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Definition sof Commonly Used Terms

African Ancestry /Descent: People having origin s coming from Africa

African American : A person of African origin born in America (American citizen)
African Continental : A person born on the continent of Africa

Afro -Caribbean : People of African ancestry born in the Caribbean

Afro -Latino : People of African ancestry born in Latin America

Community: Any group having interest in common ; working t ogether for mutual benefit

Community Defined Evidence (CDE): A set of practices that communities have used and

found to yield positive results as determined by community consensus over time. These

practices may or may not have been measured empirically (by a scientific process) but, have

reached a level of acceptance by the community. CDE takes a number of factors into
consideration, including a populationds worl dvi
culturally rooted. It is not limited to clini cal treatments or interventions. CDE is a complement

to Evidence Based Practices and Treatments, which emphasize empirical testing of practices and

donotoften,consi der cul tur al appropriateness in thei
DHHS SAMHSA, 2009
Community Defined Evidence Project

Client: A person with a mental health diagnosis

Client and Services Information (CSI) System: The California central repository for data
pertaining to individuals who are the recipients of mental health services provided at the
county level. CSI contains both Medi-Cal and non-Medi -Cal recipients of mental health services
provided by County/City/Mental Health Plan program providers (Csl, 2011)

Consumer: One who uses mental health services for personal use
Client Family M ember: Family member of a person with a mental health diagnosis

Culture : A system of shared beliefs, values, customs, and behaviors that are transmitted from
generationt o generation through | earning; and O0a pat

design for living 6 D Wade Nobles, 2011). Bailey, Eric J., 2002
Medical Anthropology and
African American Healthp. 13.

Cultural Competence: Having knowledge to function effectively as an individual and an
organization within the context of the cultural beliefs, behaviors, and needs presented by
consumers and their communities (DHHS, 2011).

Culturally Congruent: A client provider relationship where coparticipation of the provider and
clients work together to identify, plan, implement, and evalu ate each caring mode (adapted
from Leininger, 2002)
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Culturally Proficient: A level of knowledge and skills used to successfully demonstrate
interacting effectively in a variet y of cultural environments ; consistently demonstrate what you
know about a given culture; performance (Parham, 2004).

Culturally R elevant: Reacting to others cultural suggestions or appeals

Culturally Sensitive: Highly aware of personal beliefs about other cultures and assumptions,
and exploring the reality by asking others to give i nformation that verify personal assumptions.

Health: Total person well-being, be it physical, mental, social, spiritual, or psychological

Health Disparity : United States Public Law (P.L.) 106-525,Minority Health and Health Disparities

Research and Educdion Act of 2000 (page 2498)  pofulation is a h ealth disparity population if there

is a significant disparity [difference] in the overall rate of disease incidence, prevalence, morbidity,

mortality, or survival rates in the population as comparedtothe heal t h st atus of the ge
Health disparities are the persistent gaps between the health status of minorities and non-minorities in

the United States. DHHS, 2010
The National Plan for Action to End Health Disparities

Institutionalized Racism: Refers to asystemic and systematicset of attitudes, beliefs, and
behaviors within social systems that reinforces concepts and actions of racial inferiority or
superiority

Internalized Racism: Self perpetuated oppression

LGBTQI : An acronym that refers to people who identify themselves as lesbian, gay, bi-sexual,
transgender, queer, questioning, or intersex; a group of people who embrace same gender
loving (SGL)sexual orientation

Prevention and Early Intervention (PEI): Prevention and early intervention means the
component of the Three-Year Program and Expenditure Plan that consists of programs to (1)
prevent serious mental illness/emotional disturbance by promoting mental health, reducing
mental health risk factors and/or buildi ng the resilience of individuals, and/or (2) intervene to

address a mental health problem early in its emergence.
California Code of Regulations, Title 9, June 2010

