under. Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

No need to assess this item. Please skip.

4. TARGET POPULATION

Target population must be API-specific and submission should include the following information:

e What specific population is this program intended to serve/work with? (e.g.: ethnicity, culture, age, gender,
organizations, workforce, community, etc.)

e In what language(s) is the program provided?

e [s the program intended for people with specific needs or risks?

e s the program intended for people in a particular setting? Which setting? (e.g.: school, home, community center,
rural area, etc.)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

5. WHAT ARE THE GOALS OF THIS PROGRAM?

Submission should include the following information:

e  What are the specific problems this program aims to prevent or address?

e What are the protective factors (factors shown to reduce the likelihood of risky behaviors) this program aims to
enhance?

e What are the risk factors (factors shown to increase the likelihood of risky behaviors) this program aims to reduce?

e What are the specific goals this program aims to achieve? (Do the goals make sense given the problem?)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

6. CORE COMPONENTS

Do the program components match the stated goals? Are there enough details about the program for the reader to get a

good sense of the program? How well does the program articulate the following?

e What are the essential elements of this program? (e.g.: group size, accessibility, address issues on multi-levels,
promote system change, etc.)

e Why are these essential elements important? (Do these elements make sense given the goals?)

e Have these essential elements been formulated (e.g.: manual, curriculum, specific skill set, etc.)? Is there a
curriculum so that training and development can be offered to others? Please attach documents when applicable.
(Are the materials linguistically/culturally/age/gender appropriate?)

e  When applicable, describe the model in terms of number of sessions required, frequency/ duration of sessions,
number of consumers served, etc.

e  How well does the program demonstrate how it can be replicated?

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

B-3




7. CULTURAL RELEVANCE

How well does the program address cultural relevancy in its components? How are cultural elements considered and
incorporated in the program components/design? What makes this program an API-focused program and culturally
relevant/appropriate beyond bi-lingual/bi-cultural?

e  What strategies does this program use to outreach to the target population?

How does the program incorporate the target population’s traditions, beliefs, and customs?

How does the program incorporate cultural elements regarding mental health and well-being?

How does the program demonstrate sensitivity to historical issues (e.g.: immigration, war trauma)?

Please describe the history of the development of this program. Has the program had input from the community in
the design and/or evaluation of the program?

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

8. STAFFING

Does the staffing plan make sense given the program design?

e  How many staff members are needed to run the program?

e What would be each staff member’s responsibilities?

e What kind of training/education/experience is required for each staff? (Staff trained in cultural competency or
members of the population/community?)

e Does each staff need to be bi-lingual and/or bi-cultural? In what languages/cultures?

e What is the ratio in terms of staff to caseload?

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

9. PRACTICE SETTING — What type of setting is needed for service delivery?

Did the submission state what type of setting is needed?

10. INDICATIONS OF EFFECTIVENESS

Is the program effective? Is there sufficient information provided to support the effectiveness of the program?
e  Has the program been evaluated or is currently being evaluated?

o Ifso, please describe the evaluation design including methods and components (e.g.: individual/ group
interviews, surveys, pre-post tests, consumer satisfaction surveys, Community-based Participatory Research,
mental health screening/re-screening, etc.) (Are the evaluation methods and instruments appropriate for the
target population/community?)

o Do these methods involve the target participants in active reflection to allow the community to identify what is
important to them? (Was there opportunity for the target community/population to provide input/feedback on
program design, implementation, and evaluation?)

o Was the evaluation conducted internally (by staff) or externally (by contract evaluator)?

e Ifdata (quantitative and/or qualitative) has been collected, what measurements were used?
e What were the biggest barriers in the data collection process, if there was any?

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

11. AGENCY INFORMATION

Please include the following information and be as specific as possible:

e  DPlease provide name/contact information.

¢ How do the board, management, and staff of the agency reflect the community the program intends to serve? (Are
members of the target population/community represented at these levels?)

e How does the agency provide ongoing support and training for its staff?

e  DPlease describe your history working with the target population or the community. (Was there any documented
history of positive involvements with the target community/population?)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

12. ADDITIONAL COMMENTS - Please comment on the overall strengths and weaknesses of the program.

REVIEWER’S COMMENTS:

B-4




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
INNOVATION/STRATEGY (CATEGORY #3)

REVIEWER FEEDBACK
REVIEWER’S NAME:
DATE:
REVIEWER’S Category #1
RECOMMENDATION: Category #2
Please mark the appropriate category the Category #3
program should be submitted under. Revision and resubmission

1. NAME OF INNOVATION/STRATEGY:

2. TYPE OF PROPOSED STRATEGY: Universal prevention
Please mark the appropriate type of proposed Selective prevention
strategy the strategy should be submitted Early intervention
under. Other (please specify)

3. NAME OF DEVELOPER/AGENCY/ORGANIZATION - Please include all contact information

No need to assess this item. Please skip.

4. TARGET POPULATION

Target population must be API-specific and submission should include the following information:

e What specific population is this program intended to serve/work with? (e.g.: ethnicity, culture, age, gender, organizations,
workforce, community, etc.)

e In what language(s) is the program provided?

e [s the program intended for people with specific needs or risks?

e s the program intended for people in a particular setting? Which setting? (e.g.: school, home, community center, etc.)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

WHAT ARE THE GOALS OF THIS STRATEGY?

5.

Submission should include the following information:

What are the specific problems will this proposed strategy aim to prevent or address?
What are the protective factors will this proposed strategy aim to enhance!?

What are the risk factors will this proposed strategy aim to reduce?

[ ]
[ ]
[ ]
e What specific goals will this proposed strategy aim to achieve? (Do the goals make sense given the problem?)

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

6. CORE COMPONENTS/CULTURAL RELEVANCE

Do the core components match the stated goals? Are there enough details about the strategy for the reader to get a good

sense of the strategy? How well does the strategy articulate the following?

o  What will be the essential components of this proposed strategy? (e.g.: group size, accessibility, address issues on multi-
levels, promote system change, etc.)

o  Why are these essential elements important? (Do these elements make sense given the goals?)

o When applicable, describe the proposed strategy in terms of number of sessions required, frequency/ duration of sessions,
number of consumers served, etc.

How well does the proposed strategy address cultural relevancy in its core components! How are the cultural elements

considered and incorporated in the components/design? What makes this strategy API-focused and culturally

relevant/appropriate beyond bi-cultural/bi-lingual?

e How will the proposed strategy outreach to the target population?

e How will the proposed strategy incorporate the target population’s traditions, beliefs, and customs?

e How will the proposed strategy demonstrate sensitivity to historical issues (e.g.: immigration, war trauma)?

e How will the proposed strategy incorporate cultural elements regarding mental health and well-being?

WAS THE INFORMATION PROVIDED ADEQUATE? | YesO | NoO

REVIEWER’S COMMENTS:

7. ADDITIONAL COMMENTS - Please comment on the overall strengths and weaknesses of the strategy.

REVIEWER’S COMMENTS:
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Appendix C

Promising Program

Submission Templates



CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM (CATEGORY 1)

1. NAME OF PROGRAM:
2. TYPE OF PROGRAM: Universal prevention
Selective prevention
Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

4. TARGET POPULATION

Please include the following information and be as specific as possible:

What specific population is this program intended to serve/work with? (e.g.: ethnicity, culture, age, gender,
organizations, workforce, community, etc.)

In what language(s) is the program provided?

Is the program intended for people with specific needs or risks?

Is the program intended for people in a particular setting? Which setting? (e.g.: school, home, community center,
rural area, etc.)

5.

WHAT ARE THE GOALS OF THIS PROGRAM?

Please describe the goals the program aims to achieve and include the following information:

What are the specific problems this program aims to prevent or address?

e  What are the protective factors this program aims to enhance?
e What are the risk factors this program aims to reduce?

e What are the specific goals this program aims to achieve?

6. CULTURAL RELEVANCE

Please describe the cultural relevance of the program and include the following information:

What strategies does this program use to outreach to the target population?

How does the program incorporate the target population’s traditions, beliefs, and customs?

How does the program demonstrate sensitivity to historical issues (e.g.: immigration, war trauma, etc.)?

How does the program incorporate cultural elements regarding mental health and well-being?

Please describe the history of the development of this program. Has the program had input from the community in
the design and/or evaluation of the program?




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED (CATEGORY 2)

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:
2. TYPE OF PROGRAM: Universal prevention
Selective prevention
Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

4

. TARGET POPULATION

P

lease include the following information and be as specific as possible:
What specific population is this program intended to serve/work with? (e.g.: ethnicity, culture, age, gender,
organizations, workforce, community, etc.)
In what language(s) is the program provided?
[s the program intended for people with specific needs or risks?
[s the program intended for people in a particular setting? Which setting? (e.g.: school, home, community center,
rural area, etc.)

5.

WHAT ARE THE GOALS OF THIS PROGRAM?

P

lease describe the goals the program aims to achieve and include the following information:
What are the specific problems this program aims to prevent or address?

o What are the protective factors this program aims to enhance?

e What are the risk factors this program aims to reduce?

e What are the specific goals this program aims to achieve?

6. CORE COMPONENTS

Please describe core features of the program that are essential to its implementation and include the following

information:

What are the essential elements of this program? (e.g.: group size, accessibility, address issues on multi-levels,
promote system change, etc.)

Why are these essential elements important?

Have these essential elements been formulated (e.g.: manual, curriculum, specific skill set, etc.)? Is there a
curriculum so that training and development can be offered to others? Please attach documents when applicable.
When applicable, describe the model in terms of number of sessions required, frequency/ duration of sessions,
number of consumers served, etc.

How well does the program demonstrate how it can be replicated?

CULTURAL RELEVANCE

e o o o o 3|~

lease describe the cultural relevance of the program and include the following information:
What strategies does this program use to outreach to the target population?
How does the program incorporate the target population’s traditions, beliefs, and customs?
How does the program incorporate cultural elements regarding mental health and well-being?
How does the program demonstrate sensitivity to historical issues (e.g.: immigration, war trauma)?
Please describe the history of the development of this program. Has the program had input from the community in
the design and/or evaluation of the program?
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8. STAFFING

Please describe staffing needed and include the following information:

e  How many staff members are needed to run the program?

What would be each staff member’s responsibilities?

What kind of training/education/experience is required for each staff?

Does each staff need to be bi-lingual and/or bi-cultural? In what languages/cultures?
What is the ratio in terms of staff to caseload?

9. PRACTICE SETTING — What type of setting is needed for service delivery?

10. INDICATIONS OF EFFECTIVENESS

Please describe evidence of effectiveness of the program and including the following information:
e  Has the program been evaluated or is currently being evaluated?

o Ifso, please describe the evaluation design including methods and components (e.g.: individual/ group
interviews, surveys, pre-post tests, consumer satisfaction surveys, Community-based Participatory Research,
mental health screening/re-screening, etc.)

o Do these methods involve the target participants in active reflection to allow the community to identify what
is important to them?

o  Was the evaluation conducted internally (by staff) or externally (by contract evaluator)?

e If data (quantitative and/or qualitative) has been collected, what measurements were used?
e What were the biggest barriers in the data collection process, if there was any?

11. AGENCY INFORMATION

Please include the following information and be as specific as possible:

e  Please provide name/contact information.

e  How do the board, management, and staff of the agency reflect the community the program intends to serve?
e How does the agency provide ongoing support and training for its staff?

e  Please describe your history working with the target population or the community.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
INNOVATION/STRATEGY (CATEGORY 3)

1. NAME OF INNOVATION/STRATEGY:

2. TYPE OF PROPOSED STRATEGY: Universal prevention

Selective prevention

Early intervention

Other (please specify)

3. NAME OF DEVELOPER/AGENCY/ORGANIZATION - Please include all contact information

4. TARGET POPULATION

Please include the following information and be as specific as possible:

e  What specific population is this proposed strategy intended to serve/work with? (e.g.: ethnicity, culture, age,
gender, organizations, workforce, community, etc.)

e In what language(s) will the proposed strategy be provided?

e Is the proposed strategy intended for people with specific needs or risks?

e Is the proposed strategy intended for people in a particular setting? Which setting? (e.g.: school, home, community
center, rural area, etc.)

5. WHAT ARE THE GOALS OF THIS STRATEGY?

Please describe the goals the proposed strategy aims to achieve and include the following information:
e What specific problems will this proposed strategy aim to prevent or address?

What protective factors will this proposed strategy aim to enhance?

What risk factors will this proposed strategy aim to reduce?

What specific goals will this proposed strategy aim to achieve?

6. CORE COMPONENTS/CULTURAL RELEVANCE

Please describe the core features and cultural relevance of the proposed strategy and include the following:

e What will be the essential components of this proposed strategy?! (e.g.: group size, accessibility, address issues on
multi-levels, promote system change, etc.)

e  Why are these essential elements important?

When applicable, describe the proposed strategy in terms of the number of sessions required, frequency/duration of

sessions, number of consumers served, etc.

How will the proposed strategy outreach to the target population?

How will the proposed strategy incorporate the target population’s traditions, beliefs, and customs?

How will the proposed strategy demonstrate sensitivity to historical issues (e.g.: immigration, war trauma)?

How will the proposed strategy incorporate cultural elements regarding mental health and well-being?




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
COMMUNITY-DEFINED PROMISING PROGRAM (CATEGORY 4)
RECOGNIZED BY:

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:

2. TYPE OF PROGRAM: Universal prevention

Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

4. TARGET POPULATION

Please include the following information and be as specific as possible:

e  What specific population is this program intended to serve/work with? (e.g.: ethnicity, culture, age, gender,
organizations, workforce, community, etc.)

e In what language(s) is the program provided?

e Is the program intended for people with specific needs or risks?

e [s the program intended for people in a particular setting? Which setting? (e.g.: school, home, community center,
rural area, etc.)

5. WHAT ARE THE GOALS OF THIS PROGRAM?

Please describe the goals the program aims to achieve and include the following information:
e  What are the specific problems this program aims to prevent or address?

What are the protective factors this program aims to enhance?

What are the risk factors this program aims to reduce?

What are the specific goals this program aims to achieve?

6. CORE COMPONENTS

Please describe the core features of the program that are essential to its implementation and include the following

information:

e  What are the essential elements of this program? (e.g.: group size, accessibility, address issues on multi-levels, etc.)

e Why are these essential elements important?

e Have these essential components been formulated (e.g.: manual, curriculum, specific skill set, etc.)? Is there a
curriculum so that training and development can be offered to others? Please attach documents when applicable.

e  When applicable, describe the model in terms of number of sessions required, frequency/ duration of sessions,
number of consumers served, etc.

e  How well does the program demonstrate how it can be replicated?

7. CULTURAL RELEVANCE

Please describe the cultural relevance of the program and include the following information:

e What strategies does this program use to outreach to the target population?

How does the program incorporate the target population’s traditions, beliefs, and customs?

How does the program incorporate cultural elements regarding mental health and well-being?

How does the program demonstrate sensitivity to historical issues (e.g.: immigration, war trauma)?

Please describe the history of the development of this program. Has the program had input from the community in
the design and/or evaluation of the program?
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8.

STAFFING

Please describe staffing needed and include the following information:

How many staff members are needed to run the program?

e  What would be each staff member’s responsibilities?

e  What kind of training/education/experience is required for each staff?

e Does each staff need to be bi-lingual and/or bi-cultural? In what languages/cultures?
e What is the ratio in terms of staff to caseload?

9. PRACTICE SETTING — What type of setting is needed for service delivery?
10. INDICATIONS OF EFFECTIVENESS

Please describe evidence of effectiveness of the program and including the following information:

Has the program been evaluated or is currently being evaluated?

o Ifso, please describe the evaluation design including methods and components (e.g.: individual/group
interview, surveys, pre/post tests, Community-based Participatory Research, mental health screening/re-
screening, etc.)

o Do these methods involve the target participants in active reflection to allow the community to identify what
is important to them?

o Was the evaluation conducted internally (by staff) or externally (by contract evaluator)?

If data (quantitative and/or qualitative) has been collected, what measurements were used?

What were the biggest barriers in the data collection process, if there was any?

11.

AGENCY INFORMATION

Please include the following information and be as specific as possible:

Please provide name/contact information.

How do the board, management, and staff of the agency reflect the community the program intends to serve?
How does the agency provide ongoing support and training for its staff?

Please describe your history working with the target population or the community.
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Appendix D

Category 1

Submissions



CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Community Health for Asian Americans’ API Connections Program

2. TYPE OF PROGRAM: X Universal prevention
X Selective prevention
X Early intervention
X Other (please specify): Advocacy and Organizing; Workforce

Development; Capacity Building
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

API Connections was developed as part of Alameda County Behavioral Health Care Services’ MHSA Prevention &
Early Intervention strategies planning for Underserved Ethnic and Linguistic Populations (UELP). UELP projects
were designated for five un- and underserved communities, including Afghan, South Asian, Native American,
Latino/Hispanic and Asian/Pacific Islanders (API). The program design was based on feedback from community focus
groups and surveys conducted in 2005 and 2007 with consumers, family members, other community members, and
providers by ACMHS and CHAA, who identified underlying causes for APIs being underserved and suggested
strategies for addressing this complex issue, and through input from a task force that met across several months to
refine the approach. Community Health for Asian Americans (CHAA) and Asian Community Mental Health
Services (ACMHS) submitted a joint proposal to serve APl communities, with ACMHS serving designated
“underserved” communities and CHAA serving designated “unserved” communities. API Connections has been on
the ground since July 2010.

Program developers at CHAA:
Sean Kirkpatrick Beatrice Lee Ann Rojas-Cheatham
Associate Director Executive Director Research and Training Director
sean.kirkpatrick@chaaweb.org beatrice.lee@chaaweb.org ann.rojascheatham@chaaweb.org

TARGET POPULATION

Populations served: CHAA’s API Connections work has targeted Burma refugees (Karen, Karenni, Chin, Kachin,
Rakhaing, Burmese, Mon, Shan, etc.), Bhutanese refugees, Tibetan refugees and asylees, Nepali immigrants and
asylees, Mongolians, Pacific Islanders, and Thai. Also, workforce, organizations and community.

Languages in which services are provided: Burmese, Thai, Nepali, Tongan, Tibetan, Mongolian and English
Program scope: Prevention and early intervention for targeted communities, individuals, families, children and youth
Program settings: Services are provided largely at CHAA’s Oakland office, community settings, homes, and schools.

WHAT ARE THE GOALS OF THIS PROGRAM?

General Project Overview: The Asian and Pacific Islander Connections program (API Connections) is designed to
help remedy a long-standing problem in Alameda County of the under-serving of API populations in Alameda County
with respect to mental health services. According to the California Department of Mental Health Services data, APIs
in Alameda County are 3 times less likely to utilize the County Mental Health system than the general population,
with a penetration rate of 4.9% compared to 15.6% for Whites. And according to data provided by the Alameda
County Behavioral Health Care Services, while 39% of the total population with SED/SMI is unserved, 65% of the
API population is unserved. Based on community focus groups and surveys conducted in 2005 and 2007 with
consumers, family members and other community members by ACMHS and CHAA, the underlying causes for APIs
being underserved are cultural - the shame, stigma, and discrimination associated with mental health, and systemic —
such as lack of cultural and linguistic services, lack of insurance coverage, and inappropriate services. These factors
limit individuals and families to seek assistance from only the most trusted and familiar sources within their respective
communities. Yet, the most trusted sources are often not trained to identify, let alone assess and handle the mental
health and emotional disturbances of their constituents. Existing mental health programs have not adequately served
these communities, and are not appropriately skilled or resourced to address their needs in a culturally competent way.
Many of those in need believe that they will be misunderstood by service providers and judged wrongfully for cultural
practices different than mainstream practices. Research and experience of API mental health providers support the
need to intervene sooner as the majority of API consumers seeking help have struggled with their illness for years
before getting treated. Persons with mental health issues need to be identified before they can be helped, and the
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proposed strategy is key to early identification.
The four-pronged components of the API PEI strategy — Culture-Based Outreach, Culture-Based Mental Health
Consultation, Cultural Wellness Practices, and Early Intervention — are designed to address these barriers as identified by
consumers and family members and other community leaders. By overcoming barriers to access for APIs, and because
this is an integrated API strategy that links un/underserved community members with mental health services when
available and appropriate, it also more effectively provide for early identification of PEI identified needs such as Impact
of Trauma, Suicide Risk and First Onset. The strategy is to create bridges between APl communities and mental
health services by locating PEI services at trusted community sites routinely frequented by APl communities and
integrating PEI services into community services and activities. Community organizations receive consultation as
partners in the continuum of outreach, referral, screening and assessment; in addition to receiving staff resources for
education, development, support and counseling for youth and parents. Bilingual and bicultural mental health
professionals and paraprofessionals, working with trusted community partners, ensure culturally competent services and
strengthen linkages between community settings and mental health services.
Problems Addressed by API Connections: The API strategy increases the likelihood of successfully linking
individuals identified through Outreach, Consultation, and Wellness Practices to mental health treatment in a
number of ways. First, the strategies are embedded in viewing mental health in a holistic manner as body, mind, and
spirit together as a system, which is in line with how API cultures see health. Stigma is reduced when treating and
viewing mental illness in this manner. Second, co-locating mental health professionals and peer facilitators and
integrating them in API community programs and activities promote trust and bonding with the community in a non-
mental health setting. Individual participants who are perceived to need assessment and extended treatment for
mental illness or emotional disturbance can receive mental health services in those co-locations, without having to go
to a mental health agency.
Protective Factors API Connections Aims to Enhance
o Culture as a reservoir of positive and protective practices supporting individual, family and community wellness
o Healthy integration and strengthening bicultural identities
o Healthy intergenerational connections, reducing the harmful effects of growing gaps between youth and adults
o  Greater sense of self-efficacy in knowledge of systems, services, and issues impacting health, mental health and
wellness
o  Stronger community institutions, including faith and community leadership, organizations, and greater
collaboration and support
Risk Factors API Connections Aims to Reduce
o  Stigma attached to mental health issues and services
Cultural, generational and experiential gaps between young people and adults
Disunity and division within communities
Social, cultural and linguistic isolation
Relatively weak and small community organizations
o Lack of trained, culturally competent workforce
Specific Goals of API Connections
o Individual goals include:
=  Reduced stigma attached to mental health services. Decreased feelings of shame.
" Increased knowledge and awareness of existing resources.
=  Increased number of individuals receiving screenings for mental health disorders.
= Increased access to formal assessment and treatment at early onset of mental illness symptoms.
= Reduce family stress/discord.
o Program goals include:
= Increased utilization with earlier assessment and intervention using traditional wellness practices, and
reduction in the number of APIs who turn up as “severally mentally ill”.
= Increase in the number of consumers, family members, community leaders and elders who are trained.

O
@)
@)
@)

= Increase in referrals to culturally competent integrated services through collaborating agencies.
= Community organizations will have a formal process for identifying individuals, families with social,
emotional, and behavioral issues.
o  Systems goals include:
= Increased ability to appropriately identify, refer, and/or serve APl communities.
= The API community will have improved mental health status as they increase in knowledge of risk and
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resilience/protective factors, of social, emotional and behavioral issues, and mental health resources.

= Increase social supports for unserved APIs with MH needs.

= Increase in trained and supported workforce from target communities, with a shortened time for developing
this workforce.

=  Community-driven strategies for addressing health, mental health and wellness.

6. CULTURAL RELEVANCE

API Connections Strategies to Ensure Cultural Relevance and Responsiveness
The Culture-Based Qutreach component promotes wellness in the APl communities and helps overcome stigma
through outreach at community events and festivals; and by co-locating mental health professional Peer Facilitators
and Community Wellness Advocates in community settings like health clinics, and community and faith-based
organizations. Workshops led by program staff at these community settings empower individuals and families to
contribute to their own wellness on a long-term basis. API Connections deploys Peer Facilitators (ACMHS) and
Community Wellness Advocates (CHAA) to trusted community organizations and sites to: 1) conduct educational
workshops on mental health issues and related topics to explain common responses to life stressors as conditions that
can be helped through mental health services; 2) conduct group psycho-social educational talks where staff will visit
existing community grown gatherings to organize group talks, mutual-support circles, and educational and mutual-
interest groups; 3) produce Asian language educational materials to be used at the above meetings, at community
events and with ethnic media such as newspapers, radio, television and for some communities, websites. Workshop and
educational materials topics have included: 1) general information about mental health issues and symptoms; 2)
educating parents to support their children’s development; 3) the importance of seeking care early, rather than waiting
for crisis; 4) removing the stigma of mental health; 5) how to access mental health and other services; mental health
issues that impact older adults; 6) and helping families understand and bridge the cultural/generation gap. Workshops
have also been conducted on historical/sociocultural topics, including trauma, immigration challenges and identity.
Cultural Wellness Practices. Peer facilitators and Community Wellness Advocates are deployed to trusted API
community organizations and sites to work with individuals and families identified through the consultation process to
create culturally appropriate personalized wellness plans that include accepted traditional healing practices and follow-
up with the goal of supporting well-being in major life domains and to prevent escalations in mental health crises.
Examples of community wellness practices in the API communities include youth gatherings enhancing cultural
protective factors; psycho-educational model integrated with culturally-based activities (e.g. quilt project, gardening,
cultural events and festivals, Polynesian dance, Tai Chi, etc.); and faith-based events, ceremonies with cultural
themes, chanting, singing, poetry/spoken word, drumming, dancing, traditional arts and crafts, and so forth. These
wellness-based alternatives include, where appropriate, access to community wellness practices conducted by
community-based providers, institutions, and faith healers (shamans, priests, pastors, etc.). These practices address the
needs of individual and families as a whole, and build their relationship to the community’s resources and services,
thereby using the community’s own assets and social wealth.
Culture-Based Mental Health Consultation extends the pool of mental health human resources to include staff and
volunteers at community social service providers and in the community. Group trainings and individualized
consultation enable these staff and volunteers to become partners in helping identify, assess and refer individuals and
families who need mental health services, while at the same time allowing for developing culturally-informed
counseling strategies. The community empowerment process also includes a resource and referral guide that is made
available online; and coordination and connection with other County-run and County-sponsored initiatives.
Consultation links mental health professionals with trusted leaders, elders and staff at trusted organizations to identify
at-risk individuals before they reach an acute phase, support them in crisis resolution, and increase their mental health
and improve functioning. As staff can only reach and identify a small number of at-risk individuals in each
community, a resource guide is being developed and made available to the members of the community with relevant
information to specific API populations. On-line consultation to providers will also be available including making
available materials and resources as reference material for Consultants and for quick access for giving workshops and
presentations, creating handouts and articles, etc. Also, screening tools for mental health issues are readily available.
Early Intervention services include short-term counseling based on individualized wellness plans, and are available to
individuals showing signs of onset of mental health issues, those going through crises, and individuals and families who
need ongoing support in one or more life domains. Program staff can also provide linkages to the County mental
health system of care if available and other community resources for individuals and families with more complicated
issues and needs. Multi-dimensional models for early interventions include family interventions, peer support,
afterschool programs, parenting classes and support groups, and short-term counseling and therapy by culturally
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competent providers and practitioners that fit the culture and structure of families in the respective communities, and
referrals and linkages to established mental health system programs and agencies.

e The program adopts a strength-based approach that identifies and promotes the unique strengths of cultures,
individuals, families and communities. Workshops and consultations reinforce the communities’, consumer’s and
family members’ strengths, resources and coping skills. In addition, the use of cultural wellness practices is grounded in
the beliefs, values and traditions of the diverse API populations in Alameda County and promotes prevention and
overall wellbeing.

e Concrete benefits of the program include: 1) increased level of prevention and early intervention services for API
individuals and families; 2) increased knowledge of API community of wellness practices and awareness of existing
resources, and decreased stigma attached to mental health services; 3) increased capacity of API community to meet
mental health needs, including more knowledgeable service provider staff, better coordination of community
providers, and availability of culturally grounded educational materials (including online materials); and ultimately 4)
increased access to mental health services by APIs in Alameda County to impact the core issue of Asian and Pacific
Islanders being underserved.

Special Features of CHAA’s API Connections Model

e Community-Based Processes. CHAA engages the targeted communities through a combination of Community-Based
Participatory Research (CBPR) and Popular Education in analysis of root causes (upstream analysis) for issues
impacting individual, family and community wellness, and to engage in co-design of actions and strategies to address
these issues in partnership with the communities themselves, while identifying solutions that focus on policy and
structural change. CBPR has been recommended as an effective approach for reaching, strengthening and empowering
marginalized immigrant and refugee communities, and other communities with significant health needs. CHAA has
developed a palette of CBPR methods, popular and empowerment education modules designed to address issues related
to social justice and health disparities, and to move dialogue within and between communities to deeper levels of
understanding, helping communities analyze issues with attention to finding root causes while moving actions to
proactive and preventive strategies. If needed, communities are supported in leading community research that gathers
the information needed to move action toward addressing root causes. The approach is empowering and moves
communities to deeper levels of understanding and change at policy and systems levels.

e CBPR allows for the development of interventions from the ground up and in full partnership with community
members. Through participation in needs assessment and popular education, community members bring their life
experiences to the process to more accurately identify the unique texture of issues in their community and root causes
of those issues, increasing the likelihood that interventions will affect structural changes that benefit the community’s
overall health and wellness. Involvement of community members establishes the critical link between research and
action or practice because community members buy in to a process that involves them from the beginning and they are
in a better position to apply findings to actual practice and disseminate those findings. In addition to CBPR, CHAA
also will utilize popular education to engage community members more fully in the process of understanding
community-identified issues and implementing interventions to address them, and to help communities develop a
collective analysis based on the life experiences of those involved in the program. Popular education is a form of
political education that uses a framework of action and reflection to lead toward collective social changes that are
empowering to the community. Based on the principles and philosophy of Paulo Freire and liberation struggles of
marginalized and excluded peoples, it is typically used to develop a collective analysis based on the life experiences of
those involved in a project, and promotes participation, interaction, social action, and critical thinking skills of
analysis. Popular education provides the methods, tools, and theory needed to help groups of people understand their
experiences within a social and political context, and move from blaming themselves to having a perspective on the
environmental and structural causes of problems they face, allowing for the development of approaches that address
these root causes as well as enhancing community members’ confidence and abilities to affect positive change on their
own behalf.

e We feel that the approach to community-led needs assessment using CBPR and Popular Education 1) matches the
communities’ levels of readiness to address pressing issues, and; 2) helps create knowledge through CBPR with
communities for which there is little, if any, available data due to their small size, newness to Alameda County, and
relative invisibility to most systems and services they encounter. CHAA has experience trying to adapt existing best
and promising practices for use with API communities, and based on this experience recognizes that they often require
changes that ultimately undermine program fidelity. Moreover, there are very few existing best and promising practices
that have been validated for use with any APl communities, much less for communities new to the US. Mainstream
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approaches do not account for differences in language, culture, education, health practices and world views that will be
critical to successful, healthy integration and effective programs that address issues faced by this community.

¢ Environmental Strategies. We dedicated the first year of the project to community-based processes and alternative
programming and activities, with the intent of beginning environmental strategies moving forward. Year one has laid
the foundation for communities to formulate actions that can be translated into environmental strategies, as well as
bring communities with challenges in common and with experiences of effective community-level change together to
share, learn from each other, and build partnerships. Engaging communities in changing environmental factors
impacting their health and wellbeing is a long-term strategy of empowerment, increasing community critical skills, and
improving their sense of efficacy in addressing issues important to them. We feel that empowerment is a long-term
protective factor.

e Alternative programs and activities. APl Connections develops and supports alternative programs and activities for
youth and families in targeted communities. Settings such as community gardens, women’s arts and crafts groups, and
youth tutoring and activity groups are some examples. Inter-generational activities and groups are also preventive in
the communities targeted for this project, and may include, for example, cooking and eating, storytelling, and language
learning settings. We also support planning community events and conduct outreach and needs assessment through
these events. Examples of these events include community New Years, cultural celebrations, health and wellness fairs,
and community meetings.

¢ CBO/Community Leadership Development, Conflict Resolution and Capacity Building. In CHAA’s API
Connections program we have invested resources directly in providing leadership development, conflict resolution and
capacity building support for small partner agencies from target communities. Partners include: Bhutanese American
Community Center; Bhutanese Community in California; Burma Refugee Family Network; Karen Culture and
Tradition Committee; Burmese Youth Association; Tibetan Association of Northern California; One Love Oceania;
Ger Youth Center; and Mongolian Student Non-Profit Organization in America. Additionally, we make project
resources available to the Sri Lankan refugee community, which has no agency presence currently, and is resettled
primarily in Alameda County. API Connections has also been deeply engaged in the work of the East Bay Refugee
Forum.

e Community Helper Training and Consultation. Many of the communities engaged by API Connections have limited
workforce, with a large amount of service navigation and case management being done by volunteers from their
respective communities. This volunteer community helper workforce has little support, putting them at risk for
burnout, boundary issues, vicarious trauma, and access to quality information and approaches to working in their
communities. Individuals who are placed at area organizations find that they become inundated with requests for
assistance, often beyond the scope of their assighments at their organizations. Additionally, very few people from the
target communities consider careers in mental health, meaning that communities may not have a workforce for this
work for many years. CHAA’s community helper training series addresses these needs, providing training in best
practices, support, consultation on how to do the work more effectively and minimizing negative impacts, while
preparing people to pursue working in mental health and wellness fields.

History of the development of this program and input from the community in the design and/or evaluation of the
program
e API Connections was developed as part of Alameda County Behavioral Health Care Services’ MHSA Prevention &

Early Intervention strategies planning for Underserved Ethnic and Linguistic Populations (UELP). UELP projects were
designated for five un- and underserved communities, including Afghan, South Asian, Native American,
Latino/Hispanic and Asian/Pacific Islanders (API). Community Health for Asian Americans (CHAA) and Asian
Community Mental Health Services (ACMHS) submitted a joint proposal to serve APl communities, with ACMHS
serving designated “underserved” communities and CHAA serving designated “unserved” communities. The program
design was based on feedback from community focus groups and surveys conducted in 2005 and 2007 with consumers,
family members, other community members, and providers by ACMHS and CHAA, who identified underlying causes
for APIs being underserved and suggested strategies for addressing this complex issue, and through input from a task
force that met across several months to refine the approach. CHAA also engages the targeted communities through a
combination of Community-Based Participatory Research (CBPR) and Popular Education in analysis of root causes
(upstream analysis) for issues impacting individual, family and community wellness. The action-reflection cycle is
ongoing in our program design, with co-design of actions, approaches and strategies to address these issues in
partnership with the communities themselves being at the heart of the model.

D-6




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Asian Youth Prevention Services (AYPS) Program

2. TYPE OF PROGRAM: Universal prevention

X Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Japanese Community Youth Council

Contact: Ramon Calubaquib, Program Director
2012 Pine Street

San Francisco, Ca 94115

Phone: (415) 202-7941

Fax: (415) 921-1841

Email: rcalubaquib@jcyc.org

4. TARGET POPULATION

The Asian Youth Prevention Services (AYPS) program target API youth who are experiencing significant
transitional periods in their lives including transitioning from elementary school to middle school and transition from
childhood to adolescences. In addition, youth who have experienced the transition of immigration are a priority
population for the program. The program utilizes recognized ATOD prevention strategies to deliver prevention
activities. The program has the language capacity to serve immigrant youth with the following languages: Mandarin
and Cantonese, Tagalog, Vietnamese, and Samoan. The program’s primary target population is middle school age
youth, young men and women ages 12 to 16 year of age as well as youth whose sexual identification is LGBTQ.

AYPS serves San Francisco API youth citywide, but also target neighborhoods and schools with large populations
of API. Current middle schools served by AYPS and the percentage of API youth includes Bessie Carmichael (56%),
Francisco (64%), Hoover (42%), James Denman (42%), Presidio (46%), Roosevelt (65%), and Visitacion Valley
(39%). Current high schools served by AYPS and the percentage of API youth include Washington (59%),
Newcomer (57%), Galileo (67%), and Balboa (54%). Services are provided at school sites as well as the program sites
of the AYPS consortium members. These neighborhoods are located in the following neighborhoods: Chinatown
(94109), Tenderloin (94102), South of Market (94103), Western Addition (94115), Outer Mission (94112),
Visitacion Valley (94134), Sunset (94122) and Richmond (94118 & 94122).

5. WHAT ARE THE GOALS OF THIS PROGRAM!?

Through a collaboration of six (6) community-based agencies that provide an array of culturally competent primary
prevention services, the goal of the Asian Youth Prevention Services (AYPS) program focuses on preventing, delaying
and/or reducing the use and abuse of alcohol and other drugs (AOD) among Asian youth in safe and welcoming
environment.

The program utilizes a curriculum based approach that support family communication, encourage positive peer
relationships, discourage engaging in risky behaviors, organize healthy activities and support cultural traditions and values.
The program also enhances and reinforces positive cultural norms and organizes community service activities that support
the diverse APl community of San Francisco.