Penetration Rate: California DMH penetration rate in the CSI databasereferred to as
oComparison of Total Clients to Hol zer Tharget so
penetration rate was calculated by using census data combined with estimates that were

calculated by applying prediction weights (CSI, 2011) The rate is determined by dividing the

number of unduplicated clients by the number of average monthly eligible individuals , and

then multiplyin g that number by 100.
California Department of Mental Health CSI System, 2011

Prevalence: California DMH prevalence data in the CSI databaseshows the number of youth
who have serious emotional disturbances (SED) and the number of adults who have serious
mental illnesses (SMI).[Prevalence is defined as the total number of cases of a dieasein a

popul ation at a specific }J.i me (Websterds Dictio
California Department of Mental Health CSI System, 2011
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Race:A socially determined or generated designation to a group based on genetic traits

Racism: Racism refers to more than attitudes and behaviors of individuals , but includes
concepts of power, stratification, and oppression. It is the institutionalization of th e attitude of

race prejudice through the exercise of power against a racial group defined as inferior.
Carolyn B. Murray, 1998
Racism and Mental Healtlp 345

Social Determinants of Health : The complex, integrated, and overlapping social structures and
economic systems that include the social environment, physical environment, health services,
and structural and societal factors. Social determinants of health are shaped by the distribution
of money, power, and resources throughout local communities, nation s, and the world.
Scientists generally recognize five determinants of health i n a population (CDC, 2011}

A Biology and genetics: such as, gender and age

Individual behavior: such as, alcohol use, smoking, overeating, injection drug use

Social environment: such as, discrimination, income

Physical environment: such as, where a person lives, and crowded condtions

Health services: such as, having or not having insurance, or access to quality care

> > > > >

Stakeholder s: A person or organization with an invested interest

Strategic Planning : A disciplined effort to produce fundamental decisions and actions that
shapeand guide what organizations and communities will do, and why. The process requires
the use of the best available information to make decisions now while considering future
impact. Strategic planning requires broad scale information gathering, identificati  on and
exploration of alternatives, and an emphasis on future implications of present decisions.
Strategic planning emphasizes assessment of the environment outside and inside the

organization or community. Kaleba, R. (2006, November)
Strategic Planning ; Healthcare Financial Manageme®0(11):7478.

White Privilege: 01 n cr i ti cal r ace ishwayofgoncegiudlizimgtraeial pr i vi |
inequalities that focuses as much on the advantages thatWhite people accrue from society as on
thedi sadvantages that peopl e of wWikipedia@rcycloperigp2ell i e n Cc e .

DISCLAIMER :

Throughout this document the words Blacks and African Americans are used interchangeably.
They refer to people of African ancestry irrespective of nationality . The terms are used
interchangeably because many people continue to refer to themselves in this mannerand
reports, statistics, and other resources use the terms in this manner
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Executive Summary (To be completed after report is completed)

The California Reducing Disparities Project (CRDP) Population Report ( 0 We Ai n 6 of
the African American Strategic Planning Workgroup (SPW) contains the most current disparity
data and other information about mental and behavioral health prevention and early

interve ntion ( PEI) affecting the target population. Information in this report is about people of
African ancestry living in California, including American citizens, Africans born in Africa
(Continental Africans), Afro -Caribbean, Afro-Latino, Afro -Native America n, Afro -Asian, Afro -
Filipino, and African any other nationality. 6 We A i n 0 tis a @Gasaiiye nvestigative
discovery of mental health issues and solutions as reported bypeople of African ancestry.
Recommendations are based on meaningful practices & identified by the population .

A strategic broad scale community-basedapproach was utilized to identify what Blacks in the
State of California need for prevention and early intervention (PEI) of mental health issues . The
diverse Black population was engaged to include those affected by mental health issues, those
who provide mental health ser vices, as well as interested others.This approach involves broad
scale information gathering, identification and exploration of alternatives, with emphasis on
immed iate actions and future implications. Special efforts were undertaken to identify
expressed meaningful community -defined mental health practices and to make
recommendations that would significantly change the way Blacksare treated and how they are
provide d mental health servicesin California .