The program aim to reduce unhealthy behavior that may lead to family conflicts, delinquency, gang involvement,
truancy, dropping out of school, and isolation from friends and family. The program aims to increase the skills of

participant to enable them to live a healthy lifestyle and be productive members of their family and community.

Each partner agency is well established in their respective community and is well connected to their respective target
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population and schools. Services are provided at each of the respective agency site and at targeted school. Partner
agencies also have established a long working relationship with targeted school enabling them to provide services at
school site and have been welcomed each school year. Youth are recruited through referral from teachers and the school’s
counseling staff. Youth participating at agency sites are recruited from the community and referred by programs.
Depending on the partner agency’s target population, bilingual/bicultural services are provided unless the agency’s target is
recent immigrants and are provided in specific languages. For the current program, Asian American Recovery Services
(AARS) provide services to a multi-ethnic population, while Community Youth Center (CYC) provides services in
Cantonese for recent immigrant youth. The Filipino Community Center (FCC) provides bilingual/bicultural services
along with the Samoan Community Center (SCDC) and the Vietnamese Community Development Center (VYDC).
Each agency target schools where there is a large population of their respective target group. Example is CYC provide
services at Marina Middle School with a large immigrant Chinese population as well as on-site at their agency while
SCDC target Martin Luther King Middle School with a large Samoan student population.

6. CULTURAL RELEVANCE

The program subcontracts services to each members of the AYPS partnership. Each of the partners is well
established in their respective API community and has long history of serving their respective population. They have
demonstrated effective outreach and recruitment to the target population and have the cultural and language capacity
to engage youth and families needing services. Each agency has the capacity incorporate language, traditions customs
and beliefs in implementing the program curriculum to make it relevant to the program participants as well as engage
youth in identifying potential conflicts with American norms and values.

The program has been in existence since 1997 and has been supported by the San Francisco Community
Behavioral Health Services. Each of the partner agency’s executive staff is a member of the AYPS Consortium that
acts as the advisory body of the program. Staff of the program meets on a regular basis to review, plan and evaluate the
program. Youth participants evaluate program activities and provide recommendations to program services.

Part of the curriculum identifies cultural norms that reinforce positive norms. Youth are engage to participate in
identifying positive norms specific to their cultural and its importance to them and their culture. Youth also
participate in alternative activities that celebrate cultural festivities. An example is the celebration of Tet and
Chinese new Year and what it means to the community. Agencies also engage youth to participate in community
events such as the Chinese Dragon Boat Race and Moon Festival, Tet Festival, the Pistahan, and Samoan Flag Day.
JCYC has established Funfest which celebrates a weekend of AOD free activities and entertainment for the whole
family. Agencies also incorporate ethnic dances into the program as part of their alternative activities and are also
able to perform in the program’s annual cultural day celebration and other organized multi-agency events such as the
annual API Youth Summit in San Francisco.

The program incorporates historical context to reinforce cultural norms and values as well as provide an
understanding of the multi-cultural diversity of San Francisco and American.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1.

NAME OF PROGRAM:

CARE: Center for Addiction Recovery and Empowerment

2. TYPE OF PROGRAM: X Universal prevention
X Selective prevention
X Early intervention
X Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Asian Americans for Community Involvement (AACI)
400 Moorpark Ave., Suite #300

San Jose, CA 95128

Tel: 408-975-2730

4

TARGET POPULATION

All individuals and significant others of all ages affected by Problem Gambling (PG). All individuals and significant
other in the greater San Jose area affected by PG are eligible to receive services under CARE.

At present staff capabilities for service provision include Cantonese, English, Hindi, Mandarin, Punjabi, Spanish,
Tagalog, Taiwanese, Toishanese and Vietnamese.

Individuals directly affected by PG are highest need target population. Significant others of these affected individuals
are also eligible as family conflicts, couple conflicts, and an entire host of behavioral health issues are affected by one
PG member.

Individuals living within the City of San Jose are most affected but also all residents in Santa Clara County who
frequent the two cardrooms in San Jose.

WHAT ARE THE GOALS OF THIS PROGRAM!?

Problem Gambling (PG) is an invisible epidemic which encompasses various domains of healthcare, social services
and the legal system. CARE addresses PG from multiple perspectives. It attempts to outreach and educate the
community at large about the signs and symptoms of PG, avail treatment and support services available for individuals
and significant others affected by PG, educate and train gaming establishment workers, law enforcement and
behavioral health clinicians and/or clinicians in training about PG. CARE also has CA Office of Problem Gambling
approved licensed, multilingual, multicultural and multidiscipline behavioral health clinicians ready to provide brief
Cognitive Behavioral Treatment to individuals directly affected by PG and their significant others. In the area of
Youth Prevention Services, CARE is collaborating with CA Friday Night Live to develop outreach, educational and
prevention materials targeted at youths on the effects PG can have on them and their families. Youth oriented
projects include developing a youth led video and public service announcements.

Some of the protective factors this program aims to address include maintaining family harmony, unity and support,
education and support to significant others in identifying signs and symptoms of PG and available treatment and
support resources available to their family members affected by PG. Family members and significant others can also
receive treatment themselves to address the indirect effects of PG by the loved one in their family.

Some of the risk factors this program aims to reduce include the on-going addictive and impulsive behaviors of the
PG individual, the dire financial consequences on the family and significant others; homelessness, co-occurring
disorders of physical, mental and substance abuse etiology, most importantly suicide. Some studies have found PG to
have a higher rate of death as a result of suicide as compared to the general population.

Through working in a consortium and building on cardrooms’ existing problem gambling programs, our agencies will
accomplish the overall goal of reducing the negative consequences of problem gambling and promoting responsible
gaming among greater San Jose adults and seniors. Our consortium includes Asian Americans for Community
Involvement (AACI) as the lead agency, in collaboration with Asian American Recovery Services (AARS), Breathe
California of the Bay Area, and UCLA’s Gambling Studies Program (UGSP). Together, we seek to provide a
comprehensive strategy that addresses all three service areas of capacity building, education and awareness, and
intervention. In the area of capacity building, we will continue working to increase the number of certified problem
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gambling counselors through the state Office of Problem Gambling and the number of trainings held locally for
interested qualified service professionals. We will also increase the number of support services that are offered to
problem gamblers and concerned significant others (CSO). In the area of education/awareness, we will implement an
array of grassroots, multi-media, and research-based strategies to increase awareness of problem gambling and services
available to greater San Jose residents. In the area of intervention, we will recruit problem gamblers and CSO for
treatment in order to reduce negative gambling-related impacts, and also refer clients in need to additional support
services such as financial counseling, mental health counseling, substance abuse treatment, tobacco cessation, and
domestic violence services. As noted in the Cardroom Charitable Contributions Allocation Plan, we recognize that
Asians comprise a large percentage of the San Jose cardroom clientele and have higher rates of gambling disorders
than the general population. Our consortium specializes in providing linguistically and culturally appropriate services
for Asians, and also for Hispanic/Latinos and other groups at risk for problem gambling.

CULTURAL RELEVANCE

To date outreach strategies include participating in existing community health fairs and cultural celebrations,
community educational forums and/or other opportunities, ethnic media (radio, TV, newspaper), mainstream media
(cable TV), professional education and outreach opportunities, graduate clinical training program outreach and
educational opportunities, outreach and education to law enforcement, judiciary, and gaming industry personnel.
Materials used to outreach to specific cultural populations have been translated produced and translated by the Office
of Problem Gambling (e.g. Chinese, Vietnamese, Tagalog, Spanish, Korean). Materials aimed at specific populations
for which translated materials are not available, CARE staff will translate (i.e. Japanese).

Outreach materials and engagement approaches have taken much cultural sensitivity, respect and approaches to
engage without offending or shocking the target cultural group focused on at the time of the outreach, education
and/or treatment. Materials used to outreach to specific cultural populations have been translated produced and
translated by the Office of Problem Gambling (e.g. Chinese, Vietnamese, Tagalog, Spanish, Korean). Materials
aimed at specific populations for which translated materials are not available, CARE staff will translate (i.e.
Japanese). Given that the treatment community is overall small, consultation with statewide, national and
international PG service providers have led to encouragement and allowances for CARE to utilize shared effective
and proven strategies, outreach materials, marketing themes and engagement protocols used by statewide, national
and international PG service provider partners.

Cultural elements regarding mental health and well-being are incorporated via culturally sensitive and respectful
approaches to engage target populations without offending or shocking them during outreach, education and/or
treatment. Terminology, culturally appropriate metaphors, and communication styles are highly salient factors
considered by the culturally and linguistically specific CARE staff member providing outreach, education and
treatment services to the identified PG individual, significant other and community member. CARE has 13 licensed
bilingual and bicultural clinical staff who have been approved by the Office of Problem Gambling to engage and treat
individuals who may primarily speak Cantonese, Japanese, Mandarin, Hindi, Punjabi, Spanish, Tagalog, Taiwanese,
Toishanese and Vietnamese. These licensed clinicians have been practicing in their respective communities for many
years and are trusted cultural brokers. Given that the treatment community is overall small, consultation with
statewide, national and international PG service providers have led to encouragement and allowances for CARE to
utilize shared effective and proven strategies, outreach materials, marketing themes and engagement protocols used by
statewide, national and international PG service provider partners.

Given that the treatment community is not overall small, consultation with statewide, national and international PG
service providers have led to encouragement and allowances for CARE to utilize shared effective and proven
strategies, outreach materials, marketing themes and engagement protocols used by statewide, national and
international PG service provider partners.

On-going consultation with collaborative partners, statewide coalition, and AACI wide Behavioral Health
Department’s culturally competent staff, provide for CARE staff with much consultation opportunities to ensure
sensitivity to cultural and historical factors affecting each of the PG service recipients. CARE staff also has been
carefully selected to culturally and linguistically match the target populations being served.

Prior to the formal Request For Proposal (RFP) process, the City of San Jose settled with the two existing cardrooms
to set aside funding for a non-profit service organization to address the needs of individuals and significant others
affected by PG. In this light, the City of San Jose representatives, organized a series of community forums in
consultation with NICOS, an organized collaborative of mental health and social services providers in San Francisco
providing PG services to the Chinese population for well over a decade. As several of these community forums
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ensued, different constituents shared their concerns and needs regarding the services to be developed and RFP to
address PG issues. After almost a year of planning and community forums, the RFP came out and the collaborative
lead by AACI was awarded the contract.

e The consortium led by AACI has experience in providing capacity building services specific to problem gambling.
UGSP is currently conducting four statewide trainings with the state Office of Problem Gambling to train licensed
clinicians through the California Gambling Treatment Services Program. The first training session was completed in
November 2009 in San Francisco. AACI has partnered with UGSP to provide continuing education units to
licensed psychologists who complete any of the four certification trainings through the California Gambling
Treatment Services Program.

e In April 2009, AACI helped sponsor the 2009 Northern California Problem Gambling Regional Summit in Oakland,
CA, attended by close to 60 participants. In June 2009, AACI worked with NICOS Chinese Health Coalition to co-
host the first ever South Bay problem gambling training workshop, which trained over 20 South Bay service
providers. Most of the training participants reported increased awareness about problem gambling.

e The consortium is also currently working with NICOS and the statewide Problem Gambling Technical Assistance
and Training Project (funded by the state Office of Problem Gambling) to plan a Problem Gambling Summit in San
Jose for up to 100 local participants in late January 2010. The purpose of the summit was to promote greater
awareness and interest about problem gambling among service providers, and to increase subject matter expertise in
the greater San Jose area. The summit was also an opportunity to announce the launch of problem gambling services
in greater San Jose.

e AACI, AARS, and Breathe CA participated in the cardroom allocation plan workgroup in 2009, demonstrating our
strong commitment to building the capacity of the local community to address problem gambling. AACI has also
been approached by Santa Clara Valley Health and Hospital System’s Mental Health Department (MHD) and
Department of Alcohol and Drug Services (DADS) Learning Institute to develop and provide training on problem
gambling to the professional staff of both departments.

e AACI’s CEO is approved as a Problem Gambling Technical Assistance and Training consultant by the state and has
conducted outreach at one September 2009 community health fair in San Jose. This health fair attracted over 200
community members, and AACI distributed multilingual problem gambling educational materials developed by the
state Office of Problem Gambling.

e The consortium has experience in providing services for the treatment of problem gambling. Dr. Timothy Fong, Co-
Director of UGSP, also directs the UCLA Impulse Control Disorders Clinic. This outpatient clinic provides
treatment for pathological gamblers and their families. Services included consultations, diagnostic assessments,
pharmacological management, individual psychotherapy, and family therapy. To date, UGSP is the only such
recognized treatment and research facility by the state’s Office of Problem Gambling. UGSP also has experience
evaluating treatment programs, as evidenced through its long list of publications
(www.uclagamblingprogram.org/publications.html) and will bring expertise in evaluating patient outcomes, counselor
performance, and longitudinal treatment effectiveness to greater San Jose.

e AACI and AARS have over 50 counselors who serve clients for mental health, substance abuse, and domestic
violence issues, and many of these same clients also experience problem gambling issues in their family. Having a
more formalized and systematic evidence-based, ongoing training program for effective treatment of problem gambling
will improve the effectiveness of our work in greater San Jose.

ADDITIONAL INFORMATION

Activities conducted in the areas of capacity building, education/awareness and intervention include:

A. Capacity Building. The collaborative consortium will work with local and state entities to complement existing
efforts and to build local capacity to address PG. Needs assessment is accomplished by researching the extent of PG in
greater San Jose by reaching out to the community, collecting data, and analyzing community needs including
prevalence, identify communities at risk, and raise awareness about problem gambling. The number of licensed
gambling treatment professionals will be increased. The consortium will develop and conduct ongoing training for
local health and social service providers and community lay health workers, focusing on methods for prevention,
identification, and treatment of gambling addiction.

B. Education and Awareness. Using information gathered in the community-based research to develop effective,
targeted education and awareness strategies, the consortium will educate the greater San Jose community about
problem gambling and the existence of new services, with a strong emphasis on education and awareness activities in
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year one of the grant. Education and awareness campaigns for the general public and target populations will address
signs and symptoms of problem gambling, disruptions in everyday family communication and family harmony, negative
financial and employment consequences, availability of service providers and referral processes, overall health and
well-being consequences of problem gambling, strategies for responsible gaming, and other topics of interest based on
the community focus groups. Specific education and awareness strategies will include: 1) A lay health worker project.
Consortium members will build upon their successful lay health worker projects in the San Jose Asian,
Hispanic/Latino, and African American communities to recruit well-respected local individuals for training about
problem gambling and local services available to help. These “lay health workers” will then train their friends and
neighbors about what they have learned. 2) Local media outreach. Through long-established ethnic media
partnerships and using existing multilingual public service announcements, the consortium will reach more than
100,000 people, relying heavily on the culturally preferred mediums of radio and newspapers. Consortium partners will
produce weekly radio shows and at least two problem gambling awareness segments on their existing weekly cable TV
show. 3) Promotion of problem gambling helplines and the cardrooms’ existing responsible gaming programs. The consortium
will promote utilization of 1-800-GAMBLER and the NICOS’ 1-888-968-7888 Chinese problem gambling helpline,
with a goal to increase the number of (408) area code participants. The consortium will work with hotline providers
to encourage referral of greater San Jose callers to San Jose treatment providers, and it will launch a local 408 area
code hotline if needed. The consortium will also educate the community about the cardrooms’ existing responsible
gaming initiatives, such as self-exclusion. 4) Information clearinghouse. AACI will house a library of information
related to problem gambling, including treatment providers, training materials, policy papers, program evaluations, and
research articles with a goal of serving up to 200 individuals in person, over the phone, or online. This clearinghouse
will be open to other service providers funded by the cardrooms, as well as to the public. 5) Forums, theater, and
outreach events. The consortium will conduct problem gambling outreach in multiple languages at local health fairs,
community centers, cultural events, and college campuses and use multilingual brochures developed by the California
Office of Problem Gambling. Consortium members will incorporate problem gambling education and outreach into
their many established community activities such as parenting workshops, support group meetings, and innovative nail
salon worker outreach sessions.

C. Intervention. The licensed clinicians in the consortium who have been approved through the California
Gambling Treatment Services Program will play a lead role in implementing intervention services. The consortium
will also utilize non-licensed, master’s level paraprofessionals (supervised by licensed clinicians) as additional clinical
support to treat problem gamblers and their significant others. Community lay health workers will also identify,
motivate, and recruit problem gamblers and their CSO to seek treatment and support services.

All these elements are important because PG services have never been provided in the greater San Jose area and if
affects multiple domains of the individuals and their significant others’ live domain (physical health, mental health,
substance and addictive disorders, financial, employment, social, and legal).

No such curriculum has been manualized to date that we are aware of. The core components of this program (needs
assessment, outreach, education and treatment) have been modeled separately and in some combination in other
existing programs but not to the degree of inclusiveness as the CARE and the collaborative alliance model.

As each individual case is different in terms of their level and type of service needs, once engaged, and a full intake
assessment is completed, the individualized and collaboratively developed treatment plan will indicate the type and
intensity of services needed (e.g.: clinical, employment, financial, case management, education and support, etc.).
Each staff fulfills a particular service role within the continuum of care provided in the program ranging from outreach
and education, direct clinical services, case management, advocacy and support. Frequency and length of
engagement, treatment sessions and case management encounters is highly dependent on the level of acculturation
and understanding, motivational level, and commitment each individual has toward engaging the services provided.
Best determination for the number of cases per staff is currently unknown as it is a new service being availed to the
community. Unlike traditional mental health and/or substance abuse treatment caseloads, PG afflicted individuals
are much more challenging identify as PG is invisible, stigmatizing, and in many ways socially accepted and tolerated
to near pathological stages.

For example, in the cases where referrals come from the PG trusted family member, ensuring confidentiality and
assistance from the referring family member is key. On the one hand, the individual’s right to privacy needs to be
respected while simultaneously engaging the supporting family members in a systemic treatment approach is
instrumental to the successful treatment outcome of the affected individual. The clinician’s cultural understanding of
expectations, face value and shame factors can also help to incorporate culturally specific narrative strategies to
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exemplify the behavioral changes and treatment concepts introduced in treatment. This is cultural competence
process is a key foundation to the success of PG treatment with this particular AAPI population.

This program can be well replicated with sufficient funding and the availability of a wide range of professional
expertise including behavioral healthcare, multilingual and multicultural capacities, , outreach and community
education, collaboration with graduate clinical training institution, administrative support from local government,
and dedicated staff members (professional, peers, family members and volunteers).

The consortium has experience in providing services for the treatment of problem gambling. Dr. Timothy Fong, Co-
Director of UGSP, also directs the UCLA Impulse Control Disorders Clinic. This outpatient clinic provides
treatment for pathological gamblers and their families. Services included consultations, diagnostic assessments,
pharmacological management, individual psychotherapy, and family therapy. To date, UGSP is the only such
recognized treatment and research facility by the state’s Office of Problem Gambling. UGSP also has experience
evaluating treatment programs, as evidenced through its long list of publications
(www.uclagamblingprogram.org/publications.html) and will bring expertise in evaluating patient outcomes, counselor
performance, and longitudinal treatment effectiveness to greater San Jose.

AACI and AARS have over 50 counselors who serve clients for mental health, substance abuse, and domestic
violence issues, and many of these same clients also experience problem gambling issues in their family. Having a
more formalized and systematic evidence-based, ongoing training program for effective treatment of problem gambling
will improve the effectiveness of our work in greater San Jose.

CARE has 13 licensed professionals (LCSW, LMFT and Licensed Psychologists) approved by the California Office of
Problem Gambling who are able to speak Cantonese, English, Hindi, Mandarin, Punjabi, Spanish, Tagalog,
Taiwanese, Toishanese and Vietnamese. Currently 2.5 FTE Community Liaison are responsible for coordinating
outreach, education and support activities for the program. One .5FTE Research Coordinator, 1 FTE Program
Manager overseeing the program and coordinating the other collaborative partners’ activities, reporting functions and
service deliverables. Collaborative partner agencies maintain their own internal operating structure. Caseloads are
dependent on each collaborative agency partner’s outreach efforts to their targeted populations.

Outpatient community multiservices provider is the best suited setting for this type of model. Integrated primary and
behavioral healthcare, case management, education and advocacy, community outreach and education, and
collaboration between ethnic specific and refugee focused community partners is also a key to stigma reduction.

The program is currently in its 2° of a 3 Yr grant and the evaluative component rests with UCLA’s UGSP. An initial
community needs assessment developed by UGSP was utilized in a multilingual community focus group process to
determine the level of knowledge diverse language and cultural communities (Chinese, Vietnamese, Spanish,
Tagalog, mixed English) had about PG signs and symptoms, prevalence and available resources. Participants in this
pilot process were 100. Data analyses showed that overall community members had little knowledge of PG symptoms,
prevalence and community resources. Most focus group participants knew of someone and/or someplace in their
community where gambling was done but most reports were anecdotal. Currently a 2™ community needs assessment
is being developed to be conducted about one year post initial needs assessment; comparisons will show effectiveness
of YR1 of project. Goal for YR2 community assessment is 1,000 participants. Data analyzed will be shared with local,
statewide, national and international collaborative PG partners.

Contact information:

Asian Americans for Jorge Wong, PhD, CCEP, CHC Kelly Chau, MS

Community Involvement Director of Behavioral Health CARE Program Manager

2400 Moorpark Ave., Suite 300 Services (408) 929-4219

San Jose, CA 95128 (408)975-2730 x230 Kelly.chau@aaci.org
Jorge.wong@aaci.org

AACI’s Board, management and agency wide staff accurately reflects the culturally diverse AAPI population served
across its wide array of health and human service lines. AACI is the largest community-based organization dedicated
to serving Asians in Santa Clara County. AACI works with more than 12,000 individuals every year, predominantly
low-income Asian immigrants and refugees. AACI has an active board of diverse community leaders.

Asian Americans for Community Involvement (AACI) is Santa Clara County’s largest community-based
organization focused on the Asian community. Our mission is to improve the health, mental health and well-being of
individuals, families and the Asian community by (1) providing an array of high quality health and human services,
(2) sharing expertise about the Asian community’s needs and best service delivery practices, and (3) providing Asian
leadership in advocating on key health and human services issues.
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Asian Americans for Community Involvement has long been recognized for the excellence in services we provide to
the community, but now AACI is also recognized as one of the top places to work. Bay Area News Group has chosen
Asian Americans for Community Involvement as one of the Top Workplaces of 2011. Based on a survey with 109
participating companies, in which 16,249 employees rated their respective companies, AACI was ranked 17 in small
companies in the Bay Area. This prestigious honor was bestowed upon AACI after careful deliberation of the ratings
that AACI staff gave for its management, mission, and general satisfaction with work conditions. AACI scored
consistently high in these sectors. The results of the survey were based solely on the input of employees. The “small
companies” category consisted of companies with fewer than 150 employees. Of the companies that were considered
for this recognition, AACI was one of only two non-profit organizations honored with this award. Other companies
that were honored included The Container Store, Ask.com, Tivo Inc., and Hitachi. AACI is honored to be
recognized by Bay Area News Group for its commitment towards fostering staff development and nurturing careers.
(June 28, 2011, see agency website at www.aaci.org )

Staff in the Behavioral Health Department receive on-going internal professional training pertaining linguistic and
culturally diverse the clinical population we serve. The Santa Clara Valley Health and Hospital System’s Learning
Institute avails on-going professional trainings for the MHD and Department of Alcohol and Drug Services (DADS)
which all staff are encouraged and welcome to participate. In addition, all professional track staff, interns and trainees
are constantly encouraged to pursue professional development opportunities related to their particular job functions
and budget permitting. Staff and interns are encouraged to participate in all agency wide activities and functions.
AACI staff members, Dr. Jorge Wong and Kao Saechao, recently had their work published in a book called Culturally
Adaptive Counseling Skills. The book covers evidence-based practices for working with five major ethnic groups, while
also bringing in many factors such as gender and disabilities. Jorge and Kao co-wrote the 10th chapter titled, “Case
[llustration: A Culturally Adaptive conceptualization for 1.5 Generation of Southeast Asian Americans.” (August 25,
2011)

The book can be found here for purchase: http://www.sagepub.com/books/Book234935

In 1973, a group of citizens of Santa Clara County gathered to express discontent and share common concerns about
their experiences as Asian Americans. These community leaders founded an organization committed to the belief that
diverse members of the euphemistically labeled “Quiet Minority” could unite, that their individual experiences and
strengths could combine to advocate for the betterment of all Asians.

It’s not uncommon for Asians and other minorities to feel uncomfortable seeking and receiving services due to
language and cultural barriers. The team of multicultural and multilingual professionals at AACI works to bridge
these gaps through an array of services and programs in health, recovery, advocacy, shelter and community. The
AACI team includes the following specialists: physicians, psychiatrists, psychologists, social workers, marriage and
family therapists, teachers, health educators, and domestic violence prevention specialists.

Please refer to our website at www.aaci.org for additional information and history.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1.

NAME OF PROGRAM:

Center for Healthy Independence (CHI)

2. TYPE OF PROGRAM: Universal prevention

Selective prevention

X Early intervention

Other (please specify)

3.

NAME OF PROGRAM DEVELOPER — Please include all contact information

Asian Americans for Community Involvement (AACI)
2400 Moorpark Ave., Suite #300

San Jose, CA 95128

Tel: 408-975-2730

4. TARGET POPULATION
e CHI focuses on the co-ed adult and older adult populations of Asian Americans Pacific Islanders (AAPI) who are

Severely Mentally 11l (SMI) and presently receiving Specialty Mental Health Services (MHS) from AACI’s mental

health contract through Santa Clara County Mental Health Department (MHD). Primary ethnic and cultural

groups include Cambodian, Chinese (Cantonese and Mandarin), Tagalog, Vietnamese.

e Languages provided: English, Cantonese, Mandarin, Tagalog, Vietnamese and Cambodian.

e CHI is intended for current AAPI SMI populations who are stable in outpatient MHS who are socially and culturally
isolated as a result of the SMI.

e Program is intended for people in outpatient, urban, community mental health setting.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

e Program aims to prevent or address cultural and social isolation of AAPI SMI co-ed adult and older adult populations.

o AAPI cultural similarities in practices and beliefs are utilized to bring a diverse group of AAPI SMI adults and older
adults together and collaborate on positive, creative, and enjoyable social activities.

o Risk factors this program aims to reduce are social and cultural isolation, mental illness stigma, dependence on care
taker(s), low physical activity and mobility, and lack of interpersonal interaction opportunities.

e Specific goals this program aims to achieve are:

1. Reduction of culturally enhanced mental illness stigma among peers and MHS provider(s).

2. Normalize and incorporate the acceptance of stable and functioning SMIs with working professionals (licensed
mental health staff, support staff, other departmental staff and interns) through cultural inclusive activities
(teaching cooking and tasting of food, shared jewelry making, cultural celebrations). Bringing agency staff and
consumers to celebrate shared cultural celebrations often helps reduce existing stigma and social interaction
barriers.

3. Increase opportunities to socialize with peers and similar minded AAPI peers.

4. Decrease social and physical isolation for AAPI SMI adults.

5. Learn useful life skill while increasing meaningful daily activities.

6. Generalized meaningful and useful life skill and activities with immediate family and friends.

7. Peer led and planned activities such as cooking, crochet, jewelry making, learning to use the public
transportation system, shopping at ethnic supermarkets and cultural celebrations with history and education
components—to name a few, allow consumers to utilize their time effectively while also being assessed on their
functional skills by staff.

6. CULTURAL RELEVANCE

Outreach strategies have included the use of flyers translated in various languages. Much time was initially spent
educating and informing clinical staff and/or case managing staff as to the relevance of these CHI activities in the
continuum of care provided within the MHS. Having the CHI coordinator outreach personally to staff and ethnic
groups has been vital to convince of the relevance and positive impact of CHI on their consumers’ recovery process.
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As efforts mounted to meet the initial resistance of the staff, the support and directives from the department top
management was necessary to elicit staff participation and enlisting of qualifying clients. As time passed and
consumers were observed to benefit, learn and improve on their socialization skills and interpersonal relationships,
professional staff members have been more willing to participate and join activities more frequently when their
clients are participating in CHI activities.

Peer planned and led activities are often culturally and traditionally specific per ethnic and linguistic AAPI group.
As participating staff and consumers see and/or hear of similarities, invitations to join groups have been made,
especially when bilingual and bicultural staff members are available. During larger cultural celebrations, all CHI
participants from different ethnic groups are included. Participating mental health staff members assist in the
translations and encouragement of cross ethnic group interactions. During special interest groups where an activity
specific is being performed, groups have been smaller and/or mixed depending on individual interest and ability to
communicate and understand instructions from the group activity leader(s).

All MH concepts on recovery and well being are related to culturally specific and acceptable beliefs of health and
wellness. All AAPI participants in CHI share the cultural beliefs that a mentally healthy individual need also to be
physically healthy, eating healthy and having a healthy support network. All concepts held by members of the AAPI
participants in CHI are very much aligned with the Wellness and Recovery philosophy and concepts. Therefore
Wellness & Recovery is excellently suited and matched for CHI.

All AAPI members of CHI share multiple parallels in their immigration process to the U.S. Many share war trauma,
social and cultural isolation, limited English proficiency, racial discrimination from mainstream culture, poverty and
layers of cultural stigma for being MI and of particular cultures where often times the belief in karma presents as a
barrier to accessing MHS. Clinical staff and/or case management staff, as well as, CHI staff are all bilingual and
bicultural and many are in training for professional clinical degrees and licensure. Supervision of CHI staff is also
performed by bilingual and culturally competent supervisor(s).

The development of the CHI program came about as the result of MHD System Transformation through MHSA.
Mainstream consumer and provider groups touted The Village Model, Wellness and Recovery philosophy, and strong
MHD administrative pressure to develop ethnic specific self-help centers. Centers developed at County MHD sites
did not feel welcoming to many AAPI consumers who were less acculturated and linguistically limited. Attempts had
been made by the MHD to include AAPI and/or have designated times within the existing self-help centers for AAPI
but consumers did not show increased enthusiasm or participation. CHI was developed after much discussion and
planning to utilize available MHSA funding. Directives from top management and the careful hiring of staff who
were bilingual, bicultural and experienced exposure to the Wellness and Recovery philosophy and activities gave rise
to the development of CHI. Securing space, soliciting buy in and collaboration from clinical staff was also
challenging until directives from management were issued to support CHI. All input, design and execution of CHI
emanates from within the agency’s Behavioral Health Department with a high level of input and participation from
the consumers on direct CHI activities. Careful evaluation of the Wellness and Recovery philosophy and principles
lead the clinical and management realize that AAPI health beliefs were much in-line with the prevention and
normalization principles of MHSA and thus CHI was created.

Success of the program has not been formally evaluated but the consistent participation of consumers and the
transitioning out of leading CHI members over time has suggested the effective generalization of CHI activities and
life skills strategies toward each graduating member to lower level of care facilities such as the MHD operated
Federally Qualified Health Centers (FQHC). CHI’s initially successful transitioning consumers are currently Peer
Mentors in CHI. They not only serve as co-facilitators of CHI activities but also as cultural ambassadors and models
to current CHI participants.

ADDITIONAL INFORMATION

Small group activity of 6-10 participants focused on a useful and meaningful task and/or life skill. A coordinating
staff member who assist in the execution of a planned activity derived though a group process led by the participating
SMI consumer(s). Staff member(s) need(s) be bilingual and bicultural to ethnic and cultural group at hand to be able
to communicate effectively. When different group members speak different languages, treating case manager and/or
clinician should accompany consumer during group to ensure participation and level of comfort within group. During
activities, consumer can interact with the group members as appropriate to learn and interact collaboratively to
accomplish the activity at hand. Participation of case manager(s) and/or clinician(s) in the activity, allows for on-
going clinical assessment of consumer’s physical, social, and cognitive functions in a less structured setting like the
interview room.
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These elements are essential as the participation allows for clinician and/or staff member to observe SMI consumer(s)
interacting with peers and learning useful life skills consumers need to survive their daily lives. In observing the
consumer’s participation and attendance to groups, on-going assessment of their insight, symptom stabilization, and
potential side effects of medications can also be observed. In the long run, as each consumer demonstrate their own
ability to socially interact, learn essential life skills and practice them generally outside of the group and report back
to the group; it allows for the consideration of moving the consumer to a lower level of care as evidenced through
their stabilization and ability to related and function within peers.

Documentation of planned activities and calendar of activities have been constructed and recorded to date. Cooking
recipes have been collected in the hopes of compiling a simple multicultural cooking book with simple instructions
for quick and tasty meals. Arts and craft projects have been recorded through photographs. Individual group
activities with goals, observation and results are documented in each participating member’s clinical record as group
participation in rehabilitative MH activities. Cultural events and celebrations are enhanced by the increase
participation of peers and staff members to help celebrate an event planned and collaboratively organized by peers
and program staff.

No curriculum has been written down since the inception of the CHI Program but staff is planning to manualize this
culturally responsive and respectful engagement and participatory program. A multi-AAPI cookbook is in the
planning process and a potential video cooking series will feature each consumer ‘chef’ instructing viewers on how to
make each dish and giving some cultural history and background to the dish.

One particular project which took 1.5 years to complete was the development of a DVD featuring staff, CHI members
and family members talking about mental illness, MHS, personal and lived experience with MH, and encouraging
viewers to seek MHS, while address the stigma MH has across AAPI cultures. This DVD is titled, ‘Overcoming
Adversity: Stories of Hope and Courage.” It has been utilized in various setting to introduce the idea of AAPI
individuals living and recovering from mental illness and utilizing effective MHS to improve their quality of life.
Discussion has occurred at clinical graduate programs, professional conferences, County MH Board meetings,
consumer and family support and advocacy groups. This DVD has been distributed to CRDP AAPI and several
federal health and human services offices. This DVD has recently been translated/voiced over into Cantonese,
Mandarin and Vietnamese. We hope to translate/voice over into Tagalog and Cambodian to round off all current
languages spoken at CHI.

CHI uses the Wellness and Recovery philosophy at the core of its program. It programmatic function serves dual
purposes. First it allows for a culturally welcoming and familiar self-help center model where not only consumers can
attend but also include their clinical services and/or case manager to participate in all activities. Secondly, the self-
help center model allows for the dissemination and education and discussion of MHD policy changes and/or
directives affecting client care, program services, and client flow processes. Because CHI serves diverse AAPI
linguistic and cultural groups, at times it allows for the combination of certain ethnocultural groups and their
language specific clinical services and case managers to discuss impacts of MHD changes and directives. Staff has
observed shared agreements and disagreements whenever groups are combined and/or news discussed is no well
received by either ethnic groups.

No set number of sessions is predetermined. It is an open group, participation and membership determines the
activities to be performed. Frequency of group meetings can range from weekly to monthly depending on the
availability of language specific participants and/or shared common interest in the activities on the calendar schedule.
Length of activities range from 2 — 4 hrs depending on the number of shared interest individuals participating,
significance of event, time suggested to execute activity and/or type of activity interest (e.g.: jewelry making, crochet
and cooking can be 2hr; while Lunar New Year and Cambodian New Year’s Celebrations can take up to 4 hrs with
invited guests from the MHD).

Size of groups have ranged from as small as 4 to 65 depending on activity type and cultural importance of activity
and/or celebration.

The CHI program is easily replicated as long available staff managing the program is able to communicate and relate
effectively and respectfully with participating consumers. Consumers need be stable and able to follow multistep
directions for activities. CHI focuses on consumers who are currently receiving specialty mental health services at
AACI and not from other programs. The advantage of having CHI and the on-going support of the mental health
clinician offer a more consistent and reliable support system to the recovering consumer, active communication
between CHI staff and mental health clinician, and offer the consumer an expanded treatment team which aids in
their socialization process.

Depending on the size of the program, frequency of activities, dedicate vs. shared space in an outpatient clinic setting
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and/or other type of setting. Due to budget limitations CHI currently is staffed by a dedicated .5FTE who is
supervised by the Adult and Older Adult Program Supervisor. Regular supervision is set according to available
schedule and/or as needed. Staffing needs depend on the type of activities. If the activity is focused on a skill, then
the .5FTE and the activity leader are main facilitators. If it is a cultural celebration, the CHI staff is main coordinator
but assistance from additional departmental staff is required to ensure a successful event. Depending on the language
needs of the group, primary language speakers are required. If the CHI staff speaks that language, then s/he can be the
key staff coordinator, otherwise staff assistance with linguistic competence is required.
CHI staff is always responsible of logistics and availing supplies. Linguistic needs as needed and matched with
additional staff assistance. Depending on level of functioning of participating consumer(s) clinical and/or case
management staff (usually same one due to language and cultural needs) accompanies consumer(s) and participates in
the activity.
Best staff person for CHI is one who is emotionally mature, creative, energetic, patient, clinically trained at graduate
level, experienced with residential treatment and care, experienced with outpatient treatment, versed in
psychopharmacology and possible neuropsychology to best assess functional capacities and deficits. Bilingual and
bicultural is best, as well as, multidisciplinary team focused. CHI staff often serves as the on-site continued
assessment of functioning behavioral health staff who will communicate and often coordinate with each consumer’s
designated clinical staff.
Each staff need to be bi-lingual and/or bi-cultural preferably in at least one of the languages and cultures of CHI group
members. Due to CHI members speaking multiple languages, either simple English becomes the common language of
activities or the participation of multiple additional bilingual and bicultural staff members is necessary. Presently the
CHI staff is a native Tagalog speaker, has a Masters degree, enrolled in a Clinical Psychology PhD program, with
emphases on neuropsychology and community mental health.
There is no ratio of staff to caseload as CHI operates on an activity schedule and language needs of participating
group members. CHI staff is always the key logistics personnel.
Space designed to be welcoming and culturally appealing within an outpatient MH center. Most effective facility
would include a large enough group meeting/activities area and a full functioning kitchen and sink area. A
comfortably furnished drop-in area with multimedia capabilities will also be very beneficial to the overall ambiance of
the center.
The CHI program is not currently under any structured evaluation process from the MHD specifically for CHI
services. All CHI participants are concurrently open and active cases in the traditional MHS of the MHD and
subject to all MediCal mandates. Anecdotally, CHI’s highest functioning and stable consumers have been
transferred out from our designated culturally specific Specialty Mental Health Services to MHD’s FQHC’s and our
initial transferred consumers who continue to be stable and functioning are Consumer Interns in our Mental Health
Department of our Behavioral Health Services and key co-facilitators of CHI activities. Anecdotal self reports from
participating CHI members have expressed great satisfaction with the program, feeling comfortable and welcomed
during their participations, and continue to participate regularly whenever transportation is available either from
family and/or staff if they live further away from the center and public transportation is not as convenient. Some
other participants are able and willing to utilized public transportation over 2hrs to attend CHI activities. Indirect
satisfaction measure of CHI activities, particularly cooking activities, is evidenced by the number of current Mental
Health Department staff and graduate interns/trainees who welcome joining CHI toward the end of the activities to
savor the delicious and simple food products produced by CHI members.
At present, funding limitations and staff availability have proven to be barriers to design an effective evaluative
process across all different CHI linguistic and cultural groups. Another existing barrier is the number of different
languages CHI participants speak, posing a challenge of designing, translating and back translating assessment tools,
and eliciting the assistance of language specific staff who if consumer is assessed to be ready to be transferred out to
FQHC’s new cases referred by the County MHD may and/or may not be of similar cultural backgrounds. In the most
recent two fiscal years, most ethnic specific MHS providers transferring ethnic specific clients to County operated
FQHC:s have in turned be referred mainstream English speaking consumers to work with. It is the case that staff
whose primary language is not English are forced to work with newly assigned culturally different consumers. Given
this phenomenon, truly measuring the success of CHI will be challenging.
Contact information:
Agency: Asian Americans for Community Involvement (AACI)
Contact: Laurie Leung, Ph. D., Adult/Older Adult Program Supervisor

(408) 975-2730 x168; Laurie.leung@aaci.org

D-18




AACT’s Board, management and agency wide staff accurately reflects the culturally diverse AAPI population served
across its wide array of health and human service lines. AACI is the largest community-based organization dedicated
to serving Asians in Santa Clara County. AACI works with more than 12,000 individuals every year, predominantly
low-income Asian immigrants and refugees. AACI has an active board of diverse community leaders.

Asian Americans for Community Involvement (AACI) is Santa Clara County’s largest community-based
organization focused on the Asian community. Our mission is to improve the health, mental health and well-being of
individuals, families and the Asian community by (1) providing an array of high quality health and human services,
(2) sharing expertise about the Asian community’s needs and best service delivery practices, and (3) providing Asian
leadership in advocating on key health and human services issues.

Asian Americans for Community Involvement has long been recognized for the excellence in services we provide to
the community, but now AACI is also recognized as one of the top places to work. Bay Area News Group has chosen
Asian Americans for Community Involvement as one of the Top Workplaces of 2011. Based on a survey with 109
participating companies, in which 16,249 employees rated their respective companies, AACI was ranked 17% in small
companies in the Bay Area. This prestigious honor was bestowed upon AACI after careful deliberation of the ratings
that AACI staff gave for its management, mission, and general satisfaction with work conditions. AACI scored
consistently high in these sectors. The results of the survey were based solely on the input of employees. The “small
companies” category consisted of companies with fewer than 150 employees. Of the companies that were considered
for this recognition, AACI was one of only two non-profit organizations honored with this award. Other companies
that were honored included The Container Store, Ask.com, Tivo Inc., and Hitachi. AACI is honored to be
recognized by Bay Area News Group for its commitment towards fostering staff development and nurturing careers.
(June 28, 2011, see agency website at www.aaci.org )

Staff in the Behavioral Health Department receive on-going internal professional training pertaining linguistic and
culturally diverse the clinical population we serve. The Santa Clara Valley Health and Hospital System’s Learning
Institute avails on-going professional trainings for the MHD and Department of Alcohol and Drug Services (DADS)
which all staff are encouraged and welcome to participate. In addition, all professional track staff, interns and
trainees are constantly encouraged to pursue professional development opportunities related to their particular job
functions and budget permitting. Staff and interns are encouraged to participate in all agency wide activities and
functions.

AACI staff members, Dr. Jorge Wong and Kao Saechao, recently had their work published in a book called Culturally
Adaptive Counseling Skills. The book covers evidence-based practices for working with five major ethnic groups, while
also bringing in many factors such as gender and disabilities. Jorge and Kao co-wrote the 10th chapter titled, “Case
[llustration: A Culturally Adaptive conceptualization for 1.5 Generation of Southeast Asian Americans.” (August 25,
2011)

The book can be found here for purchase: http://www.sagepub.com/books/Book234935

In 1973, a group of citizens of Santa Clara County gathered to express discontent and share common concerns about
their experiences as Asian Americans. These community leaders founded an organization committed to the belief
that diverse members of the euphemistically labeled “Quiet Minority” could unite, that their individual experiences
and strengths could combine to advocate for the betterment of all Asians.

It’s not uncommon for Asians and other minorities to feel uncomfortable seeking and receiving services due to
language and cultural barriers. The team of multicultural and multilingual professionals at AACI works to bridge
these gaps through an array of services and programs in health, recovery, advocacy, shelter and community. The
AACI team includes the following specialists: physicians, psychiatrists, psychologists, social workers, marriage and
family therapists, teachers, health educators, and domestic violence prevention specialists.

Please refer to our website at www.aaci.org for additional information and history.

D-19



http://www.aaci.org/
http://www.sagepub.com/books/Book234935
http://www.aaci.org/

CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

AACI-Center for Survivors of Torture (CST)-New Refugee Services (NRS)

2. TYPE OF PROGRAM:

Universal prevention

X
X Selective prevention
X Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Asian Americans for Community Involvement
2400 Moorpark Ave., Suite 300
San Jose, CA 95128

4. TARGET POPULATION

e NRS focuses on adults and older adults from the nine most recently arrived ethnic refugee groups into Santa Clara
County (SCC). These refugee groups include Iraqi, Iranian, Afghan, Bosnian, Cambodian, Vietnamese, Burmese,
Eritrean and Ethiopian who primarily reside in the urban areas within SCC where each of these refugee groups form
ethnic enclaves.

e Services are provided in the primary languages these refugee group members speak. Refugees served in this project
come from Afghanistan, Bosnia, Cambodia, Eritrea, Ethiopia, Iran, Iraq and Vietnam. The use of culturally and
linguistically competent interpreters trained and supervised to work with mental health professionals will be crucial
and utilized whenever no qualified clinician or staff is able to speak that individual’s primary language.

e Initial focus groups with these specific populations found these refugee communities have persistent stigma about
mental illness. Most participants were unaware of mental health services available in SCC. Health promotion,
outreach, education, and training are integral to the service delivery model that NRS will to use to serve these
populations.

e Refugee populations in SCC are fairly concentrated in the Central urban region of the county where the largest
population density exists. Smaller enclaves are found scattered throughout SCC but not toward the rural and/or
incorporated areas of the county. Services to these populations can be at their homes, communities, and our offices as
deemed most appropriate to reduce access barriers to the clients.

5. WHAT ARE THE GOALS OF THIS PROGRAM!?

e Newly arrived refugees to SCC experience a multitude of challenges including the complex intertwining trauma and
often untreated mental health conditions ranging from mild to chronic and severe. Cultural stigma around mental
illness, mental health services, the lack of understanding of available healthcare services in this new country, lack of
understanding of confidentiality and the helpful role of government sponsored service agencies, language and access
to service barriers all lead to increased rates of mental health conditions, social isolations and often self limiting
behaviors. This NRS program is aimed at addressing this range of physical and mental health problems often
exacerbated by legal, economic and acculturation challenges.

e Protective factors this NRS aims to enhance include the increase in self sufficiency and efficacy each refugee and
their family are able to mobilize to empower themselves within this process of acculturation and enculturation to
SCC. By being able to communicate in their primary language with service providers they are better able to express
their challenges, needs, and strengths throughout this process. Recognizing the value of each refugee’s traditional
healing practices while learning and incorporating new healthcare prevention and treatment models allows each
participant to better accept the idea of mental health treatment as a component of an integrated healthcare model
and services available in their new SCC home. It will therefore reduce the cultural stigma accompanying mental
illness and it will enable them to mobilize their individual and community resources, and become a healthier

D-20




consumer, productive and contributing member of our SCC community.

e New refugee communities have persistent stigma about mental illness. Most are unaware of mental health services
available in SCC. Health promotion, outreach, education, and training are integral to the service delivery model that
NRS will to use to serve these populations.

e Many experience a multitude of complex trauma and untreated mental health conditions ranging from mild to
chronic and severe. Stigma about mental illness impedes accessing effective treatment in their primary language.
The lack of understanding of the existing healthcare system and services becomes a barrier to access of care.
Misunderstanding and mistrust of the role of government in funding community service organizations and access to
services lead to the increased unreported rates of persistent and often chronic mental health conditions, social and
cultural isolation. The NRS program aims at addressing this wide range of risk factors affecting the newly arrived
refugees from these nine identified ethnic groups.

e The goals of this program are both targeted at prevention and early intervention including:
1. Researching available literature and compiling resource materials, including existing videos about subject
cultures. These efforts are primarily emphasized for those ethnic groups which are most recently arrived and do not
have a history of services in our community and/or country.
2. Identifying and calling on organizations working to improve mental health with ethnic groups, including refugee
resettlement agencies throughout the county to develop an ongoing support network for newer arrived refugees.
3. Studying, researching and understanding each ethnic culture and its beliefs around mental health, mental health
manifestation, traditional healing practices and how to provide linkages to mental health services. Increased efforts
are placed on newer arrived refugees from cultures not having a history of treatment within the existing mental
healthcare system.
4. Consulting with community leaders of each ethnic group to incorporate these cultural best practices.
5.  Organizing interviews and focus groups as necessary, as many of these groups may require cultural specific
prevention and intervention strategies not currently or previously developed within our system of care, as refugee
resettlement agencies within SCC continuously bring in new cultural groups into the area.
6. Producing culturally specific films intended to increase awareness of mental health issues, improve mental
literacy and reduce stigma associated with mental illness among refugee populations.
7. Reinforce cultural protective factors that will address early onset of mental health symptoms related to
resettlement and trauma experienced in the native country.
8. Increase access to mental health services by reducing stigma associated with mental illness and mental health
treatment,
9. Provide brief treatment interventions to reduce situational stressors that are characteristic of resettling refugee
populations and to mitigate the need to seek services in the specialty mental health system,
10. Improve coping skills of refugees and their families during the stressful period of acculturation into the
predominant cultural norms of SCC. Also develop well matched, timed and respectful enculturation

CULTURAL RELEVANCE

Asian Americans for Community Involvement (AACI) started in 1973 in large part because our founders saw the
incoming wave of Southeast Asian refugees arriving in Santa Clara County and wanted to ensure support and services
for this new population. Since then, AACI has served thousands of refugees in Santa Clara County (SCC) from 61
countries. AACI received Comprehensive Employment Training Assistance (CETA) funds for community services in
1974 and county mental health funds in 1976. Today, AACI’s award winning multi-lingual, multi-ethnic staff of 160+
provides an array of health and human services to over 12,000 low income immigrant and refugee clients a year.
AACTs services include comprehensive outpatient mental health services, primary health care for individuals and
families, psychiatry, substance abuse prevention and treatment, HIV/AIDS education and testing, health education,
ESL, citizenship and parenting classes, a senior center, a domestic violence program and shelter, youth programs and
the Center for Survivors of Torture (CST). CST alone serves 200 clients annually, the vast majority of whom are
refugees. This New Refugee Services (NRS) program is funded through MHSA and is modeled after CST through the
Mental Health Department of Santa Clara County (SCC) as best practices in SCC to serve the nine newly arrived
refugee groups to Santa Clara County.
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AACI is the only service provider in SCC with three decades of expertise providing comprehensive culturally
competent mental health services to refugees and funded federally to provide services to refugees who are torture
survivors. All three resettlement agencies in SCC, i.e., Catholic Charities, Jewish Family Services and International
Rescue Committee direct refugees to CST for comprehensive and culturally responsive mental health services to
address their complex trauma and psychiatric presentations. Using a multi-disciplinary team of community workers,
mental health clinicians and primary care providers, we assist our clients to develop individualized wellness plans that
support their healing and recovery while their overall functioning improves. Our staff connects refugee clients to a full
range of treatment, outreach, legal and social support services. AACI is part of SCCMHD’s System of Care for
children and families, adults, and older adults experiencing the full range of mental disorders, from mild to severe,
acute and chronic. AACI’s CST serves refugees and asylum seekers with an encompassing full range of treatment,
outreach, legal and social support services. AACI conducts mental health promotion and trainings involving outreach
and education to professionals and community members locally, statewide and nationally on culturally competent
outreach strategies and interventions to address diverse and traumatized refugee mental health needs. In the last year,
AACI staff conducted 130 presentations and multicultural trainings, and trained 518 providers on refugee and torture
survivor issues. AACI has one of only two certified Mental Health First Aid (MHFA) trainers in SCC who provides
trainings on stigma reduction, identification of mental health issues and community linkages for services and
treatment of mental health conditions. One of AACI’s Program Directors also serves on the Consumer and Family
Leadership Committee (CFLC) of the California Mental Health Services Oversight and Accountability Commission
(MHSOAC) providing leadership and guidance to ensure statewide services are culturally and linguistically competent
to the diverse ethnic communities served in the State.

AACI has a long history of cross-departmental collaborations internally and externally with other community based
organizations, in particular with the SCC Refugee Clinic, which has historically always referred refugees for mental
health services to AACI’s CST. In 2008, we formalized this collaboration through a contract, whereby AACI provides
a licensed clinician to conduct on-site assessments to newly arrived refugees at the primary care site. This integrated
approach reduces mental health stigma and introduces comprehensive health wellness to the refugee populations.
AACTI’s CST collaborates with SCC Social Services Agency (SSA) to provide ongoing trainings to eligibility and
caseworkers on cultural considerations and trauma awareness in working with refugee populations. We have also
trained the San Jose Police Department and their Crisis Intervention Team (CIT) on refugee and trauma issues.
AACI is a consulting partner to national refugee serving organizations such as Boat People SOS and an executive
member of the National Consortium of Torture Treatment Programs. AACI is an active member of the International
Rehabilitation Council for Torture Victims, the Refugee and Immigrant Forum of SCC and the California
Consortium of Torture Treatment Centers. Internally, refugee clients benefit from AACI’s multiple programs,
particularly the primary care clinic and substance abuse treatment programs.

For the last 38 years, AACI has successfully implemented programs and services that are responsive to new and
existing refugee populations in SCC. For the last decade, AACI’s CST has provided culturally competent services to
torture survivor refugees and their families from 61 different countries. Our full range of rehabilitative services to
refugees include mental health, psychiatry, case management, psycho-education, legal support and civic engagement
activities for social and community involvement. Our collaborative relations with multiple refugee groups and
community organizations allow us to provide a network of services tailored to new refugees. As new refugee data
becomes available from the Refugee Programs Bureau, AACI NRS will recruit and contract with members of said
refugee groups to assess and develop linguistic and culturally respectful services to meet the mental health needs of
these emerging groups in the county. Using contractors allows for flexibility and adaptability to meet new refugee
groups needs.

We believe that to truly provide culturally and linguistically competent service, our staff, management and Board must
reflect the diversity of the community and consumers served. AACI is such an organization and strives to hire
bilingual and bicultural staff from representative communities with “lived experience.” Our staff represents over 60
cultures and languages/dialects. To ensure that clients receive quality services in their primary languages, we have a
full complement of linguistically and culturally competent trained mental health providers, including rehabilitation
staff, professionally licensed staff and consumer and family staff who reflect the refugee communities we serve. Many of
our staff who themselves came as refugees to the U.S. are fully cognizant of ethnic and cultural values and specific
issues pertinent and sensitive to refugees. For clients who speak languages not available at AACI, we train and

D-22




supervise interpreters who collaborate with the existing service providers and often develop long lasting working
relationships with our programs.

AACI CST conducted nine ethnic refugee focus groups (Iraqi, Iranian, Afghan, Bosnian, Cambodian, Vietnamese,
Burmese, Eritrean and Ethiopian) and found that refugee communities have persistent stigma about mental illness.
These efforts were cornerstones to the development of NRS. Findings suggested that most participants were unaware
of mental health services available in SCC. Promotion, outreach, education, and training are integral to the service
delivery model that AACI’s CST will continue to use to serve these populations. AACI will continue to work with
resettlement agencies and other already established refugee serving organizations (MOUSs and Letters of Support
attached) and fellow members of the Refugee and Immigrant Forum to outreach to and educate community members
using the culturally adaptable MH First Aid curriculum with each targeted ethnic group within NRS. AACI has
engaged and developed appropriate prevention strategies, based on different groups’ perceptions of mental health and
their traditional healing methods. NRS conduct workshops and focus groups in different languages, using existing
DVD:s featuring CST’s refugee clients, focusing on stigma reduction and education about refugee specific mental
health issues. Presentations and discussions are done in community settings, refugee orientations, and resettlement
agency sites using CST, NRS staff and members of that specific ethnic community. Prevention activities are
conducted in culturally sensitive modalities at faith-based gatherings, cultural events and the annual Refugee Day
celebrations, using art, cooking and other culturally amenable interventions. AACI’s CST and NRS organize
multicultural client and family gatherings during the year (Thanksgiving, Back to School, Summer Picnic, a Winter
Holiday Party) and weekly Wellness and Recovery activities through our CHI (Center for Healthy Independence)
program where peer mentors, family members and staff provide a welcoming, empowering and culturally respectful
and supportive recovery environment. Through using AACI research oriented staff to do literature reviews, subject
matter expertise and the ability to provide consultation and assistance to the video production company, NRS plans
to successfully assist in the production of DVDs about mental health, stigma, available services and the relationship
to immigrant/refugee communities to ensure a better adjustment to their new culture and communities. AACI
CST'’s existing collaboration with the Refugee Clinic provides an immediate access to all newly arrived refugees in
the county since the refugee health assessment is mandatory. CST and NRS staff’s lived experience as refugees is the
perfect example of the most effective delivery of mental health prevention activities to newly arrived refugees.

Services are aimed at early identification of mental health symptoms and short term culturally competent and
respectful interventions to prevent the development of more severe mental health conditions. NRS will continue to
use AACI and CST'’s existing “strength based model” of intervention and treatment with a comprehensive and
integrated wellness and recovery focus. Our practice is “client centered”, and clinicians and case managers build on
clients’ innate strengths and adapt their respectful interventions according to the culture of the specific refugee group.
We will also avail a culturally and linguistically matched peer who benefited from mental health services to share and
support the individuals in their recovery and provide lived experience about the benefits of mental health services for
improved functioning in daily life. Peer testimonials will also take place at community centers and refugee gatherings
and will help to demystify mental health, reduce stigma and increase psychological mindedness.

Barriers, including cultural beliefs, stigma, social, economic, and medical issues will be identified and reduced in the
context of desired outcomes stated by the individual. Treatment interventions will naturally occur fluidly in the office
and community settings. The “treatment team” will include a combination of the client, family members, psychiatrist,
case manager, and clinician as culturally and clinically indicated. The team will work with additional providers for
housing and employment services with current sub-contractors such as Catholic Charities. Newly arrived refugees tend
to focus on securing basic needs such as housing and employment. Mental health services are viewed with suspicion
and/or accompanied by fear of stigmatization. Being sensitive to this fact, we will continue to have a therapist on site
at the Refugee Clinic 2-3 times a week to do screenings and assessments, psycho-education, referrals, and case
management. Refugees assessed as needing mental health services will be provided more information and brief
treatment in the culturally appropriate and respectful manner. Treatment will match the individual’s level of readiness
to change and involve individual, family, group treatments and/or social recovery activities as determined and agreed
upon by the clinician and client.

7. ADDITIONAL INFORMATION

Promotion, outreach, education, and training are integral to the service delivery model that AACI’s NRS will use to serve
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these populations. Close collaboration with resettlement agencies and other already established refugee serving
organizations is crucial. Educating community members using the culturally adaptable MH First Aid curriculum with each
targeted ethnic group is an important prevention and education element of this program. Conducting workshops,
interviews and focus groups in different languages, using existing DVDs featuring refugee clients, focusing on stigma
reduction and education about refugee specific mental health issues is also important. Short term treatment is also
valuable as an effective introduction to mental health services and their effectiveness to treat situational and early onset
conditions and reduce stigma. Community visibility and presence is a key engagement strategy for cultural acceptance
and legitimacy of services if providers also speak the community’s primary language. Collaboration with primary
healthcare services providers at SCC Refugee Clinic is also important to establish trust and acceptance of mental health
as a continuum of existing healthcare services. Services provided in each of the refugee’s primary language or having
reliable and well trained translators is also key to developing trust and effectiveness within the community. Involving
peers and similar cultural outreach and educators is also important to develop trust among new community members.

All these components are important as described above to not only identify, engage, educate and treat members of diverse
refugee groups but to also increase cultural acceptance, understanding of available healthcare services in the new host
country and overall decrease the stigma associated with mental illness.

No such curriculum has been manualized to date. The core components of this program have been modeled from another
successful program at AACI—Center for Survivor of Torture which has operated under this model since 2001 and funded
through the Office of Refugee Resettlement and the United Nations grants.

As each individual case is different in terms of their level and type of service needs, once engaged, and a full intake
assessment is completed, the individualized and collaboratively developed treatment plan will indicate the type and
intensity of services needed (e.g.: clinical, legal, case management, education and support, etc.). Each staff fulfills a
particular service role within the continuum of care provided in the program ranging form outreach and education, direct
clinical services, case management, advocacy and support. Frequency and length of engagement, treatment sessions and
case management encounters is highly dependent on the level of acculturation and understanding, motivational level, and
commitment each individual has toward engaging the services provided. Number of cases per staff is also dependent on
the intensity of services and service types needed per case. Physical, psychological and emotional toll are high when
working with potentially highly traumatized refugee populations and monitoring of staff degree of resiliency is also key to
determining types and number of cases assigned to each program staff. Secondary trauma is often the case with staff
working with this population and it is essential to have a system in place as a barometer for such invisible stressful
reactions from staff.

This program can be well replicated with sufficient funding and the availability of a wide range of professional expertise
including integrated behavioral health and primary care, multilingual and multicultural intensive case management,
outreach and community education, collaboration with graduate clinical training institution, administrative support from
local government, and dedicated staff members (professional, peer, family members and volunteers). NRS as an extension
of AACI CST can provide technical assistant to any other ethnic communities interested in establishing similar service
programs for their specific populations. AACI has historically served as an incubator for other community agencies in the
past.

Due to the diverse languages and cultural backgrounds of clients served, it can be a significant challenge to find
linguistically and culturally competent professional providers who are well trained clinically and willing to work with
these populations; staff who are able to understand and navigate the existing social, educational, legal and healthcare
system to provide effective case management and coordination. Collaborative and trusting inter-organizational
relationships is key to serve these target populations, as often one organization by itself does not have sufficient resources
to completely meet the overall needs of each individual. Cross agency cooperation and trust are key components to
leverage each organizations’ strength and resources as needed and/or clinically indicated.

In addition to community members from various refugee groups, NRS staff reflecting the population serve will best
compliment the services provided to the targeted refugee groups.

= The Director of Mental Health Programs, is an immigrant from India, 10 years experience with
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refugees/immigrants, MFT, and fluent in Hindi and Punjabi.

»  The Program Manager is a refugee from Bosnia; 15 years experience in the field, fluent in Bosnian, Croatian,
Serbian.

= The Clinical Services Manager has 25 years experience treating traumatized populations as a licensed
psychologist.

» The Clinical Supervisor, is a MFT, has 9 years experience treating refugees, conducting focus groups and clinical
research, fluent in French.

* The Community Engagement Specialist/Case Manager is a recent refugee from Iran, fluent in Farsi and Arabic,
and has over 3 years working with refugees. Another Community Engagement and Outreach Specialist is a
recent refugee from Iraq, fluent in Arabic and has worked as an Arab/English interpreter in Iraq.

= The Project Lead, is experienced with detained refugees and asylum seekers in Thailand, fluent in Mien, Uzbek,
Spanish, and has 4 years experience with refugees in U.S., and is experienced with focus groups and research.

» A Psychology Intern is a refugee from Iran; fluent in Farsi and experienced in literature review and research.
Another Psychology Intern is Palestinian, fluent in Arabic literature review and research.

= A Peer Consumer Mentor, a refugee from Cameroon, fluent in French and two African languages.

= A Certified Mental Health First Aid trainer, licensed psychologist and recipient of the American Psychological
Association Minority Fellowship.

= A Research and Outcome Evaluator, Postdoctoral Fellow, fluent in Japanese.

» A Quality Improvement, Compliance and Training Manager, licensed psychologist and Certified Healthcare
Compliance Officer.

= A Director of Behavioral Health Services, licensed psychologist, a family member on the Consumer and Family
Leadership Committee of the Mental Health Services Oversight and Accountability Commission with over 20
years in the mental health field in varied multilingual and multicultural settings. Fluent in Spanish, Cantonese,
and Toishanese.

Outpatient community based multiservice provider in an urban setting is the best suited setting for this type of model.
Integrated primary and behavioral healthcare, case management, education and advocacy, community outreach and
education, and collaboration between ethnic specific and refugee focused community partners is also a key to stigma
reduction.

The NRS program has not been formally evaluated as it is a PEI model expansion of an existing, yet smaller CST program
AACI that has been in operation since 2001. SCC Mental Health Department has approved NRS as its PEI Refugee
population focused program. The NRS program utilizes validated and widely accepted clinical assessment tools in their
service delivery including, a comprehensive assessment of client’s mental health symptoms using the Hopkins Symptom
Checklist (HSCL-25) and the Harvard Trauma Questionnaire (HTQ), which we currently use in AACI’s CST. The
HTQ and HSCL-25 were developed to assist clinicians in assessing the mental health of refugee patients in specialized
refugee mental health services and in primary care settings. These instruments provide core information about the client’s
trauma history, PTSD symptoms, depression, anxiety, and functional ability. The primary advantages of these instruments
are that they are non-stigmatizing and can be readily adapted linguistically and culturally to different refugee populations.
They are widely accepted internationally as a “gold standard” in the assessment of traumatized populations.

CST and NRS also conduct a comprehensive functional assessment using the CAFI-XC (Current Adaptive Functioning
Index - Cross-Cultural Version) a rating tool developed for assessing the functional needs and progress of cultural and
language minority clients in seven key areas—DBasic Resources, External Risks, Mental Health, Family Relations, Social
Connections, Language Barriers and Cultural Navigation Barriers.

Contact information:
Jorge Wong, PhD, CCEP, CHC
Director of Behavioral Health Services, Asian Americans for Community Involvement
2400 Moorpark Ave., Suite 300
San Jose, CA 95128
(408)975-2730 x230
Jorge.wong@aaci.org
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Chinese Community Problem Gambling Project (CCPGP)
2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Kent Woo

Executive Director

NICOS Chinese Health Coalition

1208 Mason Street

San Francisco, CA 94108
kentwoo@aol.com / kentwoo@nicoschc.org
(415) 788-6426 — phone

(415) 788-0966 — fax

www.nicoschc.org

(NICOS Chinese Health Coalition is permitting NAPAFASA to submit this paper on its behalf.)

4

. TARGET POPULATION

Target population: Chinese community, particularly Non-English Proficient (NEP)/Limited-English Proficient (LEP)
immigrant adults.

Services are provided in English and several dialects of Chinese, including Cantonese and Mandarin

Given studies that indicate a higher than average rate of problem gambling, and a needs assessment that indicates a
community concern for problem gambling, the program is intended for Chinese-American problem gamblers and
affected individuals (e.g., their family members and/or friends). Counseling services are provided at different
neighborhood-based community mental health and social services agencies.

Although the program was originally created to serve San Francisco’s Chinese community, components of it, such as a
24/7 bilingual helpline, have been expanded to serve Chinese communities statewide. Other components, such as
general problem gambling education, have been expanded/ adapted to serve all California residents.

5.

WHAT ARE THE GOALS OF THIS PROGRAM?

The CCPGP seeks to address problem gambling in the Chinese community.

The CCPGP seeks to enhance the protective factors of family and social support. Family has been used as a protective
as well as motivating factor for gamblers/ their relatives to seek help. For example, an early awareness ad campaign
used the slogan, “When one person is addicted to gambling, the whole family suffers.” Because of the importance of
family and responsibility towards the family unit in Chinese culture, behavior modification techniques have included
kin-centered strategies such as asking gamblers to carry a photo of the spouse and children in their wallets as a
reminder of the impact their actions have on their loved ones when they reach for gambling money. The CCPGP has
also successfully utilized weekly facilitated support groups for problem gamblers and groups for spouses of problem
gamblers in Asian community-based settings as an alternative to Gamblers Anonymous/ Gam Anon, a model that has
not always worked well with the population.

The CCPGP seeks to reduce risk factors associated with: stress/ trauma from the immigration experience; isolation due
to limited opportunities to participate in the larger society; and stigma from accessing mental health services.

The overarching goal of the CCPGP is to prevent or reduce problem gambling in the Chinese community. Objectives
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include: building awareness of problem gambling; building awareness of resources available to address problem
gambling; providing prevention education; providing intervention through individual, group and phone-based
counseling.

6. CULTURAL RELEVANCE

The CCPGP uses community leaders, recovering problem gamblers/affected family members and the Chinese media to
reach the target population. Staff creates ads and regularly purchase time/space on Chinese television, radio and
newspapers. To supplement this, staff also host press conferences during National Problem Gambling Awareness
Week as well as other times of the year to maintain a media presence, often with a recovering gambler as a featured
speaker. Moreover, staff participates in outreach events such as community fairs and conferences, and regularly
conduct educational workshops highlighting resources available. More recently, the agency is building relationships
with industry partners to promote the helpline at the places where Chinese problem gamblers most often congregate —
at casinos and card rooms.

Because gambling is a widely-accepted aspect of many Asian cultures, interventions require increased sophistication.
For example, the typical group setting of Gamblers Anonymous does not address the Asian preference for guidance/
facilitation from a professional over a peer. Furthermore, the typical focus on the individual in American culture does
not work nearly as well as interventions that focus on the harm to the family by the problem gambler’s behavior. In
addition, most intervention programs are provided in English, while many problem gamblers are fluent in a non-
English language.

The program incorporates cultural elements regarding mental health and well-being. For example, due to the
community’s strong stigma toward mental illness, staff heavily stress confidentiality of services in their outreach efforts.
Moreover, due to the community’s low rates of utilization, program services have been offered at multiple locations,
increasing accessibility by allowing individuals to conveniently seek service in their own or a nearby community — or
outside it if anonymity is a greater concern. Phone-based counseling is now available as well, providing even greater
anonymity and accessibility.

The program demonstrates sensitivity to historical issues such as immigration. Staff understand that Chinese
immigrants may be at greater risk for problem/ pathological gambling due to: social isolation caused by language
limitations, which may make gambling more attractive as it is an activity that largely requires no understanding of
English; employment in industries that pay in cash rather than checks (restaurants, construction, taxi), which
immediately puts potential betting money into one’s hands; and a cultural acceptance of gambling.

The CCPGP began as part of the response to a 1996 NICOS Chinese Health Coalition telephone survey involving
1,808 Chinese American adults in San Francisco. Survey results showed gambling to be a top social concern. The
initial program was collaboratively developed by many different community stakeholders, from neighborhood leaders
and professionals to students to recovering problem gamblers and those affected by them. Members of this “Problem
Gambling Task Force” planned and developed the program components. They secured a week-long training for more
than 30 mostly bilingual/ bicultural community counselors, making them eligible to become CA Certified Problem
Gambling Counselors. They coined the initial media outreach message, and created bilingual educational materials
such as brochures and print ads. And, they created an educational, prevention-oriented curriculum describing odds
and harm reduction methods (setting time and money limits, leaving credit cards at home, etc.). Two graduate
students in the Task Force devoted their Masters project to a prevalence study to support the need for a program.

The community continues to help guide the design of CCPGP, now largely through client satisfaction surveys and
post-workshop/ training evaluations. Support group clients are often called upon to provide their feedback on
outreach materials. CCPGP serves as a model for organizations nationwide interested in addressing problem gambling
in Chinese/ Asian-American communities.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Club IMPACT
2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information
Steve and Sela Teu — Both Steve and Sela Teu have given permission for this submission.
Phone: (650) 922-0126 Email: s4steu@gmail.com and s8steu@gmail.com
4. TARGET POPULATION
e  The population Club IMPACT serves is Pacific Islander (PI) community in San Mateo County, specifically in East

Palo Alto, specifically the population of focus are young people ages 9 through 24 and their families. The children
and families we serve are immigrants or descendants of immigrants from Pacific Islanders, which include Native
Hawaiians, Samoans, Guamanian or Chamorro, Tongans, and Fijians. As with many other different ethnic groups,
cultural similarities and differences exist among the various PI populations and Club IMPACT is able to incorporate
these in a way that is inclusive and embracing of overall PI culture.

The program is delivered primarily in English and incorporates a bilingual and bicultural approach therefore,
participants as well as the facilitators and community presenters are encouraged to speak PI languages as well.

The San Francisco Bay Area is home to one of the largest concentrations of Pls outside of Hawaii, yet their total
numbers are small: the U.S. Census 2000 counted 9,043 in San Mateo County, just 1.3% of the county’s total
population ten years ago. They are spread out along a 40-mile corridor from Daly City and Brisbane in the northern
part of the county to East Palo Alto in the south. The wide geographic dispersal is largely a result of economic
necessity. The Bay Area is one of the nation’s most expensive places in which to live, and neighborhoods that are
affordable for immigrants are quite literally “few and far between.” The small size of the community, intensified by its
ethnic diversity, and its wide geographic dispersal, has made it difficult for its members to organize and advocate for
public services. The small size of the community makes it difficult for Pls to “get on the radar screen” of even well
intentioned public service providers. For reasons of scale and lack of community advocacy, resources tailored to the PI
community are few and those that exist are chronically under-funded. The situation is exacerbated by a common trait
among Pls themselves, which is to be socially quiet and non-complaining. Worrisomely low levels of civic
participation and accessing of essential public services have occasionally resulted in serious misunderstandings
between community members and public safety officers. Although dangerously isolated, PIs have been able to fall
back on many cultural assets. PI children are the community’s hope for the future. The PI culture has historically
promoted youth development as a process for the assumption of adult roles in the collective identity. Formal
education and acquisition of vocational skills are highly valued. PI parents frequently cite the ability for their
children to get a better education as the most important reason for immigrating to the United States. Too often,
however, this is a disappointed hope. According to Kidsdata.org, the dropout rate for PI children, who are just 2.9%
of the student body in San Mateo County, is 26%. Not surprisingly, the college enrollment rate is also substantially
lower than for other groups. PI children who drop out tend to follow the similar footsteps as their U.S. educated
parents, thus continuing a generational cycle of low educational achievement and economic insufficiency. This
impedes the development of strong new leaders from the young generation. Substance abuse is a serious problem.
Data collected by a Club IMPACT substance abuse prevention program last year offers quite specific insights into the
demographics and challenges faced by these youth. Out of a total of 105 youth (ages 13-24) interviewed year, 13% of
youth reported that they have used alcohol while 10% reported using marijuana or hashish. More than half of the
youth (56%) also reported that they lacked family members and/or friends who are supportive of their recovery and
11% stated that when they found themselves in trouble, they had no one to turn to for assistance.

Club IMPACT is intended to work in both, community and in schools settings.

WHAT ARE THE GOALS OF THIS PROGRAM!?