During the CRDP SPW efforts to create an African American Population Report, it was critical
to the population for us to ensure thatwe t el | t he oOentire story.o
collection of several documents, as requested by the population.

#1: A Comprehensive Report

#2: An Executive Summary

#3: A Community Public Policy Brief
#4: A Collection of Resources

The comprehensive report, entitted 6 We A n & A Populatdon Report on Reducing Mental
Health Disparities in Black Californians Using Community -defined Practicesd is 250 pages It
includes disparity data, a discussion on various barriers,and an overview of the current mental
health system and how care is received and perceived by the population, presentation of
various meaningful community identified practices; policy, system and individual
recommendations and resources.TheWe Ai ndét Cr azy : aryixbeagastand/ e
provides a snapshotof the CRDP community processused to develop the report, and highlights
major project findings. A We Ai n 0 tCorfmuaity FPublic Policy Brief is one pageand
contains information of interest to the general Black population, the most pressing issues and
recommendations identified by the population. Final ly, the collection of resources areseparate
documents that include, a Directory of California African American Mental Health Providers, a
compendium of Black Mental Health Scholars and Scholarly Work, a report on the African
American Practitioner Education and Training Curriculum sin California, in addition to
specific county reports targeting the population such as the Los Angeles County African and
African American Mapping Project and the Alameda County African American Utilization
Study.
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Executive Summary, conts.
Process

Methods

Major Findings

Significant Recommendations

African American Population Report
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Section A:
Introduction
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A. Introduction

This is the 23t Century. Our world has drastically changed. We are a global community. The

past has shaped our present and iscritical to our future survival . The California Reducing

Disparities Project (CRDP) Population Report on African Americans ( 0 We Ai ndis Cr azy ¢
about mental health issues of all Black people living in California (a western regional state of the

United States of America). The specific aim of the report is to document mental health

disparities and to present the perspective of the Black population on what practices they believe

are meaningful for prevention and early intervention of mental health issues. The t erms Blacks

and African Americans are used interchangeably in this document because people continue to

refer to themselves in this manner, and scientific reports and statistics use the terms to represent

people of African ancestry irrespective of nationali ty.

Background

Promotion of human rights, more than ever before, remains in the forefront of international

efforts. On December 21, 1965under resolution 2106 A (XX) the United Nations (UN) adopted

the International Convention on the Elimination of All F orms of Racial Discrimination (United
Nations, 2010).About 45 years later on December D, 2010, the UN General Assembly declared

the year 2011 to be thenternational Year for People of African Descélrd launch this special

initiative a UN Working Group of Experts on People of African Descent developed an agenda to
fight against issues of structural racial discrimination, xenophobia, racism, and other related
prejudices directed toward people of African descent irrespective of nationality . Our Population
Report, 0We Ai n 0 6, is @edieated/to the 2011 International Year for People of African Descent.

Reports from the U nited States Department of Health and Human Services (DHHS) continue to
document disparities in access, availability, quality, and out comes of care.Mental health
disparities among racial/ethnic population groups have been declared a national problem, as
reported in Mental Health: Culture, Race, and Ethnicity Supplement to Mental Health: A Report of
the Surgeon Gener@DHHS, 2001) ard The President's New Freedom Commission on Mental

He al t h & AchiRvanpg the Promise: Transforming Mental Health Care in AmefididHS, July
2003).

According to the mental health report by the DHHS (2003) across the nationd scial, ethnic and
cultural populations are unserved, underserved or inappropriately served in the mental health
system. These disparities have been attributed to alimited ability of publicly funded mental
health systems to understand and value the need to adapt service delivery processes to the
histories, traditions, beliefs, languages and values of diverse groups (DHHS, 2001). This
inability results in misdiagnosis, mistrust, and poor utilization of services by ethnically/racially
diverse populations (Snowden, 1998; Takeuchi,Sue, & Yeh, 1995).