Specific Problems:
Club IMPACT aims to prevent and reduce the high school dropout rates and substance use/abuse for Pacific
Islanders (PIs) in San Mateo County.
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Protective Factors:

The environmental resilience assets are caring family and community relationships, cultural pride, a propensity for
cooperation, and community connectedness. We will seek to enhance all these assets as well as promote additional
resilience assets including: self-reliance, creative problem solving, and a sense of positive future.

Risk Factors:

Low parental expectations, generational conflicts related to bicultural identity, and pessimistic outlook on the future
related to low socio-economic status, few connections to the mainstream community and services, and small
community size and dispersion.

Goals and Objectives:

Club IMPACT has an overall goal of promoting healthy community development for Pls in San Mateo County. In
support of the project goal, we have selected the following objectives:

OBJECTIVE 1: Implementation of a culturally specific youth development program that utilizes best practices with
culturally adapted activities for PI youth and families.

OBJECTIVE 2: Increasing mainstream understanding of PI traditions and needs, and increase PIs’ access to the
larger community for public resources and opportunities.

CULTURAL RELEVANCE

Club IMPACT was developed several years ago as a response to the high incidence of violence and drug use in the
community by Steve and Sela Teu and other dedicated adult volunteers in the Urban Islanders’ Club in East Palo
Alto. Steve and Sela are bilingual and bicultural as they were born in Tonga, grew up in the U.S. and have spent their
adult lives in both the U.S. and Tonga. They have generously volunteered for youth activities for over 16 years, having
co-facilitated several successful youth-oriented programs in East Palo Alto. Steve and Sela are respected members of
the PI community and proud parents of six children whose ages range from 2 to 28 years old. Recognizing the local PI
community as being particularly vulnerable and poorly served, AARS has lent crucial support to Club IMPACT,
including obtaining short-term public funding that made it possible its volunteers to serve on a full-time, paid basis.
Club IMPACT utilizes outreach strategies that are culturally appropriate. The PI community is relatively small and
concentrated with a high emphasis on family; the program staff are active members of this community and are already
establish as the “to go people” when issues related to youth and families come up. Local schools have also recognized a
need of better understanding and supporting PI students and Steve and Sela Teu’s work with the Polynesian Clubs in
some of the high schools.

Club IMPACT incorporates PI traditions, beliefs, and customs in every aspect of programming. For example, parents
are highly involved in the youth program as they attend these sessions and learn alongside their children the
challenges of being bicultural in the US. When sex education is incorporated into the sessions, PI customs are
observed by holding gender-specific groups and without the presence of the parents, as this is still considered a taboo
subject in PI culture.

Since the program promotes a bicultural identity for youth, the approach calls for the knowledge of historical issues
such as colonization, religion, immigration, and war. These subjects are not always easy to deal with and the program
facilitators as well as the community presenters often rely on their personal experiences to share the knowledge with
the participants. This allows for a more intimate representation of historical issues that can sometimes be presented in
a cold and insensitive manner.

PIs have very specific mental health needs that Club IMPACT seeks to address. PI cultures have different beliefs from
the mainstream community regarding the origin of emotional or psychiatric suffering, functional impairment, and the
appropriate level of family acculturation. Some PI cultures lack synonymous words for some mental health symptoms
and diagnosis. In response to these needs, culturally appropriate approaches and well-being are incorporated in the
program in dialogue with mainstream values.

A key to the success of this strategy is being continually sensitive to the experiences, desires and aspirations of the
community and responding appropriately in the ongoing delivery of the program. Youth and parents, for example, offer
suggestions for activities and topics for discussion that are routinely incorporated in the program, keeping it relevant,
timely, and responsive to current events.

Despite the PI community’s dispersal throughout the county, East Palo Alto still serves as a kind of locus for
community pride and institutions. Club IMPACT has started there for this reason but we believe it is geographically
appropriate and needed in other locations where members of the PI community reside. Currently, many Pls residing
elsewhere make the effort to travel to East Palo Alto to participate in Club IMPACT. Club IMPACT also holds
promise for replicability for other small geographically dispersed communities with appropriate culturally specific
content.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

AYPS Program
Community Youth Center (CYC)-Strengthening Chinese Families Program

2. TYPE OF PROGRAM: Universal prevention

X Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Community Youth Center

AYPS Strengthening Families Program at CYC
Contact: Sarah Wan, Executive Director
1038 Post St.

San Francisco, Ca 94109

Phone #: (415) 775-2636

Fax #: (415) 775-1345

Email: sarahw@cycsf.org

Original Author: Karol Kumpfer, Strengthening Families Program

Permission has been obtained from Karol Kumpfer, SFP Author and Sarah Wan, Community Youth Center Executive
Director to submit this program to the CRDP for review and consideration.

4. TARGET POPULATION

The Asian Youth Prevention Services (AYPS) program-Strengthening Chinese Families Program (SCFP) targets
immigrant Chinese youth and their families who are experiencing a significantly difficult period in their life. These
youth are identified at being very high risk of being involved with the juvenile justice system because of unlawful
activities and being on the verge of dropping out of school. The CYC-SCFP program is a Chinese cultural adaptation
of the evidence-based Strengthening Families Program (SFP) that has been found to be highly effective in reducing
risk for drug abuse and delinquency. Hence, it has been translated and tested in 26 countries but not for Chinese
families. SPF was initially translated into both old and new Chinese characters by the program developer’s (Kumpfer)
Chinese doctoral student (Xie) and preliminary cultural adaptations are being made by the AYPS staff and consultant
Francis Christian Chan based on the steps to cultural adaptation of evidence-based family skills training program as
recommended by the UNODC (2009) and specifically for SFP Kumpfer, Pinyucheon, de Melo, & Whiteside, (2008).
The Strengthening Chinese Families Program is conducted by culturally competent Chinese group leaders in
Cantonese at CYC'’s program office that facilitates group meetings with parents for three hours weekly for 14 weeks.
Following the SFP delivery model, there are one hour group meetings with the parents and youth separately and then
one hour of a family skills training practice session by convening both youth and their parents together. The cultural
adaptation of the SFP program is that it is conducted in Chinese (Cantonese) for both the parent session and the
youth session. SFP is a national model program accepted by all federal agencies and international evidence-based
program according to the UN, WHO and Oxford University Cochrane Reviews in Medicine and Public Health. These
reviews conclude the SFP is the most effective substance abuse prevention program and recently was found as one of
the first child maltreatment programs to prove it is effective because of access to state case records. However, the SFP
had never been tested for effectiveness with Chinese families. This cultural adaptation of SFP is specifically for
Chinese immigrant and in Cantonese. Result of the evaluation is promising but not yet conclusive because of a small
sample size; however, more data is being collected for the next two cohorts to determine success of the program.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

e The program aims to increase the following for the parents: parenting efficacy, increased parenting skills, increased
parenting involvement, increased positive parenting, increased marital communication, Decreased stress, decreased
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depression, decreased alcohol & drug use.

For the youth participants, the program aim to decreased depression, decreased conduct disorders, decreased
aggression, decreased tobacco, alcohol, drug use, increased cooperation, increased number of pro-social friends,
increased social competencies, and increased school grades.

For the family the program aim to decreased family conflict, increased family bonding, increase positive
communication, increased family organization—family meetings, chores done, improved parent/child relationship,
and increased family strengths and resilience.

The program is conducted in 15 sessions with a pre and post-test. A minimum 10 families are engaged with
participation from both the parent/s and youth. Each session is conducted once a week with assignments given for
both the parents and child/ren. Parent meet separately and youth separately. Both parent and youth meet toward the

end of the session. Each group is facilitated by a group leader. The leaders facilitate the family discussion.

CULTURAL RELEVANCE

The CYC-SFP program is a cultural adaption of SFP and is a new program. The lesson plan has been translated into
Cantonese but has gone through several revisions to meet the different target audience whose education level, regional
background and length in the US. are diverse. The program is strictly done in Cantonese and incorporates many of
the cultural traditions, beliefs and customs of the audience. The program is sensitive in incorporating Chinese
traditional health and well-being as well as incorporating American concepts in health and well-being. An example is
the concept of family meeting. Convening a family meeting is not something that would work for many recent
immigrant families. As mentioned, the program is new and it’s a cultural adaption of a well establish evidence -based
model that has been proven to work for many diverse populations but has not been implemented for recent Chinese
immigrant population. The program has an evaluation process in place and will be implemented in this fiscal year.
Participants complete both a pre and post test as well as a retro evaluation. The results of the SCFP are compared in a
quasi-experimental design to those of other agencies in San Francisco implementing SFP with ethnic families as well
as to the SFP norms collected from similar agencies across the USA implementing SFP. Once more data are collected
from future groups a publication will be prepared for submission on the effectiveness of this Chinese version of SFP.
Other Chinese immigrant services agencies are interested in replicating the new SCFP in the USA and also in
Australia. In addition, the UN Office of Drugs and Crime is interested also in replicating the program with additional
Chinese mainland cultural adaptations and with an evaluation by the University of Beijing School of Public Health
and the University of Shanghai Medical School. These Chinese universities are now conducting the needs assessment
using the SFP pre-test of family risk and protective factors to inform the cultural adaptation.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

UPAC Elder Multicultural Access and Support Services Program

2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Dixie Galapon

Mental Health Director

UPAC

5348 University Avenue, Suite 101
San Diego, CA 92105

(619) 229-2999

(619) 229-2998 fax
dgalapon@upacsd.com

Program is funded by the County of San Diego, Behavioral Health Services, with funding from MHSA PEI.

TARGET POPULATION

e The UPAC EMASS Program utilizes a promotoras or “community health workers” as health care liaisons for the
Filipino, Latino, African American and Somali community. This target population was identified per our contract
with the County of San Diego. In San Diego, Filipinos have the highest number of Asian elders, which is the reason
why it is the target population in the EMASS program.

e  The program provides services in the following languages: English, Tagalog, Spanish and Somali.

e  The program is intended for seniors (ages 60+) from the Filipino, Latino, African American and Somali community,
particularly those who have limited access to physical and mental health care due to cultural/linguistic barriers,
financial and transportation barriers.

o UPAC EMASS provides center-based services at the Escondido location, as well as a satellite location in Central San
Diego. Mobile and field-based services are also conducted at senior centers, senior apartment buildings, senior
residences, churches, Assisted living facilities, Adult Day Health Care programs, and other facilities where seniors
gather. While most of the services are provided in urban and sub-urban parts of San Diego, we have also provided
outreach to seniors residing in rural parts of San Diego.

WHAT ARE THE GOALS OF THIS PROGRAM?

Problems: lack of awareness about mental health issues, and how to access mental health issues. Cultural stigma,
linguistic and cultural barriers also prevent older adults from seeking mental health services and achieving overall
wellness. For Filipinos in particular, they lack awareness about available mental health preventative mental health
services in the community. They also have limited access to those services. While many Filipino seniors may
understand English and communicate in English, not all of them can easily engage in the treatment process.

e  Protective factors — strong cultural identity/pride with traditional beliefs, support from family, connection to
spirituality. Additionally, EMASS has two Filipino staff who are culturally competent in Filipino culture, aging issues
and mental health challenges. Filipinos tend to have a collectivist identity and favor communal activities; therefore
the EMASS center provides the venue to gather and practice group-oriented activities.

e Risk factors — immigrant/refugee/ethnic minority status, limited English proficiency, history of abuse or trauma,
complicated medical issues, stigma about receiving mental health services, communication barriers, and limited
access to transportation and/or health care. For Filipinos, further risk factors include lack of mental health providers
who are culturally competent in working with Filipino elders.

e Goals:

1. increase timely access to care
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2. Reduce disparities in care
3. increase and maintain individual self-sufficiency
4. Increase knowledge about healthcare system
5. Reduce isolation / increase socialization
6. Reduce utilization of specialty and emergency room services
7. Reduce institutionalization
CULTURAL RELEVANCE

The program uses community health workers to conduct the outreach. They have linkages to ethnic organizations,
churches, adult day health care programs, and other facilities where older adults tend to live and gather. EMASS is
different from Senior Centers and Adult Day Health Care programs because whereas Senior Centers provide center-
based activities, the EMASS program provides center-based activities, in addition to mobile/field based activities.
Additionally, whereas ADHC programs provide supervised/restricted social recreational activities, the EMASS
program provides guided social and recreational activities with less restriction.

Regarding outreach to Filipinos, the outreach was conducted in Tagalog which is the national language and common
means of communicating amongst most Filipinos. (Pending available future funding, EMASS would also like to
employ other Filipino staff who speak Ilocano and other dialects.) The Filipinos who attend the EMASS center are
varied in their professional and vocational experiences. Some have had limited education, while others were
previously professionals and/or involved in the U.S. military. Some are living at home with their adult children,
while others are living in senior housing.

The program also was creative in outreach by implementing County-funded senior congregate meals at the Escondido
location twice per week. The meals served typically consist of a Filipino menu or Latino menu. The congregate meal
setting allows for participants who naturally gather around meal time to develop relationships with peers and
community health workers, and also to receive education at the same time. The congregate meal setting is a
culturally appropriate way of gathering people because Filipinos enjoy eating and chatting in groups. Most of these
older adults miss their family and they complain that their children have not time for them. As a result, they often
eat alone at home most of the time. That is why the congregate meal setting at the EMASS center allows for groups
to gather, and also to receive education. The EMASS Center also provides a venue for senior participants to vent
their feelings in a safe environment and use peer support and counseling to enable them to function effectively and
address their overall health concerns.

Regarding traditional beliefs and customs, the program usually celebrate every month the traditional holidays for
Filipinos, African Americans and Latinos; and what they do during those holidays and incorporate them in our
program of activities. December is usually a Christmas celebration for Latinos, African Americans and Filipinos we
share our memorable holidays and why it is memorable to him/her. Then, the seniors sing Christmas songs; and
dance with Christmas songs. The program facilities discussion to talk about religious beliefs during Lenten Season for
Christians; Mother’s day and Father’s day. The program also talks about celebrating Mexican Independence Day.
The program also had many multi-lingual videos/music which play at the center which reflect the cultural traditions
of the participants. Filipinos often use social activities such as dancing and singing to lift their spirits. The EMASS
Center hosts such activities for Filipinos and other participants on a frequent basis. As far as religion and spirituality,
Filipinos are very religious and have a strong faith in God. They typically resort to prayers to lift up their burden to
God. The Community Health Workers have been trained in encouraging seniors to utilize their own
spiritual/religious beliefs as a source of strength.

Regarding cultural elements, the program staff use the world “emotional problems” instead of mental health

issues. The program staff also use the word “stressful situation” instead of mental health breakdown. The program
practice coping skills such as: problem-solving; prayers and meditation; breathing exercise; music therapy; dancing;
talk to someone they trust (talk therapy). Filipinos tend to be wellness oriented in general. Using this approach as a
way to engaged them in the EMASS program will be the starting point to talk about their emotional health, mental
health and coping skills. Filipinos tend to be more responsive to prevention intervention rather than going to
treatment for mental health.

Regarding sensitivity to historical issues (e.g.: immigration, war trauma), the program includes in discussion when
they come the first time in the US; what problems they encountered; how they cope with these problems; who helped
them; then acknowledged their strengths and provide them inputs on the process of acculturation and

assimilation. Promotoras/Community Health Workers will explore how EMASS can help them. Some participants
have shared problems with immigration, and the Community Health Worker staff help to address those issues.
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This program was developed as a response to a Request for Proposals from the County of San Diego. Prior to the
development of the RFP, there was considerable input from the Filipino, African American, Latino and African
refugee community. After the program was implemented, we continue to receive input from community leaders in
the respective communities. The program was developed through a partnership of four non-profit organizations who
represent the following communities (1) Filipino, (2) Latino, (3) African American and (4) Somali.

ADDITIONAL INFORMATION

The program provides community outreach strategies through the Promotoras model. The Promotoras model uses
Community Health workers who apply a social intervention model, based on the development of partnerships
between providers of health care services and community members. They serve as the bridge between the providers of
health care services and the targeted ethnic communities.
The program utilizes individual interventions (1) Interpretation/Translation, (2) Advocacy, (3) Peer Education and
Support, (4) Referrals to basic social services, (4) Depression Screening, and (5) Transportation Assistance. In
addition to individual interventions, the following Group Interventions are used: 91) Healthier Living Self
Management Workshop, (2) Good Mental Health is Ageless, (3) other older adult health/wellness curriculum, (4)
Weekly social and recreational activities; (5) Ethnic support groups.
The program hosts educational activities including “Healthier Living” Self-management curriculum, as well as “Good
Mental Health is ageless” curriculum. The “Healthier Living curriculum” is an evidence based practice developed by
Stanford University. It emphasizes chronic disease self management. Although the Healthier Living curriculum is
identified as an evidence based practice, it has not been specifically identified as an evidence-based practice for the
API community. The Healthier living curriculum requires about 2.5 hours per session, with 6 sessions for the series.
The “Good mental health is ageless” was created by County of San Diego, Aging and Independence Services. It
focuses on tips for staying well, and for older adult participants to be able to recognize early warning signs of
depression. The Good mental health is ageless workshop can be done in 1 session, and typically takes about 1.5 hours
— 2hours to conduct.
All programs can be replicated, but translation is required in different languages. All activities can be done on a one-
on-one basis, or can be done in a large group classroom format.
In addition to the “signature” programming listed above, the UPAC EMASS program promotes peer counseling, as
well as social/recreational activities such as “Laughter Yoga”, computer class, and congregate meals for seniors.
Transportation education is also provided through the assistance of a Mobility Lead staff in order to promote self-
sufficiency.
Activities are provided weekly at the EMASS Center in Escondido, and also at mobile locations around San Diego
County. Mobile locations include senior apartments, other senior congregate meal centers, Adult Day Health Care
programs, cultural centers, and other facilities where seniors tend to gather. If activities are provided at the EMASS
Center, they are often provided on the same day as our senior congregate meals which are provided at the center
twice per week.
We currently have the following staffing:
o For Filipino participants, we have:
»  FTE bilingual Filipino Program Manager
» .65 FTE Filipino bilingual Community Health Worker
»  Additionally, the Program Manager for the Congregate Meals is bilingual Filipino, and is present for meal
service twice per week. Furthermore, there are several part-time Filipino volunteers who assist with co-
facilitating the Healthier Living workshops, and who also assist with meal service during congregate meal
days.
o  For other participants, we have the following direct staff:
»  FTE bilingual Somali Community Health Worker (CHW)
» 1.3 FTE bilingual Latino Community Health Worker
» FTE African American Community Health Worker
»  Lastly, we have 1.0 FTE bilingual Mobility Lead/Admin Assistant (Spanish speaking) who assists all
participants.
Community Health Workers receive training as Promotoras, and shall be experienced and have knowledge about
community health outreach and education with their respective communities. CHW:s shall be community leaders,
age 55 or over, from each of the target communities. They will be responsible for providing outreach, education, peer
mentoring and facilitating access to other services and support.
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The Mobility Lead staff will be experienced and knowledgeable about community-wide transportation service
network.

Most staff are required to be bilingual in the following: Tagalog, Somali, Spanish and English.

The average ratio of staff to participants on a given day is approximately 1 staff to 25 participants.

A facility is required for some of the center-based activities. Outreach activities are also conducted in the senior
apartments/community/health fairs/ recreational buildings/social service programs for older adults.

The program is being evaluated thru satisfaction surveys and also focus groups. This program is also working with
contractor evaluator from UCSD Health Research Center to look at outcomes. The UCSD Health Research Center
has been able to find favorable outcomes with this program. However, the outcomes are only available for one year
only because this program was just implemented in October 2009.

The biggest barrier with the data collection process is that not all participants have the same literacy and reading
ability in their own native language. Also, the surveys had to be translated into each respective language. The focus
groups also required the use of an interpreter. Currently, the basis of effectiveness I mostly the rate of participation.
Regular participants invite their friends, neighbors and relatives to join the program. Most of the time, testimonials
are captured and published in the EMASS newsletter. In FY 10-11, there were 304 Filipinos served out the targeted
800 older adults (Filipino, Latino, African American and Somali) for this project. There were 304 Filipinos served
out of the 906 total served, which 34% of total population served. Other cumulative statistics include the following:
Goal 1 — Increase timely access to care: 404 duplicated clients; Goal 2 — Reduce disparities in care: 483 duplicated
clients; Goal 3 — Increase and maintain individual self-sufficiency: 775 duplicated clients; Goal 4 — Increase
knowledge of healthcare system: 1023 duplicated clients; and Goal 5 — Reduce utilization of specialty and emergency
room services — 813 duplicated clients.

The board, management and staff consists of primarily Asian/Pacific Islander representatives. However, there is a
growing contingent of African American, Latino and other refugee/immigrant communities within UPAC staff.
Among the 117 UPAC staff, 74 are Asian/Pacific Islander.

The agency provides cultural competence training in-house, and also recommends staff to attend cultural competence
training in the community. The same applies for clinical trainings. UPAC does not have a dedicated training
department.

UPAC’s mission is to provide for the social service needs of San Diego County’s Asian/Pacific Islander and other
ethnic communities of San Diego. It was established in 1974, with mental health services being the largest
component of its services. UPAC has been providing mental health services to youth, young adults, adults and older
adults from the APl community for over 25 years.

Particularly in working with older adults, UPAC works closely with local Aging and Independence Services (AIS),
senior centers, and other older adult providers to serve unserved and underserved seniors. The EMASS Program
Manager also sits on the County of San Diego Behavioral Health Services Older Adult Council as a representative of
Asian/Pacific Islander communities. The role of the Older Adult Council is to provide an advisory role to the
Mental Health Director for San Diego County.

EMASS also has a strong partnership with the UPAC Positive Solutions program, which is funded by County of San
Diego for prevention and early intervention. Services are provided to older adults, including API adults.

EMASS has also developed some initial collaboration with CEMHAC, California Elder Mental Health Aging

Coalition.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1.

NAME OF PROGRAM:

Family Development Project (FDP)

2.  TYPE OF PROGRAM: X Universal prevention
Selective prevention
Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Muslim American Society-Social Services Foundation
www.mas-ssf-sac.org
masssfsac@yahoo .com

laurelbenhamida@yahoo.com
3820 Auburn Blvd., Suite 83
Sacramento, CA 95821

(916) 486-8626

4. TARGET POPULATION

e  Target population: Muslim, including of course Asian Pacific Islander Muslims.

e  Language of delivery: English currently. Delivery in Arabic, Urdu, Punjabi, one Afghan language, and Bosnian is desirable and
will become possible in the future as capacity permits.

e  The FDP is intended for any Muslim. Refugees and immigrants may have specific needs and risks. Indigenous Muslims such as US
born African-Americans and Anglo and Latino converts may also have specific but different needs and risks.

e The FDP is not restricted to or intended for people in a particular setting. Most people who attend are from the Sacramento area.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

e  The FDP is intended to increase the number of emotionally and spiritually healthy Muslim families and individuals.

e  The FDP is intended to address the following serious problems in the Sacramento Muslim community:

o  Emotionally and spiritually unhealthy families leading to domestic violence, high divorce rate, youth who are alienated from
family and faith community, developmental trauma, abuse of and addiction to alcohol, illegal and prescription drugs, and
addiction to gambling.

o  Mental illness triggered by living in an unhealthy family environment may be reduced. Resilience against religious bigotry
and racism in the social and political environment may be strengthened.

6. CULTURAL RELEVANCE

A needs assessment was conducted. Muslims were most concerned to see the organization provide counseling for marital and
parenting problems. After that was organized the FDP was set up to provide prevention and early intervention.

The major outreach strategy is creation and delivery of culturally and spiritually appropriate psycho-educational workshops. They
cover the lifespan: Marriage Preparation, Communication in Marriage, Prenatal Childbirth Education for Couples*,
Breastfeeding, Parenting Young Children 0-5, Parenting Children from 6-12, Parenting Teens, Conflict Resolution in Family
Relationships, Stress and Anger Management*, Preparing for Retirement*, and Caring for Aging Parents.*(Starred workshops are
in preparation.)

A more recent strategy is teaming with SALAM mosque for intense months devoted to a particular topic. In April, 2012 a month
of events focusing on bringing mercy and compassion back into marriage was successful. The imam presented Friday four
congregational sermons on the topic. MAS-SSF presented two three-hour mini-workshops to showcase the structured pre-marital
counseling 12 hour 6 session sequence and the full-length communication in marriage workshop. In a culminating event the
imam had a three-hour question and answer session in the prayer hall with community members. Future month-long projects are
being planned.

Cultural traditions, beliefs, and customs that support healthy family life are encouraged. They may co-exist harmoniously with
congruent spiritual traditions in Islam. Presenters are Muslim community members who have knowledge of historical issues of
fellow Muslims. In some cases they share the same or similar experiences.

The curricula incorporate cultural elements as well as material from spiritual traditions of Islam that support mental health and
wellness. Discussion of cultural elements that are not supportive of mental health and wellness is encouraged. For example, stigma
and discrimination against people with a mental illness are cultural traditions that do not support health and wellness. Keeping
family and individual problems secret and avoiding treatment or information about solutions are cultural traditions that do not
support health and well-being. The spiritual traditions of Islam discourage stigma and encourage seeking help and knowledge.

At this time attendance at a public parenting or marital workshop is still a very unusual action for most Muslims. However since
2007, average number of attendees at any particular workshop or class increased from five to over fifty in the last two workshops.
With time community members will become even more comfortable with sharing questions, concerns, and problems with SSF staff
in workshops and in counseling if they seek it. Seeking help and knowledge to solve problems before they lead to trauma and
crises will be normal for the next generation.

Evaluations are collected at the end of workshops.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Filipino Mental Health Initiative (FMHI)
2.  TYPE OF PROGRAM: Universal prevention
Selective prevention
X Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information
Laarni San Juan, RN, MPH * Joseph Balabis, MPH *
Behavioral Health and Recovery Services Behavioral Health and Recovery Services
San Mateo County Health System San Mateo County Health System
County of San Mateo County of San Mateo
(650) 573-2631 (650) 573-3474
Isanjuan@smcgov.org jbalabis@smcgov.org

fmhi2006@yahoo.com

*Permission has been given to Asian American Recovery Services (AARS) to submit the program to CRDP.

4.

TARGET POPULATION

The Filipino Mental Health Initiative (FMHI) intends to serve Filipinos in San Mateo County. There are over 70,000 Filipinos in
this county (9.8% of the population) and over 50,000 live in the city of Daly City (the most per-capita US city population of
Filipinos outside of Manila) and in surrounding areas. Three main components of FMHI specifically target behavioral health
clinicians who work with Filipino clients, parents of middle school students who attend a high Filipino-populated school, and
attendees at a widely attended annual Filipino festival.

FMHI's activities include provider trainings, family nights, and community outreach and are conducted predominantly in English
with opportunities in Tagalog to better articulate and explain cultural aspects of health. Because of the large American influence in
the Philippines, a majority of Filipinos have a general understanding of the English language. FMHI updated a 136-page county
resource guide with Tagalog translation as a way for Filipinos to identify with a community resource directory and to access critical
services otherwise not sought. Updated mental health resources, media contacts, Philippine Consulate, Social Security, US passport
services, and Department of Motor Vehicles were added to the directory.

FMHI reaches out to the broader Filipino population with an emphasis on the immigrant population since their assimilation to a
new country can pose a potentially chronic and problematic adjustment period. Problems such as substance use, lack of knowledge
related to acceptable forms of disciplining children, domestic violence, under or unemployment, gambling, and isolation, to name a
few, are indicators that gravely affect one's mental health in deleterious ways if not addressed. Focus groups conducted by FMHI
during its inception determined that mental health is a heavily stigmatized topic that is often ignored and highly misunderstood.

To maximize benefit and impact, FMHI targeted behavioral health personnel including psychiatrists, psychologists, community
mental health nurses, case managers, therapists, counselors and student interns who work with Filipino clients. Direct service
personnel not familiar with the Filipino culture, beliefs, and behaviors were invited to learn about the history and people of the
Philippines as well as learn pragmatic solutions to improve professional effectiveness. Another targeted group in a specific setting
were parents of middle school students. Two middle schools in Daly City, which both consisted of high percentage of a Filipino
student body, hosted family nights which discreetly addressed mental health by presenting topics about communication, effective
parenting, substance use and asset building. The third setting targeted was at a widely attended annual Filipino festival in Daly City.
FMHI strategically placed a booth near the main stage for visibility and hopes to attract the busy foot traffic.

5.

WHAT ARE THE GOALS OF THIS PROGRAM?

FMHI aims to decrease stigma associated with mental health, to increase outreach to the Filipino community about mental health,
and to increase access to mental health services and other related services needed to increase the well-being of the Filipino
community.

The notion and concept of mental health in the Filipino community is heavily stigmatized. Blatant denial, lack of knowledge and
lack of acceptance poses problems which not only affect the individual but transmits throughout the extended family unit. The
complex dynamics of stigma affects and often impairs decisions related to self-care, self-worth, and health-seeking behaviors and

can have lifelong implications. Family members often misunderstand the root causes of mental health issues making them reluctant
to acknowledge problems. For the providers who aim to assist Filipino clients, many can seem unsympathetic, judgmental or aloof if
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they do not understand the full value of the stigma that which the client lives in. The client can internalize these as negative
experiences with service providers and result in not seeking further services.

FMHI uses culturally appropriate strategies to maximize and benefit the community. Because mental health is not a term readily
understood and accepted as part of the health spectrum, FMHI aims to craft activities that are reframed and better recognized in the
natural cultural context such as having colorful and translated brochures, and utilizing more positive phrases such as "getting ready
for high school" versus "how to help your child avoid drugs". In addition, using culturally appropriate context helps to appreciate
the complexity of the Filipino experience. Acknowledging how Filipinos perceive health can help the community’s ability to
identify mental health issues, recognize that sensitive culturally-competent help is available, and be comfortable seeking needed
services.

The complexities of comorbidities with other illness processes, substance use, lack of accessing needed services, are just a few of the
challenges ahead for FMHI. The stigma within those problems in combination with mental health disorders is deeply and widely
felt in the community. Denial of health issues, specifically mental health related, will not be easy to overcome. FMHI hopes to
educate and increase awareness about various factors which promote the well-being and importance of seeking effective information

and help.

6. CULTURAL RELEVANCE

Because of its highly stigmatized association, strategies to outreach include reframing discussions about mental health to other
verbiage that the lay Filipino can relate to. At the festival, basic questions were asked of visitors at the booth "True or false: only
poor people get depressed.” Aside from the high likelihood of answering correctly, this entry point of engagement was a critical
window to begin even a brief dialogue about the mental health topic. Also, experience has taught FMHI that the desire for privacy
regarding mental health issues makes many reluctant to come forward to learn more, much less seek help, in a public venue, and so
it was important to conduct public outreach and promote visibility in venues under our control and where we had support. FMHI
conducted outreach efforts at an annual festival popular and widely attended by Filipinos. Another outreach strategy specifically for
the parents of students who attended heavily Filipino-populated middle schools needed the support of the school principals. From
the collaboration, FMHI-sponsored family nights were strategically advertised during talent show intermissions, notified with report
cards and calendared during the school year. In addition, dinners, childcare and raffle prizes were offered as incentives to attend. For
the provider trainings, continuing educational units (CEUs) were offered not only for professional credits but also confirmation of
the importance of this culturally-specific educational opportunity.

FMHI considers the Filipino experience in all its activities. During the 6hr provider trainings where Filipino food is served, the
credible and highly sought out speakers (who are Filipinos) present from both lens: as a provider and as a member of the community
sharing personal insights. Cultural values from an ethnocentric perspective and in terms of Filipino world, view and milieu are
intertwined to enhance the learning objectives of the attendees. FMHI's presence at public events including the festival and school
settings are carefully set up so the outreach effort is welcoming and festive (a primary trait of the Filipino culture): the colorful
banner “Mindful of Our Community's Health" (rare mention of mental health due to the stigma), FMHI staff speak the native
dialects to immediately engage the connection, balloons are present, and the customary smiles are part of the interactions.

The first 3 hours of the 6 hour provider trainings provide a lively historical and anthropological presentation which is helpful in
understanding the early stories of the Filipino people, their existence and interrelation with other cultures. The trainings attempt to
bridge the existing gaps of understanding between the provider perspective with western approaches with how Filipino communities
live and conceptualize health. The trainings give special attention to the impact of the immigration experience from the
perspective of Filipino-Americans. Attention is also given to post-immigration acculturation and how the experiences vary
between Filipinos born abroad as adults and those who were born in the US or immigrated to the US at a very young age.

In provider trainings, clinical vignettes of Filipino clients are presented and group- discussed to deepen empathy, validate and
possibly correct professional insights. In addition, Filipino consumers of mental health services are present to share their
perspective and their cultural lens regarding their state of health. Presentations at the middle school incorporate cultural aspects of
parenting children in the US, the differing experiences of students in modern school environments and the effect of how parents
address esteem and disciplinary opportunities. FMHI aims to increase awareness with cultural elements into consideration so that
aspects of mental health are not as a source of shame but as one of the very common perils of life in our stressful modern times.

FMHI has formally been in existence since 2006. Prior to the birth and to current, FEMHI has consistently received input from the
community. A series of outreach and planning discussions facilitated by the San Mateo County Department of Health during a
Prop 63 process began in 2004 with an informal group of service providers known as KAPAG (which stands for Kapwa Advocacy
Group) and then broadened out to include community members, providers, business owners, consumers, leaders, line staff,
clinicians, politicians, attorneys, agency directors, law enforcement, and individuals who had an wholehearted interest in serving
the Filipino community. The discussions entailed input of needs, barriers and solutions to addressing mental health.

D-38




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
From Killing Fields to Growing Gardens
2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Amy Phillips for the Cambodian Seniors Nutrition Program
c/o Little Tokyo Service Center ® 231 E 3rd St, G106 ® Los Angeles, CA ® 90013; 213.473.3035; aphillips@ltsc.org

4

. TARGET POPULATION

From Killing Fields to Growing Gardens serves Khmer-speaking older adults aged 55 and up. Survivors of the infamous
Killing Fields and brutal Khmer Rouge regime in Cambodia experience a variety of mental health issues related to
their experience. Common diagnoses include Post-Traumatic Stress Disorder, anxiety, and depression. As in many
Southeast Asian refugee communities, Cambodians tend not to utilize professional mental health services due to
language barriers, cultural stigma, and a belief in supernatural causes for mental health phenomena. Low levels of
literacy and acculturation, particularly among older adults, as well as a general distrust of authority due to abuses by
the government under the Khmer Rouge, make it particularly difficult for outsiders and professionals to penetrate this
population though the needs are great.

In order to address these needs, service providers can make use of the natural assets of the target population. Since
Cambodia is largely an agrarian society, many older Cambodians retain memories and skills to grow plants and crops
from their younger days in rural areas. Research indicates that working in a garden can be immensely therapeutic for
people in general. However, many Cambodian seniors live in apartments or other settings where there is not enough
land for a garden. A community garden can provide the space for seniors to be active and interact.

Bringing together Cambodian older adults under the guise of gardening allows trained staff to engage consumers and
establish a rapport with them outside of a clinical setting. Establishing this trust makes it easier to educate and refer
consumers to mental health resources as necessary. Growing a garden necessitates daily or almost daily work. This
simple fact draws older adults to the garden so that staff can engage them regularly, either in a rotation of “volunteers”
or daily. The level of care is adjusted to the size of the Cambodian population. As the number of participants expands,
the garden can be expanded as well.

Note: This program could be adapted for other immigrant senior populations with agrarian backgrounds by modifying
the language, outreach methods, types of plants and growing methods to the specific ethnic population.

5.

WHAT ARE THE GOALS OF THIS PROGRAM?

The primary goals of the program are to improve the mental and physical health of Cambodian seniors through an
integrated approach that taps into their existing skills (an improved sense of well-being as they feel productive and
useful) and encourages them to talk about their experiences. This is important because many Cambodian seniors self-
report or exhibit signs of depression or anxiety. Their mental state often has an adverse effect on their physical health
as well since they tend to experience their symptoms somatically.

The mental and physical distress experienced by older generations can have a negative spiraling effect on entire
families and communities. As spouses, family members, and friends feel stressed about their loved ones, they have less
energy to help each other cope. Therefore, a secondary goal of this program is to improve natural support systems as
caregivers and family members of participants also experience a reduction of stress and develop a better understanding
of the seniors’ experiences.
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The protective factors the program aims to enhance include: participation in pro-social activities, good physical
health, a sense of identity and purpose, strong family or community support, access to timely referrals and additional
services, and connections with other living things. The primary risk factors reduced include: social isolation and
inactivity.

6. CULTURAL RELEVANCE

Historically, Cambodia is an agrarian society and many older Cambodians grew up in rural areas. By growing
vegetables and herbs that are native to Cambodia, Khmer older adults can feel a sense of connection to their home
country and culture, as well as a kinship with the earth. This, and interacting with Khmer-speaking peers, reduces
social isolation. Family members are also invited to participate alongside the older adults for an intergenerational
interaction and to encourage sharing of stories and culture from Cambodia.

Past experiences such as witnessing the brutality of the Khmer Rouge and life in refugee camps, or immigrating to the
United States are difficult for many people to talk about. Additionally, Cambodian seniors often feel out of place,
useless or dependent in the U.S. due to language barriers, cultural differences, and the lack of education and skills to
participate in the economy. Gardening not only taps into their cultural heritage, but also helps participants feel
productive.

The gardening project for Cambodian seniors began as a result of the Cambodian Seniors Nutrition Project’s desire to
improve health. The participants themselves cited a desire for the herbs and vegetable from their native palate. They
reported the difficulty they experienced in finding fresh items at an affordable price. One of the seniors among the
group is an expert gardener. Community members and organizations worked to identify a piece of land large enough to
use as a communal gardening space.

Under the direction of the senior gardener, the garden flourished. Staff began noticing that not only were the
vegetables and herbs flourishing, but also the men and women actively participate in the gardening. The staff used this
opportunity to engage participants in conversations and sharing.

Outreach methods for this program are primarily through word of mouth due to the varying literacy levels in the target
population. Program staff go to temples and grocery stores, or tap into informal networks of friends. Initial assessments
are conducted at the consumer’s home or at a local community-based organization. All other activities are conducted
at a community gardening space, or en route to or from the garden.

Informal interviews appear to be the best way to gather data from consumers about the effectiveness of this program
due to the lower literacy rates and a general distrust of governmental and other “official” authorities. They report an
increased sense of pride in their work, and while they do not usually explicitly use terms such as reduced “depression”
or “anxiety,” staff observed more lively conversation, laughter, etc. as indications of improved mood. As providers earn
the trust of program participants, participants may grow increasingly likely to participate in more formal forms of
evaluation.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Richmond Area Multi-Services, Inc. (RAMS), Fu Yau Project

2. TYPE OF PROGRAM: X Universal prevention
Selective prevention
X Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

The Fu Yau Project (translation “to support & promote the well-being of young children) represents a collaboration of RAMS
and SF Department of Public Health — Chinatown Child Development Center (CCDC). In operation since 1999, the
program is funded by a grant from the SF Human Services Agency's CalWORKSs Program, SF Department of Children,
Youth & Their Families, San Francisco Families and Children Commission, and Preschool for All through the SF
Department of Public Health Community Behavioral Health Services - Child, Youth and Family - System of Care,
Quality Child Care Mental Health Consultation Initiative.

RAMS, Inc.
3626 Balboa Street, San Francisco, CA 94121
Tel: (415) 668-5955; Fax: (415) 668-0246

4. TARGET POPULATION

The Fu Yau Project (herein referred to as “Fu Yau”) provides prevention and early intervention mental health services
and consultation to the childcare community for children, ages 0-5. The target population are childcare centers/sites and
family resource center’s that serve children & families of color or otherwise marginalized communities, living in high
crime or unsafe environments and neighborhoods, who are immigrants, or refugees. They are often monolingual in a
language other than English, or have limited capacity to speak and/or understand English..

The Fu Yau Project currently provides services at more than 44 childcare centers, 8 family childcare providers, four family
resource centers (FRC), and one after school site, which are located in over nine San Francisco neighborhoods. The
program's current client demographics include the following: 99% are low-income families with limited resources; over
80% of the families are of Asian & Pacific Islander ethnicity, many of whom are from China and have limited or no
English-speaking skills; 12% are Latin Americans; 6% are African American.

The sites’ staff reflect the ethnic and linguistic diversity as the families in the programs; majority of staff speak a Chinese
dialect or Spanish as their first language. Childcare centers range in size from 24 to 120 children, family childcare sites
with four to 14 infants, toddlers, preschoolers. Some of these providers also care for school-age children. Fu Yau also
serves two home-based programs with 22 families. FRC programs range from 60 to over 100 families and some outreach to
more than 500 families. The majority of the childcare centers has a mixture of federally funded (Head Start), state
funded, and Preschool for All slots. A significantly smaller number of center-based programs accept tuition or other
subsidies. The family childcare providers have children of mixed income families, with some designed slots for subsidized
agencies.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

Program outcomes are to enhance the psychological well-being of children & families participating at their childcare
center/site and/or family resource center sites as well as build capacity amongst sites and their staff to support young
children and their families’ needs and overall wellness.

Fu Yau services include: On-Site Program and Child Observation; Clinical Case Consultation with childcare/FRC
staff and families; On-Site Intervention with individual and groups of children; Parenting Classes and Support Groups;
and In-Service Training for the childcare/FRC staff related to child development and mental health related issues.
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Families turn to their childcare center and/or family resource center for support when family issues arise (e.g. child-
rearing, acculturation stress, legal system). Oftentimes, center staff/FRC find themselves stretching beyond their own
knowledge base to meet the multiple needs of families; staff want to learn more about mental health and young
children, in order to help parents engage prevention services when they are needed. Many childcare and/or family
resource center staff are paraprofessionals, so they are able to utilize Fu Yau Mental Health Consultants to learn about
children’s basic mental health needs and socio-emotional development. Mental Health Consultants can facilitate
skills-building to address some of the families’ interpersonal needs: skills such as active listening, conveying empathy,
and maintaining confidentiality. When site center staff collaborate with Mental Health Consultants, the families and
children also benefit in many ways. Most importantly, the families are able to receive support in a setting that feels
safe and familiar to them, from staff who possess a skill-set that is culturally and linguistically sensitive and grounded
in a desire to strengthen family bonds.

Program specific goals include:

1. Understanding of Emotional and Developmental Needs: As a result of individual and group consultation, formal &
informal trainings, coaching, and modeling, 75% of staff will report increased understanding of children’s
emotional & developmental needs, how to respond to those needs, and how to administer developmental
screenings.

2.  Communication with Parents: As a result of consultation services, 75% of staff will report increased learning to
effectively communicate with parents about child’s behavior.

3. Response to Children’s Behavior: As a result of group and individual consultation, modeling, trainings, workshops,
and written materials provided by consultants, 75% of staff will report in increased ability to respond to and
communicate with children.

4. Overall Satisfaction: 75% of staff who received consultation services will report satisfaction with the quality of
service received from their consultant.

5. Responsiveness to the Needs of Children: 75% of parents who receive direct services for themselves or children will
report that consultant attended & responded conscientiously to needs.

6. Linkage to Resources: 75% of parents will report that consultant researched resources for their specific needs;
consultant will assist parents in linkage to needed resources.

7. Understanding of Child’s Behavior: 75% of parents will report that consultant helped them understand typical
child development, the developmental stage of their own child(ren) and identify behaviors and needs via psycho-
education, observation, and intervention.

8. Improvement of Child’s Behavior: 75% of parents whose children received direct services will report that the
consultant supported the child’s social-emotional development and improved her/his behaviors. The direct
intervention improved their understanding of their child, their communication skills, and attachment, thus a result
in measurable behavioral improvements.

The target population are childcare sites and family resource centers (administrators and staff), as well as the children and
families served by the agency. Families and childcare/FRC staff possess the following protective factors:

e  Oftentimes, the children are of families that are multi-generational (e.g. grandparents, aunts, uncle, etc.) who are
actively involved in the children’s immediate family. As such, there are additional resources available to support
the parents (e.g. grandparents can assist with caretaking while the parents are working). This can increase the
family’s support systems to help sustain financial means.

e  Parents tend to be very dedicated to preparing their children for school and academic success. As such, they are
very motivated and open to taking suggestions/recommendations from the childcare site/FRC staff and Fu Yau
Project Consultants (as well as coordinating with other referral systems) to support their child’s success in school.

o  Childcare staff are also very motivated and invested in the children’s “success” and preparing them for school.

As such, they can be receptive to Fu Yau Consultants.

Risk Factors include:
e  Asmany of the children are of first generation, immigrant families, the parents tend to have more limited
options for employment. The employment options tend to have low wages, without healthcare benefits, etc.
e  Parents with limited employment options, in a down economy with diminishing jobs, have additional stressors
on their existing already-limited financial resources (e.g. one parent may become unemployed; parent that
maintains employment may have additional stressors at job).
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e  Because of financial stressors, the family may immigrate at different times, which is disruptive to the family unit
and reduces the resources of all family members (e.g. one parent and one child may immigrate first while the
other parent and children move years later).

e  Childcare/FRC staff face similar stressors due to financial limitations, as pay scales tend to be low in the field.
They are experience stress at home and, at the same time, while working with families with similar challenges.

6. CULTURAL RELEVANCE

The Fu Yau consultation services model includes: program consultation; individual and group staff consultation;
classroom observation; child observation; and skills development activities (e.g. staff training, parent workshops).
Direct services to children and families include: playgroup-socialization or -therapeutic; individual play therapy;
individual parent sessions; crisis and short-term therapy for families or children; and facilitation of referrals for families
and children to outside resources. Other strategies will involve assessing the site’s needs on an on-going basis through
regular meetings and surveys.

Fu Yau regards each childcare program as a “client.” While this approach is not traditionally “clinical,” it is, at the
core, very relational. Consultants utilize any point of entry of an organization to establish rapport, trust, and “buy-in”
for service implementation. This effective approach allows the organization and its staff to decide when and how to
accept the offering of services. For example, some agencies’ staff are initially mistrustful of outsiders (Fu Yau) or may
minimize the social and emotional health of young children. In this case, the consultant focuses on providing “curb-
side” consultation, which involves speaking with individual teachers in the spaces and times that are comfortable and
safe for them. In Fu Yau’s experience, consultants gain staff’s trust, as the consultants value them and their needs, and
adjust to formal group meetings. Per FY 2008-09 Provider Survey, 92% indicated high satisfaction with consultation
services (also, indicated increase understanding of children’s emotional needs & development and to more
appropriately respond to children’s behavior and communicate with parents).

Fu Yau partners with childcare providers who serve underserved, low income families. The majority of the sites’
families are Asian & Pacific Islander (75% Chinese), with the remaining families of Latino, African-American, and
Caucasian ethnicities. The bilingual & bicultural site staff reflects the families’ demographics (ethnically &
economically), as childcare compensation is generally around minimum wage and some staff have limited English-
speaking ability. Fu Yau supports children, families & staff by retaining bicultural staff with demonstrated experience
working with immigrant & low income communities; 100% of consultants are bi- or multi-lingual.

Fu Yau matches the consultant’s cultural & linguistic abilities and clinical expertise to the site in order to effectively
serve the staff, children, and families. Consultation and direct services skills are further enhanced by RAMS and
CCDCs effective supervision & training structure which includes the cross section of working with diverse
communities (e.g. race/ethnicity, economically diverse, immigration generation, language, age, sexuality, gender, etc.)
and the continuum of children & family issues and complex trauma. Fu Yau coordinates weekly in-service trainings
and RAMS coordinates regular agency-wide trainings, including an annual mandatory culturally competency session.

Furthermore, consultants have demonstrated experience & understanding of the socio-historical experience of ethnic
& linguistic minorities and economically diverse communities. For example, as many caregivers are extended family
members; consultants facilitate workshops on intergenerational communication about discipline practices. Through
community referrals, consultants offer additional family support in meeting basic needs (e.g. housing, food, and
clothing) and provide direct psycho-education and outreach to families at risk for mental health issues. Consultants
also support sites in managing the challenges of caring for children of mixed socio-economic groups.

In order to tailor services to the needs of each site, the Consultant, Program Director, and center staff have an initial
meeting before service begins to do a Needs Assessment. In that meeting, everyone has an opportunity to create a
clear picture of how they envision the work progressing, from beginning to end. A discussion also takes place about
parameters, or scope of services, as well as expectations for the work logistics (e.g. frequency of visits, role definitions
of all involved). The Site Agreement is reviewed, and goals for the year’s work are established. Following these initial
meetings, the Consultant follows-up with individual visits with each of the staff at the site, who are working with
him/her. Subsequent meetings with the entire group of center staff occur to work out the finer details of the
consultation activities, such as which topics for staff trainings or how parents are to be engaged in group activities (e.g.
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workshops or support groups). Weekly meetings with the staff take place to review the activities after they have
occurred and plan for any necessary changes or further development of new activities. Furthermore, Fu Yau has
actively engaged parents in various capacities including forming a parent advisory group with representatives from
each childcare site. This group has significantly contributed towards shaping Fu Yau’s priorities in service provision.
The consultants also routinely meet with parents to discuss site-specific issues, establish their positions as partners with
parents during program parent orientations and introduce Fu Yau services. During these meetings, parents may be
surveyed about their support and resource needs and desired workshop topics. The program provides parenting classes,
parent support groups, case consultations, and various cultural & family activities.

Examples of how cultural considerations are incorporated and demonstrated in the program design:

o  Tailored staff recruitment efforts such that Fu Yau staff reflects the diversity of the target population (culture,
ethnicity, preferred language for services)

e  Tailored modality such that the program focuses heavily on working in groups. The target population tends to
learn best in groups — members feel “safer” because individuals can blend in the larger unit

e  Tailored groups types, depending on site — educationally-based with curriculum vs. support groups.

e Parent Advisory Committee, comprised of parents from the childcare center/site, who specifically provide
feedback to the program about how to tailor the services, models, and outreach

e Tailored outreach strategies such that Consultants approach parents and foster relationships (instead of waiting
for parents to come to Consultants)

e Tailored language in which services are provided (multi-lingual groups)

e Tailored approach with childcare/FRC staff in acknowledging strengths and working on increasing knowledge
about adult-child communication styles, particularly since there may be differences between practices/protocols
in the U.S. vs. home country

e Tailored program materials (including Fu Yau Site Agreements, information to children & families) are available
in target population languages
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

UPAC HEART Program (Helping to Empower Authentic Relationships for Teens)

2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Dixie Galapon

Mental Health Director

UPAC

5348 University Avenue, Suite 101
San Diego, CA 92105

(619) 229-2999

(619) 229-2998 fax

dgalapon@upacsd.com

4. TARGET POPULATION

The HEART program works with a multicultural population of Asian/Pacific Islander, Latino and African American
youth exposed to dating violence, or are at risk of dating violence. The youth/young adults live in San Diego County,
and are ages 18-24. Services are provided primarily in English, but interpretation services are available. We currently
have a Spanish-speaking young adult in our group; and we utilize an interpreter for her.

This outreach/education component of the program can be done in multiple settings — typically community center
where youth groups congregate. Individual mentoring and safety planning can be done at mobile locations, and/or
program office. The G-TREM “Love and Life” groups are provided at any facility that can host a group. Individual
counseling and family counseling are typically done in the program office, but can be provided off-site as needed.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

Problems: lack of knowledge about dating violence; lack of awareness regarding community resources; lack of skills on
how to do safety planning.

This program aims to prevent future incidences of dating violence to those youth/young adults who have experienced
dating violence from Asian/Pacific Islander, African American and Latino communities. It also aims to prevent
dating violence for those youth/young adults who may be at risk for dating violence.

Protective factors — strong cultural identity/pride, strong cultural identity as youth/young adults

Risk factors — immigrant/refugee/ethnic minority status, limited English proficiency, history of abuse or trauma, some
cultural “acceptance” of abuse or trauma; lack of recognition of problems with dating violence.

Process Goals include:
(1) Level 1 Services — 300 victims of dating violence will receive education on the cycle of dating violence
(2) Level 2 Services — 150 victims of dating violence will receive safety planning, mentoring, peer support, and
linkages to community resources
(3) Level 3 Services — 75 victims of dating violence will participate in G-TREM group counseling

Goals — (1) increase self esteem of youth; (2) decrease trauma and depressive symptoms in youth; (3) increase
knowledge about dating violence among youth and young adults. These specific outcomes are measured via pre/post
surveys, and are given to youth during their participation with Level 2 and Level 3 services.
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6. CULTURAL RELEVANCE

We use youth mentors who have same cultural/ethnic match as the communities they serve, i.e. Asian/Pacific Islander
youth mentor, African American youth mentor, and Latino youth mentor. The program incorporates’ the target
population’s traditions, beliefs by using mentors from the community to speak about their experiences with dating
violence (i.e. African American, API) in educational outreach video. The outreach video created for the HEART
program reflects true-life experiences of African American and API victims of dating violence as they share their
personal stories of struggle and survival. Cultural outreach is also done thru use of technology (Facebook, Twitter,
etc.) to capture youth/young adults with similar concerns, as well as using creative art projects to capture youths’
attention. Outreach is done in middle and high schools, colleges, and other venues which have a large number of the
target population. Outreach is also done to individuals who have been in juvenile hall, as well as gang-involved youth.

The education (Level 1) services educate youth/young adults by “quizzing” participants on signs of dating violence in
present-day society. This is done by bringing in examples of Top 40 music and by asking the audience to identify if
there any abusive themes in the lyrics. This appears to be culturally consistent with the youth as many of them are
engaged with Top 40 music on a regular basis. A similar exercise is done by looking at examples of dating violence in
the media.

The mentoring/safety planning (Level 2) services are tailored to the individuals’ needs and strengths, including their
cultural needs. For example, if the youth has not been involved in counseling before, that youth may have some
hesitation to receive services because of cultural stigma and other reasons. The role of the youth mentor is to provide
some education on the benefits of counseling, as well as provide tools for maintaining safety if the victim is in an
active abusive relationship.

In terms of (Level 3) G-TREM Services, there are not specific cultural elements incorporated into the Love and Life
curriculum, but facilitators will elicit discussion about cultural norms and cultural views on trauma, wellness and
healing during the group process. For example, many API youth have been told by their parents, that they are not
allowed to “date.” The group normalizes that fact by mentioning this as a common experience among API youth. The
program also demonstrates sensitivity to historical issues of immigration and war trauma by recognizing that their
parents may have very different notions of dating and dating violence, depending on their own cultural upbringing.
There are not specific cultural elements built into the curriculum, but staff will elicit some of these elements in
discussion. Furthermore, while the G-TREM group is focused towards female victims, there has been more research
suggesting that there are young male victims of dating violence. As a result, this piece of information is also brought
into the discussion during the G-TREM groups.

Given that the target population aims for youth/young adults, ages 13-24, we recognize that we have to separate the
younger group participants (ages 13-17 approximately) from older participants (ages 17-24 approximately) because of
differences in maturity, experiences with dating, etc.

This program was developed through a collaborative partnership with representatives in San Diego County who
represent domestic violence, youth organizations, and refugee/immigrant communities, including African American,
Latino and Asian/pacific Islander communities. The program was developed through a successful grant proposal
submitted to the Office on Violence against Women, awarded in October 2010 for a three-year duration. Of the 15
youth-serving awardees for this grant nation-wide, UPAC’s HEART program was the only awardee that specifically
targeted a specific multicultural population.

We also recognize that dating violence impacts many young men, and young men have been taught to remain silent
on this issue. We have actively recruited for male mentors (paid or volunteer) to assist with outreach to male victims.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Incredible Years (1Y) BASIC Preschool Program

2. TYPE OF PROGRAM: Universal prevention

XX Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

The original developer of Incredible Years (1Y) is Dr. Carolyn Webster-Stratton who is Professor and Director of the
Parenting Clinic at the University of Washington. However, in order for CCDC to implement IY at our clinic, our
clinicians have had to make both cultural and linguistic adaptations. The names of the primary staff involved include
Jenny Chan, Irving Mok, Grace Fung, and Joe Lai. They are all licensed clinicians at the Chinatown Child Development
Center (CCDC), San Francisco Dept. of Public Health, 720 Sacramento Street, San Francisco, CA 94108. Telephone
number: 415-392-4453. Program Director is Nancy Lim-Yee, LCSW.

4. TARGET POPULATION

e The program that our clinicians adapted intends to serve Chinese-speaking parents of young children ages two to 10
years of age.

e The program is provided in Chinese, currently in the Cantonese dialect.

e The program is not necessarily intended for people with specific needs or risks. The program is intended for parents
with young children, ages 2 to 10 years of age. The program teaches parents strategies for managing problem
behaviors, effective limit setting, and effective praise and incentives, as well as skills to help children learn at school

and to play effectively with peers.

e The program is conducted in a group format and can be conducted in a community setting or a school setting.

WHAT ARE THE GOALS OF THIS PROGRAM?

The program focuses on helping parents attain skills known to promote children’s social competence and reduce
behavior problems. The program teaches parents strategies for managing problem behaviors, effective limit setting,
and effective praise and incentives, as well as skills to help children learn at school and to play effectively with peers.

e The protective factors this program aims to enhance are nurturing and attachment (building a close bond between
parents and child); knowledge of parenting and of child development; parent resilience; and social connections
(support system for parents).

e The main risk factors this program aims to reduce are harsh and/or ineffective parenting skills and a lack of parental
monitoring and nurturing relationship with children.

e 1Y has two long-range goals. The first goal is to provide cost-effective, early prevention programs that all families of
young children can use to promote social, emotional, and academic competence and to prevent children from
developing conduct problems. The second goal is to provide comprehensive interventions for parents that are targeted
at treating and reducing the early onset of conduct problems in young children.

6. CULTURAL RELEVANCE

e Because the primary target population are the parents of the children who are receiving mental health services at
CCDC, our main outreach strategy has been to have the primary therapist working with a particular child talk with
the respective child’s parent about the IY program and to encourage that parent’s participation in the program.

D-47




Usually, because the parent already has an established relationship with the therapist, outreach and engagement have
been achieved much more easily. When attempting to outreach to parents outside of CCDC, we have developed
informational flyers about the IY program in Chinese to pass out at community-based organizations serving Chinese
children and families.

The program uses culturally relevant images, metaphors, and stories and incorporates these into the vignettes that are
used throughout the curriculum presented to the parents. Similarly, traditions, beliefs, and customs are also taken into
consideration when implementing the program.

Interventions must sometimes be tailored to meet the individual needs of the parents in order to be sensitive to
historical issues such as immigration and war traumas; the variability that exists within groups must be appreciated.
Staff make use of methods that are acceptable and appropriate given the cultural values of the parents in the group.

The staff who implement IY use Chinese terms that parents do not find “stigmatizing”. The term “mental health” is
considered quite stigmatizing and staff have found other terminology in Chinese to talk about mental health in ways
that are more acceptable. For example, staff have found that parents are very willing to talk about their family stress,
their long work hours, and financial struggles. Although, a few of these parents may have depression as a result of
these challenges, it is easier for them to discuss the stress and financial difficulties rather than their “depression”.

Since 2007, Chinatown Child Development Center (CCDC) has been involved in a system-wide roll-out of the IY
BASIC Preschool program. Thus far, five clinicians at CCDC have been trained in the IY program and five 12-week
groups have served approximately 52 Cantonese-speaking families. Pre-post outcomes of the IY program at CCDC
have been impressive. For children rated at baseline as being above the clinical cutoff on the Eyberg Child Behavior
Inventory (ECBI), the average score dropped from being two standard deviations above average to being less than one
standard deviation above average (and under the clinical cutoff) on both the Problem and Intensity scales. CCDC
continues to conduct one to two IY groups on an annual basis depending on staff resources.

Input into the design and/or evaluation of the program comes directly from the staff at CCDC who are implementing
the program. We have also invited feedback from parent participants to improve the 1Y curriculum for subsequent
groups that we will be running.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Integrated Primary Care & Mental Health Services/Cultural Brokers for Mental Health Services
2. TYPE OF PROGRAM: X Universal prevention
Selective prevention
X Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Merced Lao Family Community, Inc. (MLFC)
855 W. 15 Street

Merced, CA 95340

209-384-7384

mlfc@laofamilymerced.com

4. TARGET POPULATION
- Specifically target the Hmong, Mien, and Lao adults and older adults in Merced County (18+).
- Program is intended for the specific cultural and linguistic needs of the Hmong, Mien, and Lao population in
Merced County (Men, women, and families)
- Languages available: Hmong, Lao, Mien, Thai
- The program is intended for individuals who are not utilizing or know about the mental health system and those
that have chronic health problems, which may trigger mental health problems.
- Services are provided in client’s homes and in their primary care physician’s office
5. WHAT ARE THE GOALS OF THIS PROGRAM?

This program seeks to augment services available at existing primary care centers to help ensure that they are more

able to provide early intervention for mental health issues, such as depression, anxiety, and suicide ideation in older
adults. A clinical care manager is placed in a primary care clinic to provide short term problem solving therapies, to
teach coping skills, and link participants to existing services. The Care Manager provides mental health depression

screenings using the PHQ-9 (Patient Health Questionnaire), care coordination, and early interventions.

The project was developed to address some of the largest disparities in access related to income, geography, language or
cultural background, and age. The provision of the Care Manager at the primary care physician’s office has proven
early intervention mental health services for poor and underserved SEA residents who would otherwise forego
treatment due to costs.

The Care Manager provides direct mental health prevention and early intervention services in community clinics and
work with patients to help identify resources and supports to eliminate or reduce stressors in their lives. Additionally
the Care Manager works closely with the Cultural Broker to help culturally and linguistically isolated individuals
identify the services and supports needed to stabilize their mental health being. Care Managers also help transition
clients to more extensive mental health services available throughout the county.

Major protective factors that the Care Manager and Cultural Broker aim to enhance include support from extended
family members, and community leaders, and support availability at primary care setting,

Additionally, our Cultural Broker works closely with the Care Manager under this project. The Cultural Broker
conducts community outreach, provides culturally and linguistically appropriate information about wellness, mental
health and mental health services. This component ensures that linguistically and culturally isolated SEA community
members are more aware of and more comfortable with accessing services.

In addition, this program is able to provide clinician trainings to non-mental health care providers. This training
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allows for the treatment of mild mental health issues within the primary care setting.

6. CULTURAL RELEVANCE

MLEC utilizes its strong base of SEA community leaders as cultural brokers in this program. We have trained
approximately 20 Leaders on mental health signs, recognition, and referrals, and they have been outreaching to the
SEA community. They provide that first outreach. Once they have contacted a family who they feel may need
services, our staff makes a follow up visit to discuss any issues the client or family may have and offer services,
resources, and information.

The custom of the Hmong family is to place high regard for the man of the house. Our Cultural Broker ensures that
both the man and woman of the household are home prior to discussing any issues with the family. The Hmong still
have very strong beliefs in their shamanistic practices as it relates to their physical and mental well being. This is
taken into consideration. The Cultural Broker assists clients with accessing their leaders, local resources, or shamans
and spiritual healer if needed.

The development of this PEI program was through planning and community conversation with community members.
For many of these community members, physical and mental health go hand in hand. If one health is deteriorating so
is the other. SEA community members indicated that rather than seeing a mental health clinician, they go to their
primary care doctor for issues such as chronic diseases, aches and pain, etc. but also have symptoms such as stress,
despair, and depression because of their physical ailments. However, they do not seek clinicians for their mental
health issues. Thus, this program was created under the County’s PEI plan with a goal to reduce disparities in access to
mental health care and the provision of short term mental health services to address the psycho-social impact of
trauma. The program is able to augment the services available at existing primary care centers to help ensure that they
are more able to provide early intervention for mental health issues such as depression and anxiety.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Iu-Mien Senior Social Group
2. TYPE OF PROGRAM: X Universal prevention
Selective prevention
Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

United Iu-Mien Community, Inc. (UIMC)
6000 Lemon Hill Avenue

Sacramento, CA 95824

Phone: 916.383.3083

Email: contact@unitediumien.org

Web: www.unitediumien.org

4. TARGET POPULATION

The specific program is intended to serve the Iu Mien senior citizens ages from 60 and up in the Sacramento and
surrounding areas, but other age groups and ethnic individuals are welcomed. There are approximately 60-70 senior
men and women attend weekly.

This program is provided in Mien language.

Individuals do not have to have any specific needs or be in any specific risks in order to qualify for this program.
This program is located at Mutual Housing at Lemon Hill’s community center (space is donated, and UIMC office
is also located there).

WHAT ARE THE GOALS OF THIS PROGRAM?

Many of the Iu-Mien senior citizens that were born and raised in Thailand and Laos are having hard time, both
mentally and physically adjusting to the American culture. This program is to support the physical and mental
well-being through activities and provision of information and resources.

The protective factor that this program is aiming to enhance is to allow people with the related background or
experiences to share with one another. This is a great way for them to relief stresses from home.

The risk factors this program aim to reduce are stresses and depressions many Iu-Mien seniors are facing at home.
Seniors also tend to go to casinos for recreation, and that is not always healthy. This is a safe alternative activity.
Currently there is no specific goal this program trying to achieve, except for preventive mental health.

6. CULTURAL RELEVANCE

The outreach strategies United lu-Mien Community uses are word to mouth, Iu-Mien new year events, and Mien
radio (used to have one).

This program is culturally sensitive. It respects individual traditional, cultural beliefs. Staff and volunteers are
bilingual/bicultural Iu-Mien, and the program celebrates cultural holidays such as New Year.

The program incorporates culturally valued activities such as socializing, exercise, and learning about new topics of
interest from outside health and mental health professionals. The program links seniors to other services that they
need, which reduces anxiety about income, citizenship, family problems, etc. The program is a lifeline to seniors
who would be otherwise isolated.

This program was formed right after United lu-Mien Community office open its door in February 2003 and since
then the program has been running strong. This program is solely based on fundraising; no grant money is currently
supporting it. The program has developed through ideas from the participants, and has included collaborative
support from other agencies that provide transportation and exercise class.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1.

NAME OF PROGRAM:

“Keeping Cool”: Korean Adult Anger Management Workshop

2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Hae Young Park, M.S. MFT

Korean American Family Service Center

3727 W. 6" Street, Suite 320

Los Angeles, CA 90020

Email: hypark@kafscla.org Phone: 213-389-6755 x115

4. TARGET POPULATION

e  This program is intended to serve and work with 30-55 year-old Korean speaking immigrant adults in greater Los
Angeles area (LA County and surrounding counties).

e  This program is provided in Korean.

e  This is a prevention program intended for less acculturated Korean immigrants who are at higher risk of mental
illness and/or family violence. Korean community has disproportionately high rates of domestic violence and some
mental illnesses, including depression, suicide and alcohol abuse.

e  This program is intended for Korean immigrant adults, particularly those who are culturally and linguistically
isolated, undergoing acculturation stresses, and, as a result, lacking in accessibility to appropriate anger
management program and other prevention programs.

e  This program is intended in a community center setting or office setting, but could also be incorporated in other
cultural community settings, such as a church.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

The program aims to prevent and/or address family dysfunction, domestic violence, child abuse, elder abuse, and
trauma.
The program also intends to prevent or provide early intervention for mental health issues, such as depression,
anxiety disorder, and ADHD, which are often correlated with anger management issues.
Protective factors this program aims to enhance:
Strengthening family unit/Family cohesion
Effective parenting including positive reinforcement
Involvement and support of Korean churches and other faith-based/spiritual institutions
Increased social support by Korean community groups
Accessibility to culturally and linguistically appropriate social, legal, and mental health resources
Encourage open communications and adopting an egalitarian communication pattern
Increased awareness and understanding of mental illness and family violence.
isk factors this program aims to reduce:
Disproportionately high rates of suicide, depression, alcoholism, and debilitating psychological distress within
the Korean American community, which is higher within the immigrant community.
General life stresses including occupational and economic stresses
Higher rates of family violence (domestic violence and child abuse) in the Korean community
Chronic family conflict
Cultural and social isolation, which results in greater acculturation stresses and higher risk of mental health
issues/family violence. Isolation also results in lack of seeking intervention services such that symptoms
become more severe.
o Lack of knowledge of American legal system as it relates to violence and corporal punishment
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o Cultural stigma against mental illness

o Hierarchical and patriarchal communication patterns in family and community

Specific goals this program aims to achieve:

o Heightened awareness of anger and stress patterns by 100% of attendees.

o Increases ability to manage anger constructively and increase daily functioning by 80% of attendees, based on
self-reporting.

o Improve effective stress coping skills by 80% of attendees, based on self-reporting.

Increase ability to communicate more positively and effectively by 80% of attendees, based on self-reporting.

o Improve understanding of American law and judicial process as it relates to violence and child/elder abuse by
90% of attendees, based on self-reporting.

o Reduced incidents of domestic violence in household by 60% of attendees.

o Reduce incidents of child abuse in household by 60% amongst attendees.

@)

6. CULTURAL RELEVANCE

Program uses strong media outreach through Korean newspapers, radio, and TV in order to promote the program as
well as raise the public’s of mental health, behavioral issues, family violence, and the need for prevention/early
intervention services. We also collaborate closely with Korean-language faith/community leaders and service
providers in order to increase our referral/support base and maximize the reach of our programs. This program is
part of our community outreach strategy to educate the community on priority mental health issues to reduce
stigma and increase access. We employ culturally-embedded outreach to dispel shame associated with mental
health and train Korean churches and service providers on detection and intervention to expand access to
competent care.

This program has been developed and refined by 1* generation, Korean American, bilingual/bicultural, masters-
level counselors. The program developers have over 10 years’ combined experience providing mental health and
family violence clinical counseling and group pscyho-education to more than 200 Korean immigrants in Los
Angeles. In developing the program, KAFSC has considered the problems most prevalent amongst Korean
immigrant adults, including high rates of, and correlations between, family violence, alcohol abuse, depression,
anxiety, acculturation stress, and PTSD. This program also takes into account the complex set of social, cultural,
and environmental factors, including recent immigration history, high linguistic isolation (47 %), low assimilation,
patriarchal values, and lack of safety net and adequate support system that exacerbate the level of psychological
distress for community members, many of whom live with depressive symptoms and anxiety. These issues are
compounded by the lack of health care coverage, inability to pay for services, scarcity of culturally-competent
mental health care providers, and deeply-ingrained stigma towards mental health, especially among the less
acculturated. This prevention program aims to address mental and emotional health problems before they develop
into serious illnesses requiring extended treatment or lead to family violence or suicide. KAFSC’s “Keeping Cool”
program seeks to address these complex issues through outcome-based, culturally-responsive practices and
education to improve access to care and mental health outcomes for the uninsured immigrant population in Los
Angeles. We use the name “Keeping Cool” and describe it as an “anger management” seminar because anger
management courses have become a more popular trend that is culturally acceptable. It is less stigmatizing in the
Korean immigrant community than referring to this as a mental health or family violence prevention program.
The program addresses the differences between Korean and US legal systems and their approaches to family
violence, cultural differences towards childrearing and corporal punishment, the high rate of alcohol abuse,
depression, and other mental health issues in the community, acculturation and adjustment stressors on
immigrants, and promotion of mental wellness to dispel the stigma associated with these topics. The program
discusses the hierarchical and patriarchal cultural history, and how this affects relationships, family dynamics, and
communications.

The program discusses the role that social support systems such as extended family, social/community groups, and
friends can play, particularly the Korean churches that 70-80% of Koreans attend.

In Korean tradition, it is generally believed that it is culturally appropriate to suppress anger rather than to manage
it. This belief frequently leads to either somatization or extreme expression of unmanaged anger. Also, Koreans are
less likely to seek professional help, such as counseling, because of stigma and the high value placed on privacy in
the home. KAFSC’s anger management program seeks to increase participants’ awareness of and appreciation for
professional services, such as psychotherapy.

Participants are encouraged to engage actively with the instructor and other classmates in order to speak freely on
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current topics or events in our community, such as internet/gaming addictions, economic stresses, suicide
prevention, etc. The program also raises common “hot button” issues amongst Korean families in order to help
open the discussion onto family violence, such as children’s education, in-laws, and the roles of husband/wife. The
open dialogue format promotes Korean immigrants to express their emotions and discuss their problems openly as a
way to relieve stress and develop a support system within the group.

The program is intended for a group that is entirely first generation Korean immigrants. Koreans in LA County are
one of the most linguistically and culturally isolated ethnic groups amongst Asian Pacific Islanders (see 2008 report
by Asian Pacific American Legal Center), so they are much more likely to participate in the program and be
engaged if it is targeted exclusively for Korean immigrants. As such, this program is also facilitated by 1*
generation Korean speaking staff who fully understand the language and culture of Korean immigrants. All written
resources and powerpoint presentations are written in Korean in order to enhance the participants’ comprehension.
The program is specifically targeted for Korean American immigrants who face acculturation stresses and/or family
dysfunction. The program works with Korean immigrants who face many language, cultural, legal, and practical
barriers to receiving mental health or social services. It takes into account the high number of uninsured
individuals (one in three) with no access to services. Also, the high rate of undocumented immigrants in our
community (15-20%) who are especially vulnerable and isolated from resources and information. This program
does not use individual’s names to protect people’s privacy, particularly due to the stigma associated with seeking
professional services. The program does not require specialized screening or qualifications such as medi-cal, which
would discourage or prevent many members from participating.

This program promotes emotional wellness, safety and healthy relationships by teaching participants how to make
healthy life choices and engage in health behaviors. The program recognizes the community’s pluralistic approach
to well-being that integrates physical with mental wellness. Korean immigrants with mental health issues such as
depression often exhibit somatic symptoms, such as headaches, insomnia, and abdominal pains. As such, this
program takes a culturally-responsive approach to “wellness” or “well-being” that includes addressing both mind
and body to improve mental health outcomes and life functioning. The program also takes into account that
individual wellness is often closely tied to familial or collective wellbeing in Korean culture. Therefore, this
program places heavy influence on the role of family, social support structures (such as church), and group
dynamics in determining well-being.