In America, The Patient Protection and Affordable Care Act, March 23, 2010 and the Health

Care and Education Reconciliation Act, March 30
Care Act 6 h ave AfferdablerGare A@®A) recognizes that prevention and early
intervention, as well as treatment of mental and substance use disorders are an integral part of

improving and maintaining overall health (DHHS, 2011 www.HealthCare.gov ). During the

height of the U.S. health reform debate, the California Department of Mental Health (CDMH) is

to be commended for its leadership in initiating a re-design of the state system to address
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mental health disparities based on expressed population needs. The CDMH brought forth a
carefully crafted statewide initiative to engage ethnic, racial and cultural groups to identify
appropriate programs, interventions and systems that will meet their needs for mental and
behavioral health issues. In 2009, the ®MH released a request for proposal (RFP 0979055000)
entitled, California Reducing Disparities Project Prevention and Early Intervention Mental

Health Services Act Strategic Planning Workgroups . The RFP was developed in response to the
glaring disparitie s that exist in mental health care for diverse populations.

The purpose of the California RFPwas to:
0 éreduced disparities by bringing forward communigefined solutions and recommendations
developed by workgroups compdisd community representatg(from fivepopulations African
Americans; Asian/Pacific Islandedsatinos;Lesbian, Gay, Bsexual, Transgender, and Questioning
[LGBTQ]; and Native Americansg to develop Strategic Planning Workgrou(®W). Thes¢g SP Ws ]| é
would identify populatiorfocused, culturally competent recommendations for reducing disparities in
mental health services, and seek to improve outcomes by identifying comdefirigd, strengttbased
solutions and strategies to eliminate barriers in the mental health systensRARiwill seek to engage
these communities to support the California Department of Mental Health (DMH) in implementing the
California Reducing Disparities Project (CRDP) for the Prevention and Early Intervention (PEI)
component of the Mental Health SeregcAct (MHSA). The principal deliverable of this project will be the
development of the comprehensive California Reducing Disparities (CRD) Strategic Plan, with a focus on
PEI, which will include the Reducing Disparities (RD) Population Reports for &atte dive populations
This CRD Strategic Plan will provide the public mental health system, with information of community
identified tools to integrate relevant and meaningful culturally competent PEI services and approaches to
meet thaunique needs dhe racial, ethnic, and dwiral communities in Californi@ Cdlifornia DMH 2009
RFP 0979055000, page 1)

Each of the five awarded population group swasto produce a specific Reducing Disparities
(RD) Population Report and to work with the MHSA Multicu ltural Collaborative and the CRDP
Facilitator/Writer to produce the C alifornia Reducing Disparities (CRD) Strategic Plan.Final
RD Population Reports w ere to contain inventor ies of community -defined strength based
promising practices, models, and/or other resources and approaches that will be helpful to
practitioners, program planners, and policy -makers in designing and impl ementing effective
PEI programs. The intent was to reduce barriers, improve services to better address mental
health needs and reducedisparities. Population Reports was to form the foundation for the
statewide CRD Strategic Plan.

California Mental Health Service s and Programs

All services and programs offered by the California DMH are listed on their website at
http://www.dmh.ca.go/services and programs/default.asp , seeTable 1. In brief, an array of
community and hospital -based services are for adults with a serious mental illness and children
with a severe emotional disorder . Services are directly provided by local mental health
departments such as: rehabilitation and support, evaluation and assessment, vocational
rehabilitation, individual service planning, residential treatment, medication education and
management, case management groups, and wraparound services.

Programs are offered under several categories, such as state hospitals, forensics, community,
children and youth, adults, quality assurance,
Table xx also provides a list of services for each category.This CRDP Population Report is

specifically commissioned to provide recommendations for culturally appropriate practices for
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the MHSA PEI component of community programs . According to the California DMH Section

5840 of the MHSA, acceptable PEI programs are best realized through implementation of two

types of prevention activities: (1) those aimed at preventing the development of mental iliness

among individuals at high risk and (2) those aimed atidentif ying and preventing mental

illness in the general public . The African American Population Report ( 0 We Ai ndlas Cr az
identified clear recommendations from the community perspective on how to address both

areas for PEI programming.