This program was developed in 2010 and has been run twice. It was created to assist general members of the
Korean community who were struggling with elevated stress levels and impaired functioning in order to improve
their functioning and reduce mental health and behavioral symptoms. With 17 years’ experience, KAFSC has the
largest and long-running anger management classes and domestic violence batterers’ treatment programs for court-
mandated/-referred clients in the Korean community of Los Angeles. In 2009, we found that 24% of our
counseling clients (100 out of 416) were referred or mandated by the courts due to anger-related issues. In
recognizing the severity of anger management problems in our community, KAFSC’s Korean clinical counselors
developed this program for the general Korean American public with input from our supervisors: a board-certified
psychiatrist and licensed MFT supervisor with over 40 years’ combined experience. This program is open to all
Korean Americans for a sliding scale fee ($15-$30) without regard insurance, immigration status, etc. Our
accelerated curriculum covers the major points of our regular anger management course (12 sessions x 1-hour each)
within 3 evening classes that are 2 hours each. This accelerated evening program accommodates working
individuals and parents. Despite the stigma often associated with seeking mental/behavioral services at KAFSC,
KAFSC had a strong turnout with 32 participants in 2010. The participant evaluations and high retention rate
every week showed that participants were extremely satisfied with the workshop and found it effective. Based on
participant feedback, we have modified the design and content of the program to make it more interactive, include
more role-playing, include more time for open dialogue amongst the attendees and reduce the number of sessions
while increasing the time of each session.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Lotus Bloom with Asian Community Mental Health Services

2. TYPE OF PROGRAM: Universal prevention

Selective prevention

X Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Angela Louie Howard, Director Katherine Chun, Chief Operations Officer
Lotus Bloom Child & Family Resource Center Asian Community Mental Health Services
2008 Park Blvd, Oakland, CA 94606 310 8™ St. Suite 201
(510) 735-9222 Oakland, CA 94607

angela@lotusbloomfamily.org

4. TARGET POPULATION

Lotus Bloom is a multicultural organization that develops and provides innovative programs for inner-city children,
youth and families. Each week, Lotus Bloom, along with Asian Community Mental Health Services, and Early Head
Start provides parent-child playgroup programs six days per week, Monday thru Saturday, for low-income and
immigrant families at four locations (two in San Antonio, and two in East Oakland neighborhoods). Each group
serves 25 families, providing a safe, structured, stimulating environment for them to learn and grow. The programs are
offered in Chinese, Cambodian, Spanish and English. The largest population that Lotus Bloom serves is immigrant
families in the neighborhood who need additional support to achieve family stability and economic independence.
More than 70% of our participants are immigrants who are non-English speakers. Our participants are 52% Asian

American, 14% African American, 18% Latino, and 16% White.

Lotus Bloom is located in the San Antonio neighborhood. The area has a strong need for free, low cost, accessible and
culturally-competent family support services. According to the US Census 2000, children under 5 make up 9.5%
(2,990). Our neighborhood is one of the most diverse neighborhoods in the city with a population that includes Asian
(35.7%) Latino/ Hispanic (35.2%), Whites (19.8%), and African Americans (18.9%). The San Antonio
neighborhood is also one of the poorest neighborhoods in the City of Oakland, 52.8% of the residents are living below
200% of the federal poverty level and 52% have less than a high school diploma.

Since our inception in October 2006, Lotus Bloom has served more than 600 families in Alameda County (57 in 2007,
123 in 2008, 210 in 2009, and 220 in 2010). The largest population that Lotus Bloom serves is immigrant families in
the neighborhood who need additional support to achieve family stability and economic independence. 32% of our
participants come from single parent households.

Lotus Bloom programs are in the community and held at neighborhood centers, recreation centers, and nonprofit
centers that are conveniently located along commercial corridors and bus lines. The center offers program offers
programs that serve 0-3, 3-5, special needs families, mental health services, social support, screening and assessment
using ASQ’s and DRDP and aligns with State Standards and Developmental needs of young children. Each program
has a parenting component, development of resources, and social support, which are integral protective factors to
support families. The programs use attachment models, child-abuse prevention protective factors, best practices in the
0-5 field to cultivate an academically-rich program feeding into elementary school, so that children enter school ready
to learn.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

Lotus Bloom follows the Federal Child Welfare Protective Factors for Strengthening Families:

Nurturing and Attachment. A child’s early experience of being nurtured and developing a bond with a caring adult
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affects all aspects of behavior and development. When parents and children have strong, warm feelings for one
another, children develop trust that their parents will provide what they need to thrive, including love, acceptance,
positive guidance, and protection.

Knowledge of Parenting and of Child and Youth Development. Discipline is both more effective and more nurturing
when parents know how to set and enforce limits and encourage appropriate behaviors based on the child’s age and
level of development. Parents who understand how children grow and develop can provide an environment where
children can live up to their potential. Child abuse and neglect are often associated with a lack of understanding of
basic child development or an inability to put that knowledge into action. Timely mentoring, coaching, advice, and
practice may be more useful to parents than information alone.

Parental Resilience. Resilience is the ability to handle everyday stressors and recover from occasional crises. Parents
who are emotionally resilient have a positive attitude, creatively solve problems, effectively address challenges, and are
less likely to direct anger and frustration at their children. In addition, these parents are aware of their own
challenges—for example, those arising from inappropriate parenting they received as children—and accept help
and/or counseling when needed.

Social Connections. Evidence links social isolation and perceived lack of support to child maltreatment. Trusted and
caring family and friends provide emotional support to parents by offering encouragement and assistance in facing the
daily challenges of raising a family. Supportive adults in the family and the community can model alternative
parenting styles and can serve as resources for parents when they need help.

Concrete Supports for Parents. Many factors beyond the parent-child relationship affect a family’s ability to care for
their children. Parents need basic resources such as food, clothing, housing, transportation, and access to essential
services that address family-specific needs (such as child care and health care) to ensure the health and well-being of
their children. Some families may also need support connecting to social services such as alcohol and drug treatment,
domestic violence counseling, or public benefits. Providing or connecting families to the concrete supports that
families need is critical. These combined efforts help families cope with stress and prevent situations where
maltreatment could occur.

Lotus Bloom seeks to improve family literacy and school readiness in Oakland, especially in the San Antonio/East
Lake neighborhood. In 2006, the California Department of Education indicated that 86% of 3rd graders scored “Far
Below Basic to Basic” on the English Language Arts Test in the San Antonio neighborhood at Garfield, Bella Vista,
and Franklin Elementary Schools. Oakland Unified School District reports that children entering kindergarten are
unprepared due to the lack of preschool or structured care activities prior to entering school. Research shows that
children from low-income ethnic minority backgrounds benefit most from high-quality developmentally appropriate
preschool programs (Fuller, Kagan, Caspary, Gauthier, 2002). Despite these findings, low-income ethnic students are
often the least likely to receive such care before entering kindergarten (Magnuson, Meyers, Ruhm, Waldfogel, 2004;
Pianta, 2007). This is true in the San Antonio neighborhood where we have a large population of working class
families who do not make enough to pay for private preschool and make too much to qualify for Head Start and/or
Child Development Centers. Many of the participants that come to Lotus Bloom tell us that we are the perfect
alternative to preschool because of the quality and affordability of the playgroup programs where participants are
requested to donate $1 per day.

In June 2010, Child Trends published a research article that shows a significant achievement gap already exists
between low-income children and their more affluent peers at kindergarten entry. They said, “In order to improve
long-term academic outcomes, increased attention is being given to supporting and assessing school readiness and
identifying successful, evidence-based programs in early childhood that can ensure a more even start at school entry”
(Sarah Daily, Mary Burkhauser, and Tamara Halle, 2010). If children in the San Antonio neighborhood do not have
access to Community Based Early Childhood services, they will continue to miss out on key academic and socialization
experiences, and will enter Kindergarten unprepared, and the achievement gap will continue to widen.

6. CULTURAL RELEVANCE

Lotus Bloom uses several outreach strategies to reach participants. We provide grassroots on foot outreach where we
flyer around neighborhood, bus stops, Laundromats, parks, etc. We have several partnerships with community groups
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(business associations, libraries, park & recreation facilities, Bananas, 4c’s, Alameda County Social Services, Regional
Center, Oakland Unified School District, crime prevention groups, County Clinics, Children’ Hospital, etc.) that help
spread the word and refer participants to our programs. Lastly, we use Ethnic Media to help us reach monolingual and
bilingual participants. We have formed relationships with KTSF Channel 26, AM 1400, Chinese Times, Sing Tao
News, Bay View, Sun Newspaper, San Antonio Unity, Univision, NuestroNinos, Childhood Matters Radio Show, etc.

Lotus Bloom incorporates diverse participants in leadership positions in all areas of activities. In practice this
translates to 4 bilingual active parents in our programs that serve on the Board of Directors, programs offered in 5
languages, and incorporating cultural traditions into our programs. For example, we use traditional African Drumming
and Storytelling to be part of Circle Time, we celebrate specific cultural traditions that our families celebrate (Moon
Festival, Lunar New Year, Cinco De Mayo, etc.) and using Oral History in our literacy program. Additionally, all the
staff members are bilingual or bicultural in two or more cultures and languages.

We have a strong belief that, “programs affirm and strengthen families' cultural, racial, and linguistic identities and
enhance their ability to function in a multicultural society” — Family Support Principle. In practice, this means that
we do our circle time in two or more languages, and encourage participants to share in their home languages, and to
learn words from other languages. We also act as a bridge between cultures, bringing together families from Asia, Latin
America, the United States, and Africa in our Multicultural Playgroups. Our groups provide a space for participants to
make friends and build community across the cultural, racial and ethnic lines that often keep us isolated and insulated
in our own communities.

The organization’s original design developed from the result of a July 2006 survey of 60 families residing in the San
Antonio district of Oakland, indicating a need for school readiness, parenting support, and literacy programs. Since
then, Lotus Bloom has always integrated language (providing programs in multiple languages) and culture (history,
shared experiences, etc.) to guide our work and respond to the community’s need. Our philosophy is that "our
programs are for the community, by the community, and of the community." To this end, Lotus Bloom employs
locally; 100 % of our staff lives nearby and 50% of staff are former participants in our programs. Therefore, we gain a
plethora of knowledge from staff and parent leaders on how to do outreach, integrate history and culture into our
programs, and further develop programs.

One of our core beliefs at Lotus Bloom is that staff and families should work together in relationships based on equality
and respect. Our staff uses interactive materials to promote a love of learning that starts with the child and parent
dyad. The parents then feel connected to their children, knowing that they are preparing them for future school
settings. Children in turn feel close and cared for, as well as receive the crucial building blocks of school success.
Together, families feel connected to the larger community creating opportunities for mutual support and decreased
isolation.

One of the parents, Jie May shared, “My son and I have made so many new friends at Lotus Bloom. It reminds me of
when I lived in a village. The other day, one of the grandmas bought me some beans from China so I can make a soup
to help with my child’s digestive system. She heard me talking about his stomach problems last week and brought me
some beans my parents use to give me in my home country.”

Until the creation of Lotus Bloom, there were no other family resource centers in the San Antonio neighborhood.
Now, residents in the San Antonio and community at large have a place where they can come together to access
services, gain educational skills, receive knowledge around childrearing, and develop stronger community networks.
Participants know that when they come into our center, they will find the referrals and the help they need. Whether
it’s an issue of domestic violence, pre-school enrollment, or a job search, our knowledgeable staff engages with
participants appropriately to meet their needs.




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1.

NAME OF PROGRAM:

Mind, Body, Spirit, Wellness

2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify)

3.

NAME OF PROGRAM DEVELOPER - Please include all contact information

APAIT Health Center
1730 W. Olympic Blvd., Suite 300
Los Angeles, CA 90015

Nick Truong, Programs Manager Barbara Crofford, LCSW Bryan Choi, PhD
213-553-1841 310-281-8335 213-572-1176

4. TARGET POPULATION

This program is intended to serve/work with Asian and Pacific Islander Men Who Have Sex with Men (MSM) and
who are HIV positive.

Program is provided in English, but can be done in various languages.

This program is for Men Who Have Sex with Men living with HIV. It is also a program that has been used with
persons who are co-infected with Hepatitis C.

However, persons who are “affected by HIV” are also clients. The “Affected” are individuals, couples and families
who are not HIV infected but living with or know someone who is.

The program is conducted in group/individual settings in private, community or clinical settings. It has been done
in specific ethnic settings (Thai, Filipino, Vietnamese, Chinese, and Khmer).

WHAT ARE THE GOALS OF THIS PROGRAM?

This program is designed to assist clients effectively identify and cope with symptoms and problems that may be
contributing to their distress in order to improve overall quality of life. It incorporates: A) A weekly social lunch
and educational lunch; B) individual counseling where clients learn techniques to feel less stressed and become
more empowered; and C) specialized support groups for various Asian languages.

The programs aims to reduce isolation; decrease depression; tease out more severe mental health diagnoses;
investigate substance use issues; tackle paranoia; and other cognitive disorders. It also incorporates other health
messages (drug regimen, co-infection).

There are many protective factors associated with this program. “Pride” or self-confidence in areas concerning
identity. The positive reinforcement of their cultural (ethnic) heritage, positive reinforcement of their sexual
orientation (removing stigma about being gay), and acceptance of their HIV/AIDS status.

All of this is aimed to decrease shame and low self-esteem; encourage both individual and group pride; and improve
self-acceptance and self-empowerment.

Risk factors this program aims to reduce include: Limited English Proficiency, being an immigrant and dealing
immigration status, lack of support system, economic status.




This program is designed to provide a sense of emotional well-being to HIV positive individuals with the
knowledge that the mind, body, and spirit are all connected in each person. The main focus is on the client, or
client centered. The program deals with a whole gamut of issues such as sexual identity, teach them skills to
disclose HIV status to loved ones, increase support system, and help them adhere to medications. The goal of this
program is to help clients feel good about themselves. This program works in three ways—through emotional
support, interactive mind-body-spirit workshops, and counseling (individuals, couples, or family). It focuses on the
whole person with multi-faceted activities.

With APAIT becoming a clinic, clients can now have their physical aspects (STDs, HIV, and other care issues)
addressed.

CULTURAL RELEVANCE

This program has its own Client Advisory Board (CAB) consisting of an active/diverse clientele. Feedback is
solicited on Best Practices.

This program works with agency’s education/prevention programs outreaching at cultural fairs and festivals (LA
Gay and Lesbian Pride, Lotus Festival, Nissei Festival, Lunar New Year); Mental Health Professional Gatherings
(Coping with Hope Conference, HIV Mental Health Taskforce); agency functions (“Day Room”); clinical settings
(LA Rand Schrader).

Program incorporates outings ethnic specific neighborhoods (Chinatown, Little Tokyo, etc.); go to specific spiritual
settings (Hsi Lai Temple, Hindu Gardens); serve ethnic Asian food; set aside certain times to meditate and pray.

A trauma symptom management group was started in order to both provide emotional support to trauma survivors
as well as teach skills appropriate for coping with symptoms specific to posttraumatic stress disorder. Trauma is
considered to be an event in which a person experienced, witness, or confronted an event or events that involved
actual or threatened death or threat of oneself. These events result in responses such as intense fear, helplessness, or
horror, subsequently leading to impairment in a person’s daily functioning, e.g., ability to work, ability to develop
and maintain relationships, due to chronic symptoms such as intrusive recollections, avoidant/numbing symptoms,
and hyper-arousal symptoms. Case managers are made available to deal with a host of other issues (immigrations,
housing, legal, transportation).

This program highlights various cultural customs and celebrations quarterly (Filipino Independence Day, Chinese
New Year, Thai New Year); language specific groups are enacted; and ethnic food is made available at educational
workshops; service providers and selected group attendees would enhance activities by wearing traditional Asian
clothing.

The program chose to remove “mental health” from its services because of the stigma. When the program changed
its name to Mind, Body, Spirit Wellness, there was an increase in client participation.

The program maintains its own CAB, administers a Client Satisfaction Survey, and an annual program review is
conducted by funder.




CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Nikkei Tomodachi (Friendly Visitors) Program

2. TYPE OF PROGRAM: Universal prevention

Selective prevention

X Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

LTSC Community Development Corporation

Yasuko Sakamoto: ysakamoto@ltsc.org

231 E. Third Street, Suite G-106, Los Angeles, CA 90013
213-473-3035

4. TARGET POPULATION

Nikkei Tomodachi Program provides emotional supportive services to socially isolated low-income seniors (60 and older)
living in Los Angeles, especially those who are primarily Japanese speaking and in need of companionship. This is one of
Little Tokyo Service Center’s (LTSC) programs that supplement our case management services. The program provides
companionship to seniors at their home with goals of increasing socialization, supporting independent living and delaying
nursing home care via weekly home-visit or telephone calls by trained Japanese speaking senior volunteers. In return the
volunteers gain enriched retired lives by providing needed services to peers.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

This program prevents social isolation and early institutionalization of seniors into nursing homes. It also reduces the
number of urgent telephone calls to case managers for emotional or psychosomatic needs from seniors.

Enhanced protective factors include: community awareness, trained older adults who are able to identify risk factors
among peers, culturally and linguistically appropriate social support, early detection and timely referrals to additional
services as necessary, and cognitive stimulation for both Tomodachi volunteers and seniors.

The primary risk factors reduced include: cultural values such as feeling shame about seeking mental health services
(stigma) and social isolation.

The goal of the program is to improve isolated seniors’ sense of well-being and decrease feelings of depression or
anxiety. Also, the program strives to reduce caregivers’ and family members’ stress. Tomodachi volunteers increase
their knowledge and have an elevated sense of satisfaction because they are using skills to serve community members.

6. CULTURAL RELEVANCE

Despite Little Tokyo Service Center’s best efforts to provide a comprehensive social service program there is still a
significant population that falls between the cracks of existing services. This population is composed primarily of
homebound or "shut-in" seniors who suffer silently due to cultural and/or language barriers. In general, it is hard for
anyone to ask for help from non-family members. It is especially hard for Japanese and other Asian people because
traditionally they are taught they should solve their own problems within their family. They are also expected to have
perseverance. These factors and the concept of shame, thinking it is better not to burden others or embarrass oneself
prevent them from consulting with others about their problems, which in turn delays their seeking of help, often
resulting in more serious problems. Due to these traditional values, language barriers and lack of familiarity with social
service systems, there are many senior citizens at risk in the Japanese American community and they suffer silently.
Even if they seek help many of our senior clients are monolingual and unable to access needed services because most
existing programs do not provide linguistically and culturally competent services in their language. The Tomodachi
program provides culturally sensitive and linguistically appropriate emotional support to these seniors who are isolated
and/or nearly homebound, so they may improve the quality of their lives while staying at home.
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Some research indicates that they feel more comfortable with informal resources, such as friends, family and peers, who
understand their language, culture and generational issues (Narikiyo and Kameoka, 1992). Additionally, the Kame
Study, an 11 year study of Japanese American seniors in the Seattle area, found that those associated with Japanese
language, cultural and social activities had a slower rate of cognitive decline (Borenstein Graves, at al., 1999). Among
Japanese American older adults, concerns about health, fear of dependency on family members, and lack of emotional
support are associated with depression (Shibusawa & Mui, 2001). Older adults, particularly those who primarily speak
Japanese and/or adhere to more traditional Japanese values, are in need of “tomodachi,” or friends, to alleviate stressors
and to facilitate access to further services when necessary.

To identify seniors who are in need of home visitors, LTSC utilizes referrals from the agency’s own case managers. In
addition, LTSC uses the Asian ethnic media that seniors in the Japanese American community are familiar with to
conduct outreach. LTSC distributes bilingual Japanese/English brochures at markets, churches, event sites, nutrition
programs, cultural and community centers in Los Angeles to reach isolated seniors. Once seniors are identified case
managers conduct initial assessment and refer to the Tomodachi Program if appropriate.

Bilingual Tomodachi volunteers are also recruited through similar methods and given training to become effective
advocates for homebound isolated seniors.

In summary, the main components of the program are:

a. Recruitment of volunteers through mass media and distribution of outreach flyers.

b. 4 trainings (3 hours/session) for the newly recruited volunteers with the following topics: purpose of the program and
its systems, understanding the senior population being served including culture and values, effective listening,
depression among seniors and how to administer the depression scale, how to handle emergency situations and an
emergency protocol, stress management, available resources for seniors, confidentiality, how to document each
visit/telephone contact, what to expect on a home visit, discussion of volunteers' cultural norms and values, behaviors
and related issues and how to acknowledge and respect others, the volunteers’ own cultural values toward mental
health, and role play.

c. Individual meetings with case managers.

d. Trained volunteers are matched to a senior in need of companionship.

e. Volunteers attend monthly support group meetings run by a Licensed Clinical Social Worker to share and discuss
concerns and problems with specific clients, make assessments and develop a future plan for each client.

f. Long-time volunteers convene monthly support group meeting for the volunteers.
g. On-going training to become effective advocates by professionals from various fields.

h. Case managers closely work with volunteers and also periodically monitor progress of seniors.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1.

NAME OF PROGRAM:

Asian Pacific Community Counseling: Parenting Education (Curriculum: Make Parenting a Pleasure)

2.

TYPE OF PROGRAM: Universal prevention

X Selective prevention

Early intervention

Other (please specify)

3.

NAME OF PROGRAM DEVELOPER - Please include all contact information

Asian Pacific Community Counseling (916-383-6783)

4

TARGET POPULATION

Parents of children O — teenager. Targeted cultural groups will be Asian and Pacific Islanders; however, all
cultural groups can be included.

Parents may be referred by: CPS, probation, children’s school, community, or self

Available language: Hmong, Mien, Vietnamese, Cantonese, Tongan, Japanese, English. Services will be
provided with cultural and linguistic competence by facilitators who are bi-lingual and bi-cultural.

Class size from 2 to 10

Groups can focus on prevention, early intervention, or treatment. Curriculum will be enhanced when members
have increased risk factors.

Groups will be provided at the most convenient location for the group members. This could include schools,
community centers, faith based organizations, or the agency’s main facility.

WHAT ARE THE GOALS OF THIS PROGRAM?

Groups can include parents who want to strengthen skills, as well as those parents who have previously exhibited
inappropriate parenting skills.

Risk factors of parents include all or some of the following: monolingual non-English, recent immigrant, low
income, isolation, less acculturated that their children.

Protective factors include the modification of the program to match the cultural norms of the group
(modifications have been made after consultation with the model developer), service delivered in natural
community settings, involvement of extended family encouraged.

Goals include:

Reduction of stress in parents due to conflicts between parents and children

Remind parents of taking care of their stresses by finding ways to cope

Reinforce alternative ways to discipline children

Give positive recognition for parents for their efforts to help children succeed, and provide tools to support
parents to increase children’s ability to function effectively at home, school, and in the community.

CULTURAL RELEVANCE

Outreach to schools, CPS, local events, and informal community gatherings to offer information in multiple
languages. Outreach efforts will be completed by trained individuals who are members of the targeted
community.

Trained facilitators modify the tools (example: DVD in English will be modified to be a role play by facilitators)
and include cultural differences in beliefs in parenting. Customs and traditions are integrated into the
curriculum. Facilitators are bi-lingual and bi-cultural, and members of the same community as group participants.
Modifications were made to the presentation methods to increase sensitivity to risk factors including
immigration, acculturation, trauma, low income, and others.

Program will promote “taking care of own anger, emotions, stress in positive ways” and “understanding children’s
prospective”, instead of talking about “mental health”.

The original model was developed in a community based setting and has been modified for use throughout the
world. The agency brought the original model developer to our site to train facilitators and discuss concerns the
community had regarding the cultural competency of some of the presentation methods. Modifications and
enhancements were made after consultation with the model developer and after ensuring that the core
competencies of the training would not be impacted.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Prevention and Early Intervention for the South Asian Community

2. TYPE OF PROGRAM: * Universal prevention

* Selective prevention

* Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

The Portia Bell Hume Behavioral Health and Training Center
Attention: Fawada Mojaddidi, Administrative Manager
39420 Liberty Street Suite 140
Fremont, CA 994538
(510) 745-9151

4. TARGET POPULATION

Specific Population:
e 75 percent of the consumers served are from the South Asian population (persons from Afghanistan, Bangladesh,
Bhutan, Burma, India, Iran, Nepal, Sri Lanka) with other populations accounting for the balance
e This program serves individuals of all ages
e  This program serves individuals and families from all geographic regions of Alameda County
e  Majority of the services are directed to children or youth up to 25 years old
Languages:
e  English, Hindi, Punjabi, Dari, Farsi, Cantonese, Mandarin, Vietnamese, Singhalese, Bengali, Tamil, Urdu, and
Spanish
Specific needs or risks: Yes
e  South Asian individuals and families who lack access to behavioral health care because of their language needs
e  Unaddressed mental health problems stress family members who are unprepared to address these issues by
themselves or to seek professional help
e Individuals with unaddressed mental health problems are liable to become isolated, unable to function in the
community, or even at risk of regressing into long-term mental illnesses
Particular setting:
e  The program is unusually flexible with regard to the setting of the delivery of services. It could be an agency
clinic, religious center, community center, home, school, or any other appropriate setting.

5. WHAT ARE THE GOALS OF THIS PROGRAM!?

Specific problems:
o  This community has severe shortage of professional resources to address mental health needs

o  This shortage is even more acute for culturally and linguistically competent South Asian professionals
Protective factors:

e Individual motivation with strong personal values
e Resilient, caring family systems
Risk factors:
e  Stigmatization of mental health problems and need to access services
Specific goals:
e To increase access through outreach and early intervention services for the underserved and un-served members
of the South Asian community
e Increase availability of culturally grounded educational materials about mental health in culture specific language
e Increase capacity of the South Asian community to meet its own mental health needs
e Increase knowledge in South Asian community of wellness behaviors and awareness of existing community and
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public resources
Prove Mental Health Consultation to other organizations who work with this population

6. CULTURAL RELEVANCE

Outreach:

Community Events

Home Visits
Psycho-educational workshops
Support groups

Workshops for the community

How does the program incorporate target population’s traditions, beliefs, and customs:

By holding outreach events at various religious sites and cultural celebrations.

How does the program demonstrate sensitivity to historical issues:

By offering services in multiple languages to those populations who are in a need

By developing groups for those have experienced war or other forms of trauma or with the immigration process.
By offering a presentation on the impact of immigration.

The facilitator has had continuous training in working with survivors of trauma, torture and vicarious trauma.
The facilitator receives training from Iranian Refugee Mental Health Services and ARMAN.

How does the program incorporate cultural elements regarding mental health and well-being:

By developing community information fliers in all appropriate South Asian languages, stating the services offered
that are distributed to stakeholders and community based organizations.

By offering a presentation on the challenges people face in life without stigmatization.

Members who attend these groups are refugees, trauma survivors, or those who have experienced vicarious
trauma. It is important to create a safe environment for these people. Most groups are offered in a language other
than English. In order to create a safe environment it is important not to refer to the groups as trauma groups.
The facilitator listens to the group members’ story and builds upon their strengths and resiliency. The purpose is
not to completely focus on the trauma but to build on the positives and to focus on the themes that the group
members discuss. The facilitator performs a needs assessment to cover a variety of topics. Topics can include pain
management, meditation, processing the trauma, coping skills, and psych-education.

History of the Development of the Program:

The program began with a needs assessment in which the community played a crucial part. This assessment
looked at individual protective factors as well as common risk factors. It sought to identify existing mental health
resources in the community to promote leveraging and avoid duplication of services.

The program has developed tremendously over the past year by strengthening the existing resources, increasing
access to services, and developing ongoing support groups.

We strengthened existing resources through Community Mental Health Consultation. We offered this service
through our Helping the Helpers program. This is based on the recognition that in every helping role the “helpers”
(both professional and non-professional) confront certain predictably difficult behaviors. We helped the helpers
to understand the psychological significance of their clients’ or supervisees’ behavior and respond in ways that
the negative impacts are minimized and work effectiveness increases. The program helps the helper to develop
useful knowledge and skills that can also be transferred to work with other clients who present similar behaviors.
In this way the “helped” become the “helpers,” multiplying the effectiveness the original intervention many
times over for a long time to come (Singh, 1971).

Increasing Access to Services: Through our network of developing relationships we were able to provide services
to the persons who would have otherwise never approached the mental health clinics for services. We are
providing Early Intervention Services on site at a culture specific center. Our consultant developed a Behavioral
Health Screening Instrument that is being used at the agency the consultant was providing services. With this
behavioral health screening the caseworkers are able to identify and refer their clients for appropriate services.
We have developed and facilitated a Peer Consultation Support Groups for the various high-risk groups.
Through this process we normalize experiences which otherwise would have been processed at risk in isolation.
Additionally group participants were able to share useful approaches to dealing with their own problems which
other group members found valuable and helpful.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDERS STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

AYPS Program
Samoan Community Development Center-Strengthening Families Program

2. TYPE OF PROGRAM: Universal prevention

X Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Samoan Community Development Center
AYPS Strengthening Families Program SCDC
Contact: Patsy Tito, Executive Director
2055 Sunnydale Ave, Room 100

San Francisco, Ca 94134

Phone #: (415) 841-1086

Fax #: (415) 333-1658

Email: scdc@pacbell.net

Permission has been obtained from SCDC, Patsy Tito to submit this program to the CRDP for review and consideration.

4. TARGET POPULATION

The Asian Youth Prevention Services (AYPS) program-Strengthening Families Program (SFP) targets Samoan youth
and their families who are experiencing significant a difficult period in their life. These youth are identified at being
more at risk of being involved or are involved with the juvenile justice system, on the verge of dropping out of school,
involving in unlawful activities and those at high risk, have family issues. The SCDC-SFP program is conducted in
bilingual Samoan and English at SCDC’s program office. The site facilitates group meetings with parents; group
meetings with youth and a convening with both youth and their parents.

5. WHAT ARE THE GOALS OF THIS PROGRAM!?

The specific issues to be addressed by the program are to enhance family communications, increase parenting skills, reduce
high risk behaviors of youth and reduce the involvement of youth ATOD. The program aim to enhance parent and child
communication, increase parenting skills and youth skills to negotiate and compromise, increase the family’s help seeking
skills, and reduce youth involvement the juvenile justice system, gangs and prevention high risk behaviors.

6. CULTURAL RELEVANCE

The SCDC-SFP program is a cultural adaption of SFP and is a new program. The lesson plan is in English but
implemented in both Samoan and English The program incorporates many of the cultural traditions, beliefs and
customs of the audience as well as incorporates the youth cultural that the Samoan youth relates to. The program is
sensitive in incorporating Samoan traditional health and well-being as well as incorporating American concepts in
health and well-being. As mentioned, the program is new and a cultural adaption of a well establish model that has
been proven to work for a diverse population but has not been implemented to the recent Chinese immigrant
population. The program has an evaluation process in place and will be implemented in this fiscal year. Participants
provide a pre and post test as well as a retro evaluation.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Southeast Asian Consumer Advocacy Program (SEACAP)

2.  TYPE OF PROGRAM: Universal prevention

Selective prevention

Early intervention

X Other (please specify) General Systems Development (Community
Services & Support [CSS] program of MHSA)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Merced Lao Family Community, Inc. (MLFC)
855 W. 15™ Street

Merced, CA 95340

209-384-7384

mlfc@laofamilymerced.com

4. TARGET POPULATION

- Specifically target the Hmong, Mien, and Lao transitional aged youth (TAY) adults, and older adults

- Languages: Hmong, Mien, Lao

- Program is intended for the specific cultural and linguistic needs of the Hmong, Mien, and Lao population in Merced County
(Men, women, and families with children that have severe mental illness, post traumatic stress disorders, and/or depression)

- SEACAP provides services in a trusted, community-based setting. Services are also provided in clients’ homes when necessary.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

- Merced County lacks culturally and linguistically competent mental health services for the Southeast Asian (SEA) community.

The County contracted with MLFC to implement the SEACAP Program providing mental health outpatient services. SEACAP

was developed to incorporate cultural understanding and individualization to ensure the effective treatment of the unique
mental health issues of the SEA community. SEACAP consumer issues include PTSD due to their war and refugee experience,
and stress and depression from poor adjustment and coping skills.

- SEACAP aims to reduce risk factors of alienation, and family problems stemming from mental health and adjustment stressors.
The SEACAP program provides services through a client-directed care plan. This gives the clients the power to identify their
own unique issues in their lives that are keeping them from obtaining full integration. The program provides individual and
group services, cultural practices (shamans, natural healing practices, and ceremonies), skills-building instruction to promote
wellness, parenting education, and family intervention. This all encompassing program aims to improve client’s knowledge of
their symptoms and how to cope with them in an effective manner incorporating both their culture and the American culture.

- Successful recovery towards hope and resiliency is the goal of the SEACAP program. Consultation and collaboration with
shamans and spiritual healers regarding clients’ treatment creates a holistic wellness focus that brings together Western and
Eastern healing practices.

6. CULTURAL RELEVANCE

- SEACAP staff utilizes it unique network of Community Leaders to outreach to SEA community members. Leaders are aware of

services at SEACAP so they in turn inform their Hmong families about services. Outreach is done by our Case Manager through
direct one-on-one outreach, Hmong TV PSAs on MLFC’s local Hmong TV program, presentations during community meetings,

and outreach through community events.

- Cultural competence is at the heart of this program. It provides clients with the opportunity to be seen in a community setting
that they are comfortable with and to be given services by providers who share the experiences, culture, norms, and customs.
Allowing shamans and spiritual healers to be a part of the treatment team and to use them in groups and/or individual
interventions adds a unique piece of cultural competence that is not available within the county system.

- The SEACAP Program offers traditional cultural practices using traditional practitioners, natural healing practices, and
ceremonies recognized by the SEA community in addition to mainstream services. SEACAP was created to provide traditional
mental health services in collaboration with the SEA client’]s)dé%{gnated Shaman or spiritual healer as requested. Many

SEACAP consumers come to the center to seek for help on how to deal with and cope with the aftermath of the war experience

and their inability to adjust to this society.

- Through community input, MLFC was able to collaborate with the Merced County Department of Mental Health to develop
the SEACAP program. Prior to the SEACAP program, the County had never contracted out services to community based
providers in the County. Although the County does have SEA staff members, it has not had a program solely devoted to the
SEA population. Additionally, until the SEACAP program, SEA clients in the County system were served under the Medi-Cal

medical model and not the recovery model. Through community input, the integration of natural and spiritual healing practices

was integrated with Western treatment models.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:

Southeast Asian Support Group

2. TYPE OF PROGRAM: v'|  Universal prevention

Selective prevention

v'| Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Healthy House Within A MATCH Coalition
1729 Canal Street

Merced California 95340

Tel. (209) 724-0102

Fax (209)724-0153

4. TARGET POPULATION

This Southeast Asian Support group was established in 2001. There are typically 16-17 Hmong, Mien, and Lao adults
with differing culture and beliefs who participate. (The vast majority is Hmong but all services are also available for Mien
and Lao participants as needed.) They are between 18-65 years of age. Typically, 80% are females and 20% are males.
Healthy House provides a Language & Cultural Specialist for facilitating and interpreting discussions, aimed at addressing
mental health stressors, every Friday from 1-3pm at a local Mental Health facility.

The support group meeting serves several different roles in the lives of the participants. For some individuals, the
support group means an opportunity to learn about the American healthcare system, including Mental Healthcare,
and a chance to go to a special “school”. One of the Hmong Interpreters commented that the group enjoys her
‘animal-color’ lesson, a strategy for relieving the emotional and mental stress which refugees routinely experience. She
reported that the group was very excited because they had never engaged in a coloring activity before in their lives.
Happy giggling and whispers went through the room as they asked each other for opinions of what color should be
used for the cow’s tail.

Some individuals come to mingle and socialize, something new that the Hmong people are learning from Western
culture. Socializing and meeting people was not used in the Hmong culture to alleviate stress. The support group
meeting has shown that talking with friends can make a big difference in their lives. Some feel comforted by listening
to other people who have similar problems. Some participants feel that they have more freedom to express how they
feel at the Support Group because it is less structured or focused on counseling techniques. Instead, it focuses on social
and creative group activities.

Some people come to the support group to relax their minds and bodies. Games like Bingo are played. Some say these
group activities help them to forget about their problems at home. Hmong traditional songs are sung and videos are
shown as well. This informal approach helps the facilitator address mental health issues more effectively as
participants are able to concentrate and understand more than when they are home, where crowded living conditions
present many distractions.

Meeting on a weekly basis helps the participants to stay in close touch with the group as well as develop their interests.
Many of the participants suffer from severe depression, as a result of the cultural displacement experienced by new
refugees, and it is necessary for them to receive consistent and frequent support.