The African American CRDP Lead Agency

The African American Health Institute of San Bernardino County (AAHI -SBC) www.AAHI -
SBC.org, was awarded the contract for the African American CRDP. AAHI-SBC&6s pr opos al
utilized community -based patrticipatory research (CBPR) methods to engage people of African

ancestry across California in the process of creating a disparity population report. A fully -

executed contract (#09-79055-006; March 1, 2010 to February 28, 2012yas received from the

DMH on April 14, 2010 to establistan African American Strategic Planning Workgroup (SPW)

that would work collaboratively in developing the report.

It is important , however, to establish the context from which we write our Population Report.
We intend to identi fy what is meaningful to our population in developing PEI programs, and to
identify interventions that seem most promising in meeting mental and behavioral health needs
of this group. We will discuss various disparity data and factors that directly and in directly
impact poor mental and behavioral health outcomes among this population. The most
challenging factor is real and perceived racism. We also acknowledge that the discussion of
racism is explosive, and many Americans (including people of African heri tage) are not
comfortable, and sometimes fearful of the topic. Race has consequences and a pathological
dimension with direct negative impact on physical, mental and behavioral health. Race must be
addressed to realize healing. In this context, we presentthe most current available information
on mental health and the African American population in California. Further, we will present
objective information based on the perspective of the population regarding recommendations
for community practices that woul d be more appropriate in addressing root causes that
perpetuate gross disparities and impede effective PEI efforts toward African Americans.
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Table 1 List of California Mental Health Service Categories and Specific Programs

Service Categories

Specific Programs

State Hospitals

Atascadero State Hospital
(San Luis Obispo County)
Coalinga State Hospital
(Fresno County)

Metropolitan State Hospital
(Los Angeles County)
Napa State Hospital
(Napa County)
Patton State Hospital
(San Bernardino County)

Inpatient Treatment Services for Serious Mental lliness

Correctional Programs

Forensics Forensic Conditional Release Program (CONREP)
Mentally Disordered Offender Program
Sex Offender Commitment Program

Community MHSA Plan Review

Community Services and Supports (CSS) Plan updates
Workforce Education and Training (WET) Plan Reviews
Prevention and Early Intervention (PEI) Plan Reviews
Innovation Plan Reviews

MHSA Housing Plan Reviews

Capital Facilities Plan Reviews

MHSA Program Technical Assistance

County Technical Assistance

Small County Technical Assistance (TA) Center

Support for Medi -Cal Specialty Mental Health Services

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Therapeutic Behavioral Services (TBS)

Children Placed Out-of-County

AB3632 Individualized Education Plans

Healthy Families Program

DMH/Department of Rehabil itation Cooperative Employment Programs
General MHSA Technical Assistance

Children and Youth

Chil drends
Early Mental Health Initiative (EMHI)

Early and Periodic Screening, Treatment, & Diagnosis (EPSDOI Medi-Cal)
Mental Health Services Act (MHSA Prop. 63)

Mental Health Services for Special Education Pupils (AB 3632)

Adults

Mental Health Cooperative Programs Employment with Support
Caregiver Resource Centers

Mental Health Services Act (MHSA Prop. 63)

Olmstead Decision d New Freedom Initiative

Project for Assistance in Transition from Homelessness (PATH)
Substance Abuse and Mental Health Services Administration (SAMHSA)
Projects

Traumatic Brain Injury

Quality Oversight

Ensure compliance with State and Federal laws

Vet erands Resou

Resources, tools and information

Source: California Department of Mental Health webpage, 2011
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Who Developed the CRDP African American Pop ulation Report?

This report has been developedwith passion andthe dedication of a community of
interested people of African heritage living in California irrespective of their nationality,
including American citizens, Africans born in Africa (Continental  Africans), Afro -
Caribbean, Afro-Latino, Afro -Native American, Afro -Asian, Afro -Filipino, and African
any other nationality. Connecting to our African heritage, we completely embraced a
community process called 0 Ha r a nobdeveldp the CRDP.0 Ha r a nsta Swadili
word that literally means 0 a | | p ul | oHarantheéts lalkenyardtradition of
community self -help events, such asfundraising or development activities. 0Harambeé
is also the official motto of Kenya and appears on its coat of arms.

Harambeevents may range from informal affairs lasting a few hours, in which
invitations are spread by word -of-mouth, to formal, multi -day events advertised in
newspapers. These events have long been impaant in parts of East Africa, as ways to
build and maintain communities. Following Kenya's independence in 1963, the first
Prime Minister, and later first President of Kenya, Jomo Kenyatta adopted "Harambee"
as a concept of pulling the country together to build a new nation. He encouraged
communities to work together to raise funds for all sorts of local projects, pledging that
the government would provide their startup costs. Under this system, wealthy
individuals wishing to get into politics could donate large amounts of money to local
OHarambeé driv es, thereby gaining legitimacy. Encyclopedia, 2010

So it is with the African American CRDP. We extended an invitation to everyone to
participate in developing this report , such asclients, client family members, consumers,
advocates, psychologists, psychiatrist s, sociologists, social workers, epidemiologist s,
mental health providers and workers, community and faith -based individuals, public
health professionals, social scientists, educators, researchers, and other persons of
interest throughout the State of California. Those who were available and could make
the commitment are listed in Appendix XX , a Profile of SPW M embers and Affiliations.

The Intended Audience

We understand that this report will be utilized by various sectors of society, therefore, this
report was written for a broad range of interested people. W e have attempted to maintain a
scientific approach and methods for content validation. And , to facilitate readability we have
used common terms that are easily understood by diverse readers. A picture speaks louder than
a thousand words; therefore, we have displayed relevant data in multiple graphs and tables.
People of African heritage as a cultural practice fully embrace oral communication, movement,
and colorful displays. We are apeoplewh o ar e 0 s t Reople teli teelr $tagyrsathede is
understanding of the broad context of where people operate from, and to share their
experiences.Listen very carefully, and within our expressive responses, one can understand the
deep meanings ofthe heart and soul of Black peoplerelated to mental health issues.
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The African American CRDP Population Report, 0We A n 0 10is &descipiive study that
contains only meaningful information asidentified and reported by Blacks living in California .
This CRDP process has been meaningful to the Black community and has allowed for multiple
opportunities to give individual and collective input . Meaningful participation in the MHSA
process in designing programs and interventions is intended to create catent that can be used
to make a significant difference. It is our hope that the significance be incorporated in program
and intervention re-design of our mental health system demonstrating responsivenessto all
cultural and ethnic populations in the great State of California.

This time, we tell our story .
We create our history.
And, we orchestrate our pathway to healing .

Again, we thank you for all who participated in telling the story of Black people and their
mental health issues in the State ¢ California.

oNothing could be more tragic than for men to live in these revolutionary times and fail to
achh eve the new attitudes and the new ment al
Martin Luther King, Jr., 1967
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SECTION B:
Statement of Problem

B1. Disparity Data
B2. Historical Context

B3. Current Barriers
A Contributing Factors
A Mental Health Workforce
A Psychotropic Medications
A Systems Access Issues (Conditioned Failure Model)
A Lack of Mental Health Funds

B4 Populations of Special | nterest
A African American Older Adult
A Transition Age Youth (TAY)
A The Deaf, Hard of Hearing, Legally Blind

B5. Summary of Statement of Problem
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B. Statement of Problem

To start a journey without knowing where you are goingas albaCCaTCHETEES

) SANKOF A
wise One must know whereoyi have come frgrio know
where you are goind his Population Report requires
documentation of mental health disparities. However, U.S. Census and institutionalized ethnic
data collection keeps us from revealing the reality of our existence, and critical data is missing
that is needed to more clearly reflect