Approximately 75 Hmong refugees who are over the age of 40 were part of the newest group of refugees to relocate in
Merced County, and they are suffering from severe cultural shock. The SEA Support Group provides a great and non-
threatening educational experience where they can come and access community support, resources, and help. A
Language & Cultural Specialist is available to address any questions/concerns they might have, including those
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relating to all aspects of mental, emotional, physical and spiritual health. Moreover, the Specialist also offers mental
and physical health education (e.g. Diabetes education and Mental Health First Aid) as needed. Health aids and
community nurses are occasionally brought in to serve specific needs or present specific programs. Individual case
management is utilized if deemed necessary.

The cost to maintain the SEA Support Group meeting is roughly $40.00 per week. Mercy Hospital supported the
SEA Support Group from 2003-2009, providing monies to supply tea, coffee, ice water, some snacks, and most
importantly, the location. When Mercy Hospital moved to the new Hospital on the other side of town in April, the
Mental Health Department began providing a meeting room.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

The mission of Healthy House is to promote the well being and health of all people in our community through the
provision of education, services and advocacy which are founded in respect for language, culture and health equity.
Health House staff provides educational presentations to the group on varied topics, including relationship building,
drugs and alcohol, gambling addiction, hygiene, mental health and physical health. This support group primarily aims
to alleviate depression and suicidal thoughts in refugee populations who are suffering from culture shock, as well as
addressing the physical manifestations resulting from such mental conditions.

e To provide interpreting services for participants who have mental health issues and/or suffer from chronic diseases.
Support services include help with accessing services, understanding medication regimens and scheduling follow up
healthcare appointments.

e Brainstorming possible solutions to everyday problems, significant contributors to depression, is a major focus of the
class. The group shares information and strategies to help them learn/remember how to cope with seemingly simple
situations which can be major dilemmas for people new to mainstream culture. Some subjects discussed include: 1)
how to use the western healthcare system; 2) police involvement in child/spousal abuse cases; 3) where to find legal
help; and 3) where to get help for suicidal individuals.

e To provide interpreting for individuals who need help with their citizenship applications and other civic
responsibilities.

e To create community support for and provide valuable information on any relevant topic identified in the SEA
Support Group.

6. CULTURAL RELEVANCE

e At least 30% of the participants are patients who have been referred by the Family Care Clinic or Golden Valley
Health Center and others come by word of mouth from the community. Almost all are suffering undue stress as a
result of culture shock, displacement from war torn countries, and long term internment in refugee camps.

e  These refugees also routinely suffer from Post Traumatic Stress Disorder (PTSD) and other chronic diseases such as
diabetes, hypertension and depression associated with culture shock. Trans-adaptation of educational materials is
used to help facilitate culturally appropriate understanding of these conditions (many of which are new to the
respective cultural groups).

e  This program was originally designed in 2000 to provide culturally competent healthcare interpreting and cultural
mediation for SEA refugees suffering from chronic disease and depression. Healthy House provided two cultural
brokers to Family Care Clinic and Golden Valley Health Center. This pilot project was called the “Culture Clinic.”
Southeast Asian patients with long term and/or multiple mental or physical health issues were scheduled to see a
resident physician with assistance from a culture broker in order to assess each patient’s mental and physical health.
Home visits were made if necessary. The formation of a support group was eventually instituted to provide a more
efficient, supportive and ongoing process.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
GENERAL SUBMISSION OF EXISTING PROGRAM

1. NAME OF PROGRAM:
Youth Alcohol and Other Drug Prevention Program
2. TYPE OF PROGRAM: X Universal prevention
X Selective prevention
Early intervention
Other (please specify)
3. NAME OF PROGRAM DEVELOPER — Please include all contact information

Lynn Thull, Ph.D.

Asian Pacific Community Counseling
7273 14" Avenue, Suite 120B
Sacramento, CA 95820
lthull@apccounseling.org

(916)383-6783

4. TARGET POPULATION

Low income urban children and youth, focusing on Asian Pacific Islander (API) Children/Youth (K-12)

Language: English (multiple API and other languages as primary in the home setting)

Second Step (EBP) curriculum is used to elementary to middle school in classrooms

Life Skills curriculum (EBP) is used afterschool with middle school and high school-age students at school or at the
provider agency’s office

Youth will learn about negative effects of AOD, help youth to develop skills to say “no” to peer pressure, and
leadership skills to be a role model in positive life skills

Alternative afterschool activities to provide youth safe environment to keep them from boredom and engaging in
unhealthy activities

5.

WHAT ARE THE GOALS OF THIS PROGRAM!?

Program aims to help youth make positive/healthy decisions when alcohol/other drugs are introduced

Small group afterschool activities will help program staff to develop individualized positive relationship and trust
with each youth

Program provides skills to strengthen family systems in low income areas of Sacramento County, focusing on Asian
Pacific Islander Youth.

Participants often experience challenges in cultural differences between them and their parents, and program staff
address positive communication, understanding their heritage and how they could embrace differences in various
forms

The long term goal if this program is to develop youth to the point that they become happy and healthy
community members. Youth will contribute to their community.

The program will like to other community resources; seeking input as well as educating other regarding the
protective and risk factors associated with API youth.

6. CULTURAL RELEVANCE

For this program, participants come in through word of mouth and through outreach to school leaders. Youth
recruitment often works best by having current participants identify their peers to participate and recruit on their
own

Participants may have experienced challenges in cultural differences between the youth, their parents, and the
mainstream community. Program staff focuses on positive communication, understanding their heritage, and how
they could embrace/understand differences between the youth, their family members and the larger community.
Children and youth are encouraged to practice appropriate traditional beliefs related to mental health and well-
being. The children/youth are also encouraged to educate other group members (peers) about their unique
traditions and beliefs.

Although the target population is API youth, the groups also include other cultural/ethnic populations.
Participants all respect individual’s differences and are encouraged to share/celebrate their heritage and background
when opportunities are presented.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED

1.

NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:

Em-Power: Em (Vietnamese for sister)—Power

2. TYPE OF PROGRAM: Universal prevention

X Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER — Please include all contact information
Razelle Buenavista, Program Manager AARS Youth Programs — Santa Clara County
Phone: (408) 271-3900 / Fax: (408) 271-3909 1340 Tully Road, Suite 304
Email: rbuenavista@aars.org San Jose, CA, 95122-3055

4. TARGET POPULATION

Em-Power is designed to serve Asian American and Pacific Islander (AAPI) girls ages 11 to 13 residents of Santa
Clara County who are attending Morrill Middle School in the Berryessa School District in San José. The program
curriculum and activities are provided in English. Em-Power is intended to address the specific needs of AAPI girls
who experience acute intergenerational conflict due to differential acculturation between their parents and
themselves. The program is intended for a school setting and has been delivered as an after-school enrichment activity
and as a class elective during the course of the academic year.

5.

WHAT ARE THE GOALS OF THIS PROGRAM!?

Overall Goal. To improve the emotional and behavioral health of AAPI girls ages 11 to 13 in Morrill Middle School
by creating opportunities for activities and discussions in order to raise self-esteem and self-efficacy, improve family
and peer relationships, and foster positive cultural identity.

6. CORE COMPONENTS

Em-Power provides workshops (Girl Talk) designed to build and support developmental resilience through gender-
specific, culturally relevant activities and discussions. Themes are topics relevant to AAPI girls, including female
identity and empowerment, anger management and conflict resolution, communication skills, cultural identity, self-
esteem, sexual health, social skills, career goals, substance abuse prevention, and gang prevention. Modes employed to
support these themes include dramatic presentations, radio interviews, media literacy projects, and community
participation activities. An average of 10 girls per group attend the workshops, which are held in their middle school
site during after-school hours thus providing a familiar and safe space as well as convenient access to the program.

We have drawn on data obtained from evaluation forms collected from participants in AARS’ Sister-to-Sister
Conference to identify the issues AAPI girls face these days and the problems they would like to talk about in a
confidential, safe, and supportive environment. This data has been key to helping us identify the need for a program
like Em-Power. An influential meta-analysis of cultural competence in youth programs found that although identity
development is basic to adolescence, minority youth face unique challenges in doing so because they must “operate in
at least two distinct cultures,” which requires a more complex and protracted process. There is, moreover, a tendency
for characteristics of minority youth to be defined as deficiencies or oddities rather than assets. A culturally-
appropriate developmental assets approach is now widely understood to be basic to successful prevention programs.
Local AAPI girls need and Em-Power has been designed to provide support for acquiring or strengthening both
external assets, such as establishment of relationships with and connections to others in the school and community,
and internal assets, such as building self-efficacy and self-awareness.

Girls Talk provides a consistent support base in which participants can share, listen, and voice their experiences,
concerns, and successes. The curriculum draws on insights from Dr. Stephanie Covington, recognized for her
pioneering work on females, which encourages girls to find their voices and share their diverse life experiences with
each other. Girls Talk allows a chance for participants to problem-solve together as they go through such challenges.
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Each girl takes part in a major group project at the end of the school year that will give them an opportunity to learn
confidence-building skills like creative design or large-event planning and experience the benefits of team work, group
accountability, and team spirit. Some girls help design, plan and organize the Sister-to-Sister Conference, a yearly
flagship AARS event, for 300 middle school and high school girls, an energizing day of inspirational speakers,
informative workshops, and fun activities. Other girls choose to produce Em-Powering Voices, a cultural performance
at the conference illustrating the most influential experiences from Girls Talk. The curriculum for both the Girl Talk
workshops and Em-Power Leadership development sessions are included as attachments. Training and staff
development can be available to other programs and staff who are interested in implementing Em-Power in their area.

Girls Talk groups of ten students each meet for 1 % hours twice a week during the school year (following the academic
calendar) for discussions relevant to bicultural girls in this age group, including self-esteem, body image, cultural
identity, interpersonal skills, and establishing positive family and peer relationships. To date, total of 78 girls have
participated in the program. The program demonstrates a strong level of replicability and is currently being considered
by AARS for adoption in San Mateo and San Francisco counties pending availability of funding.

7. CULTURAL RELEVANCE

Em-Power is designed to serve AAPI girls in the sixth and seventh grades in Morrill Middle School. These girls
constitute the selected population for prevention activities as defined in Institute of Medicine (IOM) prevention
categories. Within this population, a girl’s personal risk is not specifically assessed or identified but there is a
presumption of likely need, given her membership in the at-risk subgroup of AAPI girls. There is a smaller but
significant indicated IOM population, girls who show early danger signs, such as falling grades and problematic
behaviors such as conduct disorders and alienation from their parents, school, and positive peer groups. For girls in the
indicated [IOM population who display some type of emotional, academic, attendance or behavior issues we will rely
primarily on teachers and counselors at the school for referrals. For girls in the larger selected population, outreach is
more difficult but nonetheless very important. For cultural reasons, AAPI youth are compliant and not acting out in
school yet are withdrawn and struggling with many internal anxieties. AAPI girls are sometimes raised to be so
conforming and obedient that they do not know they are depressed and end up, years later, imploding and at risk of
self-mutilation, suicide or other forms of harm and violence to family members or themselves. They are hard to reach
with conventional outreach measures. But in our pilot program we have found that when girls already participating in
Girls Talk feel safe, comfortable and supported, they are the best source of referrals for peers whom they know to be
suffering in silence.

Research has shown that interventions like Em-Power help strengthen the social support and acculturation of
students, thus improving their overall mental health. Mental health services have been shown to be more effective
when they are provided “within the most relevant and meaningful cultural, gender-sensitive, and age-appropriate
context for the people being served.” On the other hand, a locally-based study found that “The failure to adapt service
delivery to the socio-cultural perspectives of people of color has relegated large segments of the U.S. population to
inappropriate treatment, inadequate levels of service, or lack of any service.” AARS was one of the organizations
analyzed in this review and cited for “bridging intergenerational cultural gaps, focus on the family, and systematic
cultural competence. Taking this research into account, we have adopted the culturally-appropriate developmental
assets approach for Girls Talk described above in section 6 Core Components.

Before its implementation at Morrill Middle School, AARS piloted a Girls Talk program on a volunteer basis at
Independence High School in San Jose from 2003 to 2004. While there was no formal evaluation and data analysis,
we conducted surveys for the Santa Clara Department of Alcohol and Drugs that included indicators like self-reported
relationship qualities and alcohol and drug use. Considered along with program and school data, these showed
improved grades, better parent-daughter relationships, reduced drug and alcohol use, and high retention rates.

Planning for Em-Power has drawn on a wide variety of community-based informants including: participants in our
annual Sister to Sister conferences; AAPI gitls in our current youth programs; parents in our Vietnamese Parents’
Workshops; and listeners to our previously funded radio program on behavioral health issues who call in to respond to
topics they have heard discussed. Girls assist in the program implementation by selecting the topics for Girls Talk,
playing an active role in organizing the Sister-to-Sister Conference, and determining the theme and type of
performance for Em-powering Voices. Participant satisfaction surveys are a crucial element in understanding the
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successful elements of the program, along with findings from focus groups and interviews with selected girls.

8. STAFFING

Successful implementation of Em-Power requires one (1) program manager, two (2) youth development specialists and
one (1) youth development intern.

The Program Manager is responsible for supervision of staff, program design and support direct service staff and interns
for special student needs. The Program Manager requires a BA or MA in social work or counseling or psychology and
at least 5 years experience in designing, implementing and supervising programs to marginalized youth and
communities of color.

Youth Development Specialists (YDS) are responsible for building referral networks, recruiting participants, assess and
refer to appropriate services, implementation of Girl Talk groups, gather and enter evaluation data and facilitate
organization of Sister-to-Sister Conference. YDS require a BA or MA in social work or counseling or psychology and
at least 2 years experience working with disenfranchised youth and communities of color.

Youth Development Intern co-lead group activities, and assist in gathering and entering evaluation data. Interns must
be Bachelor or Master-level students working in social work, counseling or psychology.

Successful implementation of Em-Power requires a bicultural and bilingual staff representative of the AAPI
communities. Staff members who have delivered Em-Power have been Filipina and Vietnamese and spoke English,
[locano and Vietnamese. Staff-to-student ratio is 1:10.

9. PRACTICE SETTING — What type of setting is needed for service delivery?

Em-Power has been delivered in a school setting, both as an after-school enrichment activity and as a course elective
with the eligibility to earn school credits. A consistent space that is available for Girl Talk groups is needed with large
space for interactive activities. Ideally, this space can be physically represented with appropriate decor that promotes
AAPI cultural pride. For replication purposes, it is possible for Em-Power to be implemented in a community setting as
long as this space is conveniently located, easily accessible, and safe for girls.

10. INDICATIONS OF EFFECTIVENESS

Em-Power has been evaluated and produced outcome data. This data showed (1) level of participation in the program
was positively related with social skill and self-esteem (Pearson product-momentcorrelationcoefficient r = .21, p=0.5
and r = .31, p<.05, respectively) and negatively related with risk behaviors (r = -.37, p<.05); (2) Student’s self-esteem
has a positive relationship with their relationship with parents (r =.51, p<.05); (3) The more a student being resilient,
she experienced less conflict with family (r =-.55, p<.01) and greater relationship with parents, especially with
mother(r =.62, p<.01); and (4) The better students’ peer relationship is, the better the relationship with parents (r
=.57, p<.01).

The methods for program evaluation utilized a sort of pre-experimental study design using a longitudinal data
collection method based on the curriculum of the Girl Talk component. Girl Talk curriculum consists of three sub-
curriculums, corresponding to the proposed objectives: (1) self-esteem and cultural identity, (2) peer and family
relationship, and (3) healthy behaviors. Three sets of individual Pre-Post test were implemented to evaluate the
effectiveness of each sub-curriculum: the pre-test survey was administered at the beginning of each curriculum and the
post-test survey was administered at the ending of the each curriculum.

An independent, contract evaluator conducted the evaluation. Dr. Meekyung Han, Professor of Social Work at San
Jose State University, and expert on the impact of acculturation on immigrant health, conducted a process evaluation
to capture learning for future program replication. She also examined Em-Power’s short-term results.

Standardized instruments were used to assess the effectiveness of Em-Power and to evaluate each objective proposed.
Emotional well being, more specifically, self-esteem, was measured by the Rosenberg Self-Esteem Scale (RSE,
Rosenberg, 1979), a widely used measure of self-esteem. Participant’s resiliency was measured by a sense of coherence
(SOC). The 13-item SOC (Antonovsky, 1987) that examined individual’s comprehensibility, manageability, and
meaningfulness. To supplement the data obtained from these standardized instruments, two additional instruments
developed for use with congruent target populations were employed. These were the Asian American Family Conflict
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(AAFC) and the Intergenerational Congruence of Immigrant Families-Child Scale (ICIF-CS) that were used to
measure improvements in families. AAFC (Lee, et al., 2000) was developed to assess intergenerational conflict in
immigrant Asian American families while ICIF-CS (Ying, 2004) was constructed to assess the degree of parent-child
agreement in values and behaviors across varying life domains. All of the ICIF-CS items were deliberately chosen to
be sufficiently general in content, such that they may be used with migrant families from different ethnic groups.

The 15-item Social Skills Assessment (McCarthy, et al., 2004) was developed to measure the school-age students’
social competence, interpersonal skills, and self-management skills.

The quality of peer relationships was operationalized as the perceived acceptance by peers and attachment to peers,
measured by Inventory of Parent and Peer Attachment — Peer part (IPPA-Peer) developed by Armsden and
Greenburg (1984). This measurement has been widely used with adolescents across the ethnic groups to measure the
perceived acceptance by peers and attachment to peers.

General Ethnicity Questionnaire (GEQ)-Ethnic and American versions (Tsai et al., 2000) were used to assess cultural
orientation and embracement of Ethnic and American culture. GEQ consists of several constructs including cultural
identity (used for objective 5a) and behavioral patterns of acculturation (used for objective 5b). The original General
Ethnicity Questionnaire -Asian and American versions (GEQ-Ethnic and GEQ-A, respectively) consisted of 37
identical items that assessed degree of affiliation — identity and behavioral patterns of acculturation- with the two
cultures (Asian and American). For this study, we used the shorten-version of GEQ after consulting with the authors.
The short GEQ contained 20 items. Among them, 9 items assessed cultural identity with two items measuring overall
ethnic and American orientations. Other 11 items assessed behavioral patterns of ethnic affiliation. No significant
barriers where encountered in the process of data collection.

11. AGENCY INFORMATION

Jeff Mori, Executive Director Central Office and Administration
Phone: (650) 243-4888 | Fax: (650) 243-4889 1115 Mission Street
Email: jmori@aars.org South San Francisco, Ca 94080

AARS, as a multi-ethnic organization, highly values diversity in the workplace. This is reflected though the staff’s
approach, innovation and creativity in delivering culturally specific services to AAPI communities, as well as a growing
demographic of Latino and African Americans, in the San Francisco Bay Area.

AARS board of directors and staff is comprised of both bicultural and bilingual representatives of the various AAPI
communities as well as members of other communities we serve. Staff is able to utilize their personal and professional
experiences in assessing the cultural and linguistic needs of our clients. AARS consistently draws upon cultural values
that support the recovery process.

Em-power staff and interns receive training opportunities in adolescent development, working with parents and teachers,
behavior modification skills, expectations and boundaries, and conflict resolution. To promote workforce development,
AARS utilizes and trains interns from San Jose State University each year.

AARS was founded in 1985 by the community-wide efforts of the Asian American Substance Abuse Task Force in
response to rising substance abuse rates among San Francisco's Asian and Pacific Islander (API) population. The purpose
of AARS is to reduce the impact of substance abuse in the API and other affected communities of the San Francisco Bay
Area. Specifically, we offer services in Santa Clara, San Mateo, and San Francisco counties. We accomplish our mission
and goals by providing outreach, prevention, intervention and treatment services, as well as, engaging in education,
research and advocacy.

AARS is one of the nation's largest community-based organizations to specialize in behavioral health care of API
communities. It operates 20 programs in a three-county region in the San Francisco Bay Area. Widely recognized for its
development of culturally competent behavioral health services, AARS provides treatment services to more than 3,000
youth and adults annually, and outreach, education and prevention services to more than 20,000 individuals yearly.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:
Fresno Center for New Americans—Living Well Program (FCNA-LWP)
2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify) Culturally Competent Mental Health
Program
3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Ger Thao, MSW, LCSW-Clinical Director
Living Well Program (LWP)

Fresno Center for New Americans

4879 E. Kings Canyon Rd.

Fresno, CA 93727

559/255.8395 ext 244

gthao@fresnocenter.com

4.

TARGET POPULATION

The FCNA-LWP is intended to serve members of the Southeast Asian (SEA) populations (e.g., Hmong, Lao,
Cambodian, & Vietnamese) whose ages are 18 years and older.

The program provides mental health services in Hmong, Khmer (Cambodian), Lao, and English.

The program is intended to provide early prevention and intervention mental health services in a culturally and
linguistically manner to the underserved and un-served members of the SEA populations who have mild to moderate
depression and anxiety. Additionally, we also serve SEA clients who had experienced trauma, chronic depression,
acculturation and relational problems, and other mental health related issues.

The program is intended to serve all SEA adults in a community-based setting in Fresno County. The setting and
location of the program is geographically and culturally appropriate, and it is conveniently assessed by members of the
SEA community. The setting is located in a centralized area where a vast majority of the SEA resides, accesses for
social services, and shops. Also, the program is a project of FCNA which is a community-based organization that
collaborates with other local social services and agencies, non-profit organizations, and educational institutions in
providing services to the SEA community.

WHAT ARE THE GOALS OF THIS PROGRAM?

The specific problems this program aims to prevent or address are:

o  Workforce Development. Shortage of bicultural and bilingual mental health clinicians in the County is one of the
many problems. Currently, there is a shortage of bicultural and bilingual mental health clinicians serving the
needs of the diverse population in Fresno County. In the SEA community, the need is significant as there are
only about five licensed mental health clinicians for an estimated population of 30,000 plus SEA members. LWP
also received workforce funding to increase the number of licensed bilingual and bicultural clinicians by serving
as a training program.

o Cross-cultural training. Conducts workshops and training to other health and mental health providers about
working with SEA clients. The purposes of the training are to help mental health providers to be more
knowledgeable, to have better understanding of the SEA’s cultural values and beliefs, and to acquire the
necessary skills to work efficiently and effectively with the SEA clients. Likewise, outreached activities and
health educational training are available to the SEA families, spiritual leaders, clan leaders to be more aware of
the various mental health problems and services.

o  Accessibility. Increasing mental health services to the underserved and un-served community of the SEA
populations. In Fresno County, not only that is there a lack of licensed SEA mental health clinicians, but also
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there is a lack of a culturally competent mental health program that addresses prevention and early intervention.
Besides the County’s API mental health program, which many people are not aware of how to access its services,
there are no other mental health services in the community for them, except for the LWP. LWP is currently the
only community-based mental health program that is contracted to serve the SEA populations in Fresno County.

o  Decreasing Mental Health Stigma. Mental health stigma is an ongoing problem in the SEA community. This is
due to a lack of culturally competent mental health outreach and education program that addresses prevention
and early intervention. Therefore, the program aims to educate the targeted population about mental health
problems and resources in the community; to de-stigmatize mental health issues and to encourage people to seek
help when needs dictate; to send a message to the community that mental health problems are similar to other
chronic and spiritual health problems, and that it is culturally appropriate to seek help.

Protective factors include strong social/spiritual support of traditional healers, leaders, religious professionals (e.g.,
pastors); reliable reciprocal support system, high value of education & self-determination, family/community-oriented
value, fostering the spirit of interdependence and support.

The risk factors the program aims to reduce are mental health stigma, reluctance to seek help, being passive, a belief
that one’s destiny is pre-determined, prevalence of chronic health problems, acculturation problems, and a sense of
hopelessness and powerlessness.

Specific goals: To de-stigmatize mental health problems and increase utilization of mental health services; to increase
the ability to cope with mental health problems more effectively; to be more aware of how mental health problems
affect daily role function and role expectations; to serve as a training site to increase the limited number of licensed
bilingual clinicians; to enhance health professionals’ knowledge and skills in serving the SEA community through
cross-cultural training.

CORE COMPONENTS

The Living Well Program is one of many programs at Fresno Center for New Americans, and its success is how the
program provides mental health services to meet the needs of members of the SEA community who are currently
adjusting to a new environment. On average, LWP serves approximately over 100 adult consumers on a monthly
basis. LWP clinicians also provide cross-cultural training to health professionals and graduate students who major in
health-related fields. LWP staff members also provide information related to mental health issues and resources
through radio programs, cultural gathering activities, and mental health educational workshops.

Unlike traditional Western therapy, the program incorporates and adapts many of the Western therapeutic techniques
and treatment interventions in providing culturally and linguistically appropriate mental health services to the
targeted populations. The core components are as follows:

»  Bilingual and Bicultural Staff. All of the LWP staff members are bilingual and bicultural; therefore, the program is
able to provide mental health and rehabilitation services, as well as outreach and education services in Hmong,
Lao, Cambodian, and English.

»  Accessibility. Transportation is provided. LWP recognizes that transportation is a barrier that prevents SEA clients
from seeking mental health services. To address this issue, LWP has leveraged its resources and provides
transportation to the meet the needs of the consumers.

»  Therapy, Rehabilitation and Supportive Services. LWP provides culturally and linguistically appropriate group and
individual therapy to clients. A typical therapeutic group setting consists of 8-10 people with similar mental health
problems. In group sessions, members have the opportunity to share with each other about their successes and
challenges and learn to support each other. Members learned about coping and problem solving skills, as many of
the problems they present are associated with their own cultural values and beliefs. For example, in therapy by
focusing and exploring cultural roles and responsibilities, many women in the group were able to accept and cope
with their relational problems with their spouses and children. In other situations, clients are taught to understand
the power of thinking, and how this can affect their overall health. This is one of the main differences between
mental illness and mental well-being. Furthermore, in the rehabilitation activities not only do clients learn to
create cultural arts and crafts, but they also learn about other cultural arts and crafts. LWP program also created a
Hmong Community Garden Village that is accessible to all clients. Lastly, the program provides supportive
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services to help clients minimize their daily stressors. Some of the services include providing immigration
supportive services to help clients and their families gain their permanent or naturalization status and helping them
to apply for social security benefits and/or other social service benefits, such as Medi-cal, Medicare, general relief
fund, and housing assistance.

»  Therapeutic Environment. The site and location of the program is geared toward helping clients to feel like “at-
home.” The location is located just across from the Asian Village Shopping Center, known as “Ban Vinai Village,”
which has a variety of social and business services catering to the SEA community and also it is very accessible
through public transportation. The offices are arranged and designed to welcome clients in a culturally and
linguistically manner. LWP is currently working with doctoral students from the California School of Professional
Psychology of the Alliant International University-Fresno Campus. The collaborative work is to conduct a study
on what constitutes a culturally appropriate therapeutic office/setting in consideration of the SEA’s spiritual and
cultural values.

»  Cultural/Spiritual Referrals. In group and in individual therapy settings, clients tend bring up cultural and spiritual
issues that would warrant consulting and/or seeking services of a traditional healer, like a shaman. When this
occurs, the bilingual clinician would first explore options and beliefs and process feelings and concerns with the
clients. Non-judgmental analysis of the pros and cons of the presenting problems and the meanings behind such
issues are also discussed and explored thoroughly with them. As culturally and therapeutically appropriate and
agreed by clients, cultural and spiritual referrals will be made.

As referenced above, there is a shortage of bilingual and bicultural mental health clinicians and the lack of culturally
and linguistically appropriate mental health services in Fresno County, the services provided by the Living Well
program are essential. Through these services, the LWP becomes like a “one-stop” mental health services program to
help SEA clients with overcoming their barriers, fears, misunderstanding, and lack of support systems and resources.
These services are critical in helping the SEA clients to gain new insight, have the ability to reframe and think more
positively, and understand more about their mental health problems, and thus can have a healthier and happier life in
America. These services are likely to equip them to access resources, to be able to think more logically and rationally,
to enhance their skills in solving problems and to manage mental health problems more effectively.

This multi-cultural approach to psychotherapy, prevention and early intervention approach is a pilot effort to
introduce Western psychotherapy to the Southeast Asian populations, and it is also a way to help de-stigmatize mental
illnesses in the community. The program is contracted with Fresno County to provide culturally and linguistically
mental health services to members of the Southeast Asian populations with mild to moderate mental health disorders.

The program has a manual that is approved by the County for its services. It has procedures and protocols for how
services are obtained and delivered. For example, when a consumer is referred to the LWP, he/she will be scheduled
to meet with a LWP’s Case Counselor to complete the intake process (e.g., to learn about LWP’s mental health
services, limited confidentiality issues & privacy practices; to sign consent for treatment, to obtain information about
therapeutic roles and expectations). Then the consumer will be assessed by a bilingual/bicultural clinician to
determine medical necessity and to formulate a mutually agreed-upon Plan of Care. After this process, based upon a
consumer’s clinical needs, on a weekly basis, he/she can attend an one-hour session of individual and/or group therapy,
rehab therapy, and collateral therapy; while at the same time, he/she can also be provided clinical case management
services as needed. The timeframe/duration for LWP’s services can be one or two years, depending on medical
necessity and/or the severity and complexity of a consumer’s mental issues. Ultimately, when a consumer has achieved
his/her treatment goals, or when he/she can manage the problem(s) more effectively, he/she will be terminated in
treatment, and/or will be engaged in horticultural and rehab activities, as needs dictate.

The LWP also works collaboratively with spiritual healers and clan leaders to reinforce people who have mental
health issues to seek services as needed. Spiritual healers (e.g., shamans, herbalists and ritual practitioners) have
traditionally played a vital role in the process of resolving social, medical, and mental health issues. In fact, traditional
Hmong individuals tend to seek mainstream professionals’ help as the last resort. They would first seek help from a
spiritual leader/clan leader prior to asking for help from other local health professionals. Two of the LWP clinicians
are certified Mental Health First Aid Trainers, who have provided workshops to spiritual healers, clan leaders and
other local professionals to help them be more aware of mental health issues and resources in the community.
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Therefore, by creating a multi-cultural approach, we have the capacity to provide not only culturally competent
mental health services, but we also have the ability to shape the SEA community’s misperception of mental health
treatment and prevention. Shaping the community’s misperception of mental problems and seeking services is done
through community campaign e.g., hosting community conferences and workshops, utilizing local SEA media, such as
TV and radio programs to convey the message to the community in a culturally sensitive manner. LWP staff can
invite community leaders, culturally competent health professionals, clan leaders, and public officials and
administrators to get involved in the educational process to reinforce prevention and intervention.

FCNA-LWP provides direct mental health services to any Southeast-Asian referrals from the community and/or other
local agencies ages 18 and older. On average, LWP serves approximately over 100 adult clients on a monthly basis.
The program has 5 fulltime clinicians, with only one fully licensed and the other 4 are in the process of attaining their
licensures, 1 case manager/case counselor, and a program associate who primary provides interpretation for the
clinicians and clients, transportation for clients, and other supportive needs of the program. There are two sessions of
group therapy from Monday thru Thursday with about 8-10 people in the each group, and individual therapy sessions
beginning after 10 am to 3 pm. The duration of group and individual therapy sessions is approximately 60 minutes
each.

Replicating the program is certainly doable, however identifying and hiring competent bilingual and bi-cultural
staffing is often the challenge in trying to duplicate such program.

CULTURAL RELEVANCE

The program utilized these strategies: media outreach via Hmong radio programs, school outreach to talk to teachers
and parents; establishing an advisory board, which consisted of Hmong healers, pastors, and health professionals to
provide feedback and recommendations related to culturally relevant practices, outreach and early intervention.

The LWP incorporates the target population’s traditions, beliefs, and customs by exploring the elements of culturally
acceptable ritual practices, by facilitating the different options in seeking the help of a shaman or herbalist, by inviting
culturally competent health professionals to educate the target population about the pros and cons of Western &
Eastern treatment prevention and intervention. LWP will recruit SEA healers, shamans, and herbalists who are
willing to provide spiritual support for any consumers who are in need of spiritual intervention or prevention. Then, a
list of reliable resources, such as Hmong healers, shamans, herbalists, and other religious pastors will be compiled and
available to the community; so that people can seek help as spiritual needs dictate. LWP staff will help to coordinate
such services.

Hmong cultural and spiritual beliefs and practices play a key role in the perception of good health and illnesses.
Hmong believe in animism, which means that all living and nonliving things have spirits and that they interact with
each other. It is believed that a Hmong person may have as many as 32 spirits, which are in existence with the body,
and 3 immortal souls which are reincarnated again and again into another living form. Thus in life, a traditional
Hmong believes in the importance of being in harmony with the self (making sure that all of the spirits and souls are
one whole with the body) and the environment. Therefore, this cultural aspect plays an important role in the person’s
mental health and overall well-being. For example, many times illnesses are not only being perceived as something
physically wrong with the body, but are being viewed as something wrong with the person’s spiritual well-being, in
relationship to idea of losing one’s souls. It is believed that because of the departure of these spirits or souls that causes
the physical body to be ill. Another example is that when someone has episodes of depression or anxiety, it is
believed that they are not only psychological, but have a spiritual root causes in association with the loss of souls. In
ensuring that there is a balance or spiritual unity with the physical body, traditional healers (e.g., a shaman) would
employ ritual ceremonies and practices to help restore that balance. As result, when working with Hmong clients who
are still traditional, we often explore with them on their perspectives and understanding of their illnesses. Through
working mutually and collaboratively with consumers, we are able to come with various goals about seeking services
from traditional healers.

All of the staff and clinicians at the LWP are knowledgeable and trained about cultural competency and sensitivity in
various settings and groups. They attended professional workshops, conferences, and training to gain the necessary
clinical skills to in working with various populations. Additionally, the staff and clinicians are also members of the
SEA community who all have gone thru similar experiences as their clients, which helps them to build better empathy
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and rapport. Finally, after years of experience working SEA clients, the clinicians have been providing workshops
training and presentations about effective ways of working with the SEA populations to the mainstream American
providers.

LWP was initially established in 2004 to respond to the complex mental health needs of the targeted populations.
Originally, the program was intended to respond to a shocking pattern of eight Hmong teens who committed suicide
in Fresno during the late 1990s and early 2000s. Also, it was created to provide direct mental health services to the
targeted populations because during the 2000s, there had been incidents of Hmong American foreign-born couples
who committed murdered-suicides in the Central Valley and elsewhere. Inputs from community leaders, spiritual
healers and pastors, and community health professionals during the initial establishment through community
meetings, focus groups, and media outreach activities were made, and initial funds from private foundations like The
California Endowment and The James Irvine Foundation ware given to start up the program. In regard to program
evaluation, consumer satisfaction surveys have been conducted. On-going feedback from the community and
consumers have been conducted on an annual basis.

8. STAFFING

FCNA-LWP consists of ten staff members: One LCSW-Clinical Director; one Registered Psychologist; two Associate
Clinical Social Workers (ASWs); two MSW-Student Interns; one MS-MFT-Trainee; two Case Counselors (B.A and
M.S levels); one Cambodian Interpreter/Assistant Case Manager.

FCNA-LWP has experienced bilingual/bicultural clinicians and supportive staff members to provide culturally
sensitive outreach and education to the SEA community by focusing on prevention and early intervention. The LWP
has six bi-lingual staff members and three MSW Student Interns to provide the services. Mr. Ger Thao, LCSW, is
current the Clinical Director who provides clinical supervision and directs culturally relevant mental health
therapeutic services and outreach and education activities.

Dr. Ghia Xiong, Registered Psychologist, is bi-culturally knowledgeable of both Hmong ritual beliefs/ practices and
Western approaches of providing psychotherapy and education. He has conducted research studies of Hmong culture
and Hmong utilization and perception of western psychotherapy. He has been providing cross-cultural training for
many health professionals. He is currently working as a clinician/Registered Psychologist for the LWP. He also
coordinates LWP’s Horticultural Therapeutic Community Center.

Ms. Yer Yang, MSW/ASW, is a bilingual mental health clinician at the LWP. She provides culturally appropriate
mental health services, as well as outreach and education related to mental health stigma in the SEA community.

Ms. Mor Chang, MSW/ASW, is also a bilingual mental health clinician at the LWP. She also provides culturally
appropriate mental health services, as well as outreach and education related to mental health stigma in the SEA
community.

Mr. Jeff Xiong, MS, Rehab Counselor, is a bilingual mental health counselor at the LWP. He provides rehab activities
and services related to mental health stigma and resources in the community via radio programs and workshops.

Ms. Koua Yang, BS, Counselor/Case Manager, provides clinical case management and rehab activities.

Other LWP members include: Ms. Choeun Vonn, MSW Student Intern--a Cambodian bilingual clinician in training;
Ms. Phaivan Maneesai, Khmu/Lao MFT Trainee; Ms. La Hang, a Hmong MSW Student Intern. These students assist
in providing culturally appropriate mental health services and other prevention and early intervention activities; and

Mary In, Assistant Case Manager/Cambodian Interpreter.

The Clinical Director oversees the overall clinical program and culturally competent treatment interventions,
supervises clinical staff members and student interns, and provides limited mental health services. Clinicians are
responsible for conducting mental health assessment, providing direct clinical services (e.g., individual, group,
collateral therapy). Student interns are assigned to provide clinical services to fulfill their academic, professional and
clinical skill development requirements. Case Counselors are responsible for conducting intakes and providing case
management services and other clinical rehab activities.




All bilingual clinicians are required to have a Doctorate Degree in Psychology, MSW, MA, or they are in progress in
working toward such degrees. Bilingual/bicultural clinicians who have experiences in working with the target
population are preferable. For clinical case counselors or case managers, a BA level of education and at least four years
of experiences in working with a social system are acceptable. Prior to hiring any culturally competent mental health
staff, FCNA’s Board Members and the Executive Director had an extensive cross-reference check to ensure that they
meet the training, education, criteria and qualifications set forth by FCNA’s administration.

Each staff have to speak Hmong, Lao, Thai, or Cambodian, and they have to be culturally sensitive and competent, as
determined by the guidelines set forth by FCNA.

The ratio in terms of staff to caseload is approximately 25 consumers per 1 bilingual clinician.

9. PRACTICE SETTING — What type of setting is needed for service delivery?

Out-patient community-based setting/program.

10. INDICATIONS OF EFFECTIVENESS

e LWP utilizes consumer satisfaction surveys to get feedback from consumers and the community, consumer-based
participatory research, and focus groups have been conducted.

e Evaluation was done internally by staff. Externally the County audits clinical charts randomly on an annual basis to
ensure that LWP meets Managed Care’s standard of care.

e  LWP uses the Hmong Adaptation of the Beck Depression Inventory to assess consumers’ progress in treatment as pre -
post tests. In 2010, Dr. Ghia Xiong, LWP’s Registered Psychologist conducted a qualitative and quantitative research
study on the effectiveness of using adapted CBT techniques to work with the SEA individuals.

e  Trust and illiteracy have been the biggest barriers in the data collection process. These factors seem to be associated
with war trauma experiences, chronic health issues and complex acculturation distress.

11. AGENCY INFORMATION

Fresno Center for New Americans-Living Well Program. Contact information: Mr. Lue Yang, Executive Director;
559/255.8395; luenyang@fresnocenter.com; Ger Thao, LCSW, Clinical Director, gthao@fresnocenter.com.

It is the policy of FCNA that the majority of the Board of Directors are of SEA descents. The Board members are
culturally and professionally diverse, so are the management team and FCNA’s staff members. In other words, we have
had Hmong, Lao, and Cambodian board and staff members.

FCNA provides some financial support for unlicensed staff members to attend professional trainings or workshops to help
them pass the licensure exams. Staff members are encouraged to attend educational conferences and participate in
advocacy work to enhance their professional growths/skills and to be competent in impacting policy changes.

Mr. Lue N. Yang, Executive Director has been working with the target community since the early 1980s in various non-
profit organizations. He is a well-respected Hmong leader and a culturally competent administrator in promoting new
Americans to fulfill their dreams and potentials. He is knowledgeable in program development especially related to
health, education, employment, advocacy work, and culturally appropriate conflict resolution. He has been working for
FCNA since its establishment in 1991.

Mr. Ger Thao, LCSW, Clinical Director, has been working for the LWP as a mental health clinician since 2004, and as
the Clinical Director since 2010. He is the first bilingual/bicultural clinician at FCNA to pass the LCSW licensure exams
of the CA Board of Behavioral Sciences. He presents with commitments and cultural competency in working effectively
with the SEA community. Other than English, he is capable of communicating Hmong, Lao, and Thai.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:

UPAC Positive Solutions Program

2. TYPE OF PROGRAM: Universal prevention
X Selective prevention
X Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Dixie Galapon

Mental Health Director

UPAC

5348 University Avenue, Suite 101
San Diego, CA 92105

(619) 229-2999

(619) 229-2998 fax

dgalapon@upacsd.com

Program is funded by the County of San Diego, Behavioral Health Services, with funding from MHSA PEI.

4. TARGET POPULATION

The UPAC Positive Solutions Program works with homebound older adults, ages 60+ who have minor depression or
mild anxiety. Services are provided in English, Spanish, Vietnamese, Korean, and Chinese. Other languages are
provided as needed through the assistance of an interpreter. Services are provided to a multicultural population
including Asian/Pacific Islander, Latino, African American, Caucasian and other ethnic groups.

The program was created to prevent depression with older adults who are homebound due to illness and/or disability.
These seniors are unable to leave their home for activities of daily living without assistance from another caregiver or

professional.

All services are provided in the seniors’ home or residence.

5. WHAT ARE THE GOALS OF THIS PROGRAM!?

Homebound older adults face problems such as social isolation, lack of social support, limited access to healthcare,
increased risk for depression, high suicide rate, complex medical issues which may be correlated with depression or
anxiety, and stigma in seeking gout mental health services.

The goals of the program are to reduce isolation for seniors, increase social support, reduce depressive symptoms,
increase individual self-sufficiency, reduce suicidal attempts, and reduce or eliminate stigma of mental health issues
and service utilization, which is to address issues of social isolation, lack of social support, high depression rate, lack of
individual self-sufficiency, high suicide rate, and high stigma related to mental health issues and service utilization
among homebound seniors.

Protective factors — strong cultural identity/pride with traditional beliefs, support from family and friends, connection
to spirituality, positive life experiences, individual strengths

Risk factors — immigrant/refugee/ethnic minority status, limited English proficiency, history of abuse or trauma,
complicated medical issues, social isolation, limited resources

Goals —
a. Reduce and/or resolve depressive symptoms to achieve outcomes that are similar to those achieved in the evidence-
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based PEARLS program (e.g. reduced depression, increased remission, and reduced hospitalization) As indicated in
the original PEARLS Study, 43% of the participants have at least a 50% reduction in Depressive Symptoms versus

15% for other interventions; 36% achieve complete remission from Depression versus 12% for other interventions.
Increase social support

Reduce feelings of isolation

Increase and maintain individual self-sufficiency

Increase knowledge of appropriate resources in the community

Reduce or eliminate stigma of mental health issues and services utilization.

moe oo T

6. CORE COMPONENTS

This program was developed as a collaborative partnership primarily with meal delivery programs, such as “Meals on
Wheels” and other related entities. The meal delivery drivers and intake personnel serve as gatekeepers to identify
homebound seniors who may be needing mental health services.

In addition to PEARLS model, Gatekeeper model is used as a method to help to outreach and enroll underserved and
unserved seniors to participate in PEARLS intervention. The primary set of gatekeepers we work with include meal
delivery drivers. A secondary set of gatekeepers include firefighters, police officers including retired police officers,
pharmacists and also ethnic community leaders who work with the Vietnamese, Chinese and Korean older adult
communities. Meal delivery programs and other community partners are trained to identify homebound seniors who
are at risk or have symptoms of depression.

Once a senior is identified, the PEARLS model (evidence-based model) is utilized. The PEARLS (Program to
Encourage Active and Rewarding Lives for Seniors) encompasses (1) problem solving treatment, (2)social and
physical activation, and (3) pleasant activity scheduling. The PEARLS program is intended for seniors with minor
depression, and dysthymia. There are 8 individual sessions total, which spread out over the course of 19 weeks (Session
1-3: weekly session; Session 4-5: biweekly session; session 6-8: monthly session). Each session last for about 60
minutes with three emphasis listed above.

Positive Solutions Program (PSP) has its first full year outcome in Fiscal Year 10-11 (07/01/10-06/30/11). Through
this whole year, PSP has served 814 unduplicated seniors in both San Diego Central Region and North County.
Moreover, 86.19% of seniors who received brief intervention services have shown risk and symptoms reduction, and
46.15% of those who participated in PEARLS intervention have at least a 50% of symptoms reduction compared to
43% for the original PEARLS (Program to Encourage Active and Rewarding Lives for Seniors) study.

Problem solving treatment is relevant because the approach is participant-driven. This participant-focused approach
in selecting the problem and solution creates a sense of empowerment for the participant.

Regarding social and physical activation, research has shown that increased activity leads to decreased depression.
During each session, the counselor works with participants to increase engagement in social and physical activities.

Regarding pleasant activity scheduling, the counselor encourages participants to select an activity they would enjoy,
which has been found to reduce depressive symptoms.

There is a curriculum available for PEARLS, which can be downloaded from PEARLS official website at
http://www.pearlsprogram.org. PEARLS was created by the Health Promotion Research Center (HPRC) at the
University of Washington, in close collaboration with local community partners. This evidence-based program has
been included in the National Registry of Evidence-based and Promising practices of SAMSHA, and has been
recommended by many health and aging services experts. Although the PEARLS model is listed as an evidence-based
practice, it has not yet been identified as an evidence-based practice specifically for API communities. However, the
creators of the PEARLS model have already been implementing use of the PEARLS model with Filipino and Chinese
older adults, in addition to other ethnic seniors, in Seattle, Washington.

The program can be replicated with some modifications. There are several documents, including screening tools,
PHQ?9 (Patient Health Questionnaire — 9), Baseline/Final Questionnaire, and problem solving worksheet which have
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been translated. Also, if some seniors have had limited schooling, the concept of homework and written assignments
may be challenging for them. Incorporating the assistance of a caregiver, a family member, or a care manager in
executing the action plan developed during the session could be an option. In addition, due to the stigma for mental
illness and/or limited knowledge about mental health, providing psychoeducation prior to starting PEARLS session
would be beneficial.

7. CULTURAL RELEVANCE

The program uses gatekeepers in the community to outreach to the homebound seniors. The primary set of
gatekeepers we work with are meal delivery drivers and intake personnel who deliver meals to seniors who are
disabled. We have expanded our outreach to other gatekeepers who have a lot of interaction with seniors including
(1) firefighters, (2) librarians, (3) pharmacists, (4) home health agencies, (5) senior residence service coordinators,
and (6) retired police who still volunteer in the community. We also have developed a partnership with several non-
profit organizations which host senior community activities, as well as the Vietnamese Federation of San Diego and
other loosely-organized Chinese and Korean groups in San Diego. Additionally, we have conducted outreach to
Vietnamese pharmacists and Vietnamese primary care doctors who provide healthcare services to primarily
Asian/Pacific Islander patients.

According to Sue & Sue (2003), “Asian American clients expect concrete goals and strategies focused on
solutions......Cognitive-behavioral and other solution-focused strategies are useful in working with Asian Americans.”
The basis of PEARLS stem from Cognitive Behavioral Therapy, which requires the participant to think about their
problems, identify goals, generate solutions, and create action plans. Although Asian Americans consist of many
subgroups, one of the similarities is that most of them would benefit from Cognitive-behavioral and other solution-
focused strategies. The differences between the subgroups and each participant are addressed through out of the course
of the treatment, such as how religious belief affects one’s problem solving approach.

The program emphasizes on the participants’ strengths, and incorporating their traditional beliefs/customs in problem
solving treatment to create an action plan for the participant to achieve his/her goal during each session. Based on
each participant’s strength, s/he is encouraged to identify several alternative solutions, which often related to his/her
cultural beliefs/customs. For example, many Chinese seniors serve as caregivers throughout of their adult lives. They
developed many surviving skills, such as being able to manage living with limited income. These skills often become
their strengths and can be helpful in Problem Solving Treatment.

The API community in San Diego consists of about 11% Asian/Pacific Islander. Of that group, some of the highest
groups include: Chinese, Vietnamese and Korean. We have also targeted these particular ethnic groups because they
reside in the geographic targets of our contract which includes Central San Diego (including Downtown San Diego)
which tends to be more urban, and North County San Diego (including Oceanside, Vista and San Marcos) which has
a mixture of both urban and suburban. Of the API subgroups that are served, we have worked with Chinese
immigrants from Hong Kong, Mainland China and Taiwan. We are able to provide services in both Cantonese and
Mandarin. These Chinese immigrants are split into two groups (1) new arrivals and (2) have immigrated to U.S.
many years ago. In either case, most of them tend to have taken on the role of “babysitter” for the grandparents, yet
have limited ability to speak English, and have limited interaction with adults from their community. The
Vietnamese we serve tend to be refugees who arrived in the U.S. in the past thirty years. Some of them are also newer
arrivals. Many of them served in the military when they were in Vietnam. The Vietnamese have limited English
proficiency. Many of the Korean older adults we serve immigrated to the U.S. for their children to get better
education. They are isolated from the main society and have limited English proficiency. For the Chinese, Vietnamese
and Korean older adults we serve, most of them are unfamiliar with the public mental health system and have limited
knowledge on available community resources due to their limited English proficiency, stigma about utilizing mental
health and other social services, and isolation from the main society. These are underserved and unserved populations
of San Diego County.

The program aims to address the participants’ needs in culturally appropriate manner. Alternative healing
practices/beliefs, religious, spiritual, and cultural related issues are assessed during the assessment session prior to
starting PEARLS. This information is used to incorporate in the problem solving treatment to improve the
participants’ mental health condition and well-being. For example, a huge percentage of Korean seniors in San Diego
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have strong Christian belief and church becomes their main social support. Many of them would incorporate prayers
and church activities as part of their activity planning. Often times, church members can also be included in their
action plan for the goal they identify during the PEARLS session.

Immigration history and other traumatic issues were often discussed during the assessment session. We recognize that
the immigration process may have been traumatic for many of our seniors. We also recognize that many of them have
witnessed war trauma in their native country. In addition, we assess for any family violence (past and present.) How
these issues affect the participants’ problem solving skills are reviewed throughout the PEARLS intervention. Many of
our clients have experienced immigration process. Clinicians often discuss with the participants on identifying their
strengths through the immigration process and utilize these strengths when doing PEARLS. For example, many
Vietnamese seniors had some traumatic experiences during their immigration process, such as surviving through one
refugee camp to another refugee camp, finally make it to the United States, and started a family with very little or no
supports. The problem solving skills they developed under these circumstances with limited resources become one of
their strengths during the PEARLS intervention.

Asian American seniors, in general, need more assistance in identifying available resources and social support groups.
Modifications that have been made beyond translation to accommodate cultural needs of the API population include
but not limited to: (1) Addressing case management issues prior to starting PEARLS intervention in order to build
rapports and trust with the participants. (2) Establishing rapports through Community Outreach Workers’ (usually is
someone who has the same cultural background as the participant) prior to starting PEARLS. (3) Addressing physical
health issues first instead of depression. (4) When working with illiterate participants, using pictures instead of written
words to complete the PEARLS worksheet. (5) Start with psychoeducation to increase the participant’s mental health
awareness before starting PEARLS. (6) Incorporate the family member and/or caregiver in the action plan to achieve
the participant’s goal.

Prior to the development of this program, the County of San Diego conducted an inclusive community planning
process for the development of this program. Several venues and opportunities were offered to community stakeholders
to participate in the planning process, include: (1) Qualitative Assessment of Need for Mental Health Services
Among Older Adults in San Diego County — February 2006; (2) Aging and Mental Health Summit
Recommendations — June 2006; (3) Older Adult PEI Stakeholder Forum — November 2007; (4) Special Populations
Community Focus Groups — December 2007 through February 2008; and (5) Older Adult Mental Council Prevention
Early Intervention Planning Workgroup. Through this process, Home-based Prevention and Early Intervention
Program for Older Adults is identified to be significantly needed in the San Diego County. That is how the basis of
this program was initially formed.

We collect inputs from our participants as well as our partners by distributing Satisfaction Survey to our participants
and conducting monthly progress meeting with our partners. Based on these inputs, the program manager has
discussed with the County of San Diego (funding source) on modifying the program to address the cultural needs of
the population we serve. This program is continuing to be developed and shaped into a better program.

8. STAFFING

We currently have 1.0 FTE Chinese-speaking Program Manager/Therapist. We also have 1.0 FTE Korean-speaking
therapist, and 1.0 FTE Spanish-speaking therapist. We also have .50 FTE Vietnamese speaking senior community
worker and .25 FTE Spanish speaking senior community worker. We have other clinical, admin and intern staff as
well. This program needs a minimum of 2.0 FTE bilingual staff, along with .75 FTE bilingual senior community
worker. We serve a multicultural population of Asian/Pacific Islander, Latino, African American, Caucasian and other
older adults.

The therapists are responsible for conducting screenings, assessments and doing the PEARLS model. The senior
community workers are responsible for conducting outreach in the community- especially Viethamese community. He
also conducts initial screenings, and does interpretation in Vietnamese.

Therapists are Master’s level clinicians (or higher). However, the PEARLS model allows individuals with less than
master’s level degree to conduct the PEARLS model. All clinicians have been trained in the PEARLS model. The
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Senior community workers have been trained in using the PHQ-9 which is an evaluation tool for depression.
We require staff to be bilingual/bicultural at least in Vietnamese, Chinese (Mandarin, Taiwanese, and Cantonese) and
Spanish because those are the majority senior populations whom we have identified in San Diego County. We also

have a Korean-speaking clinician, but there are only smaller numbers of Korean seniors in San Diego.

The ratio of staff to clients is 1 full-time clinician for 25 clients.

9. PRACTICE SETTING — What type of setting is needed for service delivery?

An office setting is the minimum requirement with space for admin/paperwork activities. However, all clinical
activities are conducted in the seniors’ home. Outreach activities are conducted in the senior
apartments/community/health fairs/ recreational buildings/social service programs for older adults.

10. INDICATIONS OF EFFECTIVENESS

Several methods are used to evaluate the effectiveness of the program, including use of the PHQ-9, baseline/final
PEARLS questionnaires, Satisfaction Survey, and individual testimonies. Each participant is assessed with PHQ9 to
monitor his/her depression level during every visit. Prior to start PEARLS intervention, each participant is also
assessed with a baseline PEARLS questionnaire. When s/he completes the PEARLS intervention, a final PEARLS
questionnaire is assessed to monitor the participant’s improvement. By the end of the PEARLS intervention, each
participant will also receive a Satisfaction Survey to rate his/her own condition compare to before s/he starts receiving
PEARLS intervention. In addition, the program participants are invited to share their testimonies in our program
quarterly newsletter.

The PHQ-9 is a nine item depression scale of the Patient Health Questionnaire. The PHQ-9 is a powerful tool for
assisting primary care clinicians in diagnosing depression as well as selecting and monitoring treatment. The primary
care clinician and/or office staff should discuss with the patient the reasons for completing the questionnaire and how
to fill it out. After the patient has completed the PHQ-9 questionnaire, it is scored by the primary care clinician or
office staff.

There are two components of the PHQ-9:

¢ Assessing symptoms and functional impairment to make a tentative depression
diagnosis, and
¢ Deriving a severity score to help select and monitor treatment

The PHQ-9 is based directly on the diagnostic criteria for major depressive disorder in the Diagnostic and Statistical
Manual Fourth Edition (DSM-1V). PHQ9, baseline/final PEARLS questionnaires are conducted by the staff members,
and Satisfaction Survey and individual testimonies are completed by the participants on their own or with caregiver or
staff’s assistance.

Both quantitative and qualitative data are collected and entered to HOMS (County of San Diego database system).
Measurements include: PHQ9, baseline/final PEARLS questionnaires, Satisfaction Survey, and individual testimonies.

Barriers for collecting data includes: (1) Staff’s learning curve in utilizing County of San Diego HOMS database
system; (2) HOMS database system’s limitations; (3) participants’ stigma for answering PHQ9

Our Outcome for Fiscal Year 10-11 (07/01/10-06/30/11) is listed below:

We have served 814 unduplicated seniors in both San Diego Central Region and North County. Out of 814 seniors,
138 of them received PEARLS intervention. Moreover, 86.19% of seniors who received brief intervention services
have shown risk and symptoms reduction, and 46.15% of those who participated in PEARLS intervention have at
least a 50% of symptoms reduction compared to 43% for the original PEARLS (Program to Encourage Active and
Rewarding Lives for Seniors) study.

Satisfaction Survey:

Increase & maintain self-sufficiency: 100%
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Reduce self-isolation: 83.12%

Increase social support: 83.33%

Feeling more comfortable to seek for help: 92.94%
Increase knowledge about available resources: 94.25%

Overall Satisfaction: 94.25%

11. AGENCY INFORMATION

Dixie Galapon, Ph.D., Director Mental Health Services
Union of Pan Asian Communities
Contact info is listed above (#3).

The board, management and staff consists of primarily Asian/Pacific Islander representatives. However, there is a growing
contingent of African American, Latino and other refugee/immigrant communities within UPAC staff. Among the 117
UPAC staffs, 74 are APL.

The agency provides cultural competence training in-house, and also recommends staff to attend cultural competence
training in the community. The same applies for clinical trainings. UPAC does not have a dedicated training
department.

UPAC’s mission is to provide for the social service needs of San Diego County’s Asian/Pacific Islander and other ethnic
communities of San Diego. It was established in 1974, with mental health services being the largest component of its
services. UPAC has been providing mental health services to youth, young adults, adults and older adults from the API
community for over 25 years.

Particularly in working with older adults, UPAC works closely with local Aging and Independence Services (AIS), senior
centers, and other older adult providers to serve unserved and underserved seniors. Examples of these services include:

a. Positive Solutions Program: The short-term prevention and intervention mental health services are provided to
homebound seniors, including API, and other seniors. Using the evidence-based Program to Encourage Active and
Rewarding Lives for Seniors (PEARLS), seniors are assisted in addressing feelings of isolation, decreasing risk and
symptoms for depression and suicide, and improving access to mental health care and support.

b. EMASS (Elder Multicultural Access and Support Services): Services are designed to address mental health issues,
provide prevention activities, and increase access to mental health care for over 800 Filipino, Latino, African-
American and African refugee communities.

c. Senior Nutrition Program: Funded by the County of San Diego, Aging & Independence Services, the program
provides ethnically appropriate, nutritious meals and nutrition education to Pan Asian seniors at five congregate
meal sites throughout San Diego County, including North County. The program enhances good nutrition, reduces
social and emotional isolation, enhances positive socialization through cultural activities and engages seniors in the
planning, preparation and serving of the meals. The program also provides education on available community
resources.

d. Chinese Outreach Project: In partnership with a local senior center, a Chinese-speaking case manager provides
education to monolingual Chinese seniors at the senior center on Medicare and other public programs, facilitates
English as a second language and computer classes, provides translation and interpretation, and attends
interdisciplinary team meetings to facilitate integration of mental health, social work and nursing services.

e. Changes Pilot Program: In partnership with the Self-Help for the Elderly, the project provides a) outreach, b)
consumer education workshops on energy consumption, energy conservation, consumer rights, consumer
protection and assistance with utility programs such as CARE, FERA and medical Baseline to limited English-
proficient (LEP) and persons with disabilities.

f.  Telecommunication Education and Assistance: In partnership with the Self-Help for the Elderly in a statewide
coalition, the project conducts a) outreach, b) consumer education workshops on telecommunication choices,
consumer rights and consumer protections, and c) complaint resolution services to limited-English proficient (LEP)
communities with telecommunication complaints/inquiries.

UPAC also has initiated some collaboration with CEMHAC — California Elder Mental Health and Aging Coalition.
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:

Strengthening Intergenerational/Intercultural Ties in Immigrant Families (SITIF): A Curriculum for Immigrant
Parents

2. TYPE OF PROGRAM: Universal prevention

XX Selective prevention

Early intervention

Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

Yu-Wen Ying, Ph.D.
Professor (Retired), UC Berkeley School of Social Work

Los Angeles Training Contact:
C. Rocco Cheng, Ph.D., Corp. Director of PEI Services, Pacific Clinics
Phone number: (626) 962-6168 ext. 168

Email: rcheng@pacificclinics.org

4. TARGET POPULATION

The target populations of the SITIF Program are immigrant parents and/or primary caregivers with inadequate
parenting skills to effectively discipline and nurture their children. The curriculum has been applied to immigrant
parents of various ethnic origins. The curriculum has various language versions (including English, Spanish, Chinese,
Korean, and Vietnamese). The Chinese and the Korean version of the SITIF Program have been implemented in Los
Angeles (at the Asian Pacific Family Center of Pacific Clinics). Due to cultural and linguistic barriers as well as
acculturation stress, many of the target parents of the SITIF Program often feel overwhelmed and have conflictual
relationship with their children youth that created unnecessary stress in their families. Unfamiliar with the cultural
and legal norms in the U.S., many of these immigrant parents may be accused of improper discipline (e.g., corporal
punishment) and referred to Department of Children and Family Services (DCES). As a result, their children may be
at risk of being removed from home. In addition, many of these parents often feel helpless and hopeless in terms of
their parenting ability while their children often feel “trapped” between two cultures and perceive their parents as
unnecessarily strict, unfair, or not understanding of their struggles. Hence, the family ties and parent-child relationship
are often greatly strained and/or impaired. Furthermore, these children are at high risk of behavioral and emotional
problems. Without timely and culturally competent support and intervention, these youth may develop such
behavioral problems as “Oppositional Defiant Disorder” and/or other delinquent behaviors.

5. WHAT ARE THE GOALS OF THIS PROGRAM?

The overall goal of the SITIF Program is to improve the intergenerational relationship of the target families by
increasing the target parents’ sense of self-efficacy and effective parenting of their children.

6. CORE COMPONENTS

The three core components of the SITIF Program are as follows:

(1) Community Education/ Outreach Workshops: These are one-time workshops (about two hours each) on
effective bicultural parenting and family management for education and outreach. This is an important program
component in demystifying the stigma associated with the parenting class series offered by the SITIF Program (see [2]
below). It can also provide some objective and helpful tips for workshop participants to enhance their daily interaction
with their children. In addition, these community education/outreach workshops are also effective recruitment strategy
for the parenting class series offered by the SITIF Program (see [2] below).

(2) Bicultural Parenting Class Series: This is a 10-week, culturally competent, skill-based, interactive, and
manualized parenting and family management curriculum offered in Chinese and Korean (in addition to English,
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Spanish and Vietnamese) to the target parents and/or primary caregivers. These once-a-week class sessions last for 2 to
3 hours per week in a group format. Topics include parenting skills to help promote the bicultural identity of
immigrant children, enhance parent-child understanding, and effectively utilize reinforcement, rule, and consequences
in this country. Stress management for parents is also included in this curriculum.

(3) Family Support Service Linkage: When parents and/or primary caregivers indicate that they would need
additional assistance to access mental health and/or other social services to address the biopsychosocial needs of their
families, case management linkage to linguistically and culturally competent community service entities is offered as

part of the SITIF Program.

7. CULTURAL RELEVANCE

To help outreach to the target Asian immigrant parents and primary caregivers, all the staff of the SITIF Program
(especially the Parent/Family Specialists and Community Organizers) are hired from the bilingual and bicultural
members of the target Asian immigrant communities to the extent possible. In addition, respected community leaders
and members (including leaders of the local Asian ethnic Parents Association) are enlisted to support the outreach and
engagement efforts of this Program (e.g. inviting program staff to offer the “Community Education/Outreach
Workshops” as part of the meeting of their organizations).

Each of the three essential elements and primary strategies of the SITIF Program that target Asian (i.e. Chinese,
Korean, and Vietnamese) immigrant parents has incorporated Asian cultural and parenting values and approaches.
The SITIF Program is specifically designed for Asian immigrant parents with an emphasis on enhancing their
effectiveness in implementing bicultural parenting and family management in the contemporary social context of this
country. This Program has been piloted with, and refined with input from, the parents and primary caregivers of the
respective target Asian immigrant communities (i.e. Chinese, Korean and Vietnamese) before full-scale
implementation began.

8. STAFFING

To implement ten to 15 “Community Education/Outreach Workshops” and conduct four “Bicultural parenting Class
Series” per year with each target Asian immigrant parent group (i.e. Chinese, Korean, or Vietnamese), the following
staffing is required:

(a) 0.5 FTE Parent/Family Specialist: Bachelor’s degree in psychology or related field (Master’s training preferred, but
not a requirement). Each Parent /[Family Specialist should be bilingual in the same language as target immigrant
parents (i.e., Chinese, Korean, or Vietnamese). Effective communication skill with public speaking experience is
preferred.

(b) 0.50 FTE Community Organizer: Bachelor degree in psychology or related field. They should have a good
understanding of local community experiences and familiar with community resources for the target families. Because
this person serves as the liaison between the program and the community; s/he should have the ability to network with
community stakeholders and members, and recruit them to support and/or participate in the program.

(c) 0.25 FTE Project Director: Master’s degree in psychology or related field preferred for staff supervision and program
management.

(d) 0.25 Clerical Aide: This staff person will provide administrative and office support to the Program.

9. PRACTICE SETTING — What type of setting is needed for service delivery?

The activities of the SITIF Program are delivered at locations that are “natural congregation” places for the target
Asian immigrant parents and/or primary caregivers. Examples include school sites or other community human service
delivery locations. In addition, community-based and culturally competent behavioral healthcare settings are also
appropriate service delivery sites.

10. INDICATIONS OF EFFECTIVENESS

Through UC Berkeley School of Social Work, the SITIF Program has been evaluated utilizing a quasi-experimental
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design with culturally valid pre-post measures. The program evaluation has included data from the implementation of
the SITIF Program at the Asian Pacific Family Center of Pacific Clinics in Chinese (Mandarin) and Korean. The
results of the program evaluation indicate that many of the pre-post measures reach statistical significant. More
specifically, the results indicate that the target parents have made meaningful changes in the positive direction in
several areas, including an enhanced sense of self-efficacy in parenting their children in the U.S., and an increase in
the effective management and discipline of their children. In addition, the target parents have reported an
improvement in their relationship with their children and a reduction of parent-child conflict after program
participation. The effectiveness of the program has been published in several professional journals by Dr. Ying.

11. AGENCY INFORMATION

As noted above, the Chinese and Korean version of the SITIF Program has been implemented at the Asian Pacific Family
Center (APFC) in Los Angeles County. As a division of Pacific Clinics (a private, nonprofit mental health and
behavioral healthcare agency established in 1926), APFC has been offering a wide spectrum of mental health services, as
well as behavioral health prevention and intervention services, to the Asian immigrant communities in the San Gabriel
Valley area of Los Angeles County for 25 years. The program services at APFC are offered by a multilingual and
multidisciplinary team off nearly 100 highly trained professionals, including psychiatrists, psychologists, social workers,
counselors, nurses, parent, youth and family specialists, and community workers. In addition, the APFC Community
Advisory Board (comprising of clients and parents, school and law enforcement officials, civic leaders and businesspersons,
and other community stakeholders from both the local Asian immigrant and mainstream communities) provides input and
support to ensure that the programs developed and offered by APFC are culturally and linguistically responsive to the local
Asian immigrant families we serve. Moreover, asides from regular in-service training and support, all staff members are
provided at least 5 days of continued education leave a year to attend training courses offered by the Pacific Clinics
Training Institute (free of charge to staff) or by other training facilities of their choice. One requirement is that all staff
members are expected to attend training courses each year that are designed to enhance their cultural competence.

Contact Information:

C. Rocco Cheng, Ph.D.
Corp. Director of PEI Services
Pacific Clinics

13177 Ramona Blvd., #E/F
Irwindale, CA 91706

(626) 962-6168 ext. 168
www.PacificClinics.org
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CALIFORNIA REDUCING DISPARITIES PROJECT (CRDP)
ASIAN PACIFIC ISLANDER STRATEGIC PLANNING WORKGROUP (API-SPW)
SUBMISSION OF EXISTING PROGRAM THAT HAS BEEN EVALUATED

1. NAME OF COMMUNITY-DEFINED PROMISING PROGRAM:

Richmond Area Multi-Services, Inc. (RAMS), Wellness Centers Program

2. TYPE OF PROGRAM: X Universal prevention
Selective prevention
X Early intervention
Other (please specify)

3. NAME OF PROGRAM DEVELOPER - Please include all contact information

The behavioral health services program has been collaboratively developed by Richmond Area Multi-Services, Inc.
(RAMS). The Wellness Centers is a collaboration with leadership from the SF Department of Children, Youth and Their
Families (DCYF), SF Department of Public Health (DPH), San Francisco Unified School District (SFUSD), and RAMS.

RAMS, Inc.
3626 Balboa Street, San Francisco, CA 94121
Tel: (415) 668-5955; Fax: (415) 668-0246

4. TARGET POPULATION

The target population includes all San Francisco Unified School District (SFUSD) high schools (e.g. students &
families; administrators & teachers), focusing on students with behavioral health concerns who may benefit from
intensive case management and behavioral health services, who may be dealing with trauma/grief & loss, or families
with limited resources. Furthermore, clients present with a wide scope of issues (e.g. mental health, substance
use/abuse, diverse ages, ethnicity, sexuality, socio-economic status). Many are referred for concerns relating to mood,
behavior, and other adverse circumstances.

Specifically, this includes an ethnically diverse high school youth community, economically diverse families, multi-
lingual communities, varying immigration generations, and underserved families. Over 50% of RAMS Wellness
Centers Program staff are bi- or multi-lingual, with languages including but not limited to: Cantonese, Mandarin,
Hakka, Taiwanese, Gujerti, Hindi, and Spanish.

SFUSD High School Demographics:
Total Enrollment: 19,051
Ethnicity: Latino (21%); Other White (8.7%); African American (12.3%); Chinese (35.9%)
English Language Learners: 8.6%
Special Education: 10%
Free or Reduced Lunch (based on income eligibility): 43.2%

RAMS Wellness Centers Program Participant Demographics:
a. Annually, over 1,600 youth served
. Gender: Female (58%), Male (42%)
c. Ethnicity: Latino (27%), Chinese (24%), African American (19%), Other Non-White (15%), Filipino (6%), Other
White (7%), Non-Stated (2%)

5. WHAT ARE THE GOALS OF THIS PROGRAM!?

Participant outcomes are improved psychological well-being, positive engagement in school & community, awareness
& utilization of resources, improved individual & school capacity to support student wellness, and decrease in
retaliatory incidents in the community. The program works to enhance protective factors and reduce the impact of
risk factors.

Protective factors include:
e Some youth have positive support systems including friends/peers, family, and community connectedness
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e  Some youth are of families that are multi-generational (e.g. grandparents, aunts, uncle, etc.) who are actively
involved in the youth’s immediate family. As such, there may be additional resources to support the parents.
This can increase the family’s support systems to help sustain financial means.

e  Some parents are highly involved in their child/youth’s lives and dedicated to supporting them for academic
success. As such, they are very motivated and open to taking recommendations.

e  Community resources are very accessible, on-site at schools

Risk Factors include:

e Prevalence of substance use & abuse and mental health concerns among the target population

e  Poor coping mechanisms and resiliency in youth

e Increasing rates of community violence and complex trauma (family dysfunction, abuse, neglect, poverty and
oppression, and the cumulative experience of living in environmentally, socially and emotionally traumatized
communities)

e Stigmatization of seeking support services

e  Poor knowledge of and linkage to community resources

e Low socio economic status in the family; thus, causing additional stressors at home

e Academic performance may be low

e  First generation families and youth may be isolated

e  First generation parents may have limited options for employment. The employment options tend to have low
wages, without healthcare benefits, etc.; thus, increased stressors at home.

e  Furthermore, families with limited employment options, in a down economy with diminishing jobs, have
additional stressors on their existing already-limited financial resources (e.g. one parent may become
unemployed; parent that maintains employment may have additional stressors at job).

For Behavioral Health Services, more specific goals include:
At least 80% of students receiving behavioral health services will report feeling better about themselves (e.g. self-
esteem, improved quality of life), as measured by an anonymous evaluation survey
At least 75% of students receiving behavioral health services will report improved handling daily life (e.g. coping and
independence skills), as measured by an anonymous evaluation survey
At least 80% of students receiving behavioral health services will express overall satisfaction with services, as
measured by an anonymous evaluation survey

For Trauma/Grief & Loss Group Counselor, Clinical Case Manager more specific goals include:
At least 75% of students receiving services and engaged in groups will report increased coping skills and effective
utilization of resources in dealing with issues of grief & loss/trauma, as evidenced by pre- & post-tests
75% of students will report decreased severity in Post-Traumatic Stress Disorder symptomology
At least 70% of students receiving services and enrolled in groups will complete the group counseling cycle, as
evidenced by attendance records
Of the 85% of students receiving services and referred to community resources, 85% will be successfully linked to said
services, as evidenced by Case Management Log

CORE COMPONENTS

The Wellness Centers is a collaboration with leadership from the SF Department of Children, Youth and Their
Families (primary funder), SF Department of Public Health (provides oversight of health services), San Francisco
Unified School District (supporting three of the four roles), and RAMS (provider of behavioral health services).
Confidential student services are provided on-site at 15 Wellness Centers located in SFUSD high schools. Each
Wellness Center staff includes four core staff members: wellness coordinator, school nurse, behavioral health counselor
(RAMS), and a health outreach worker. The Wellness team members address immediate student health needs and
equip students with skills and knowledge to be able to make healthy choices throughout their lives.

RAMS counselors specifically provide the integrated behavioral health services component (mental health &
substance abuse). This includes confidential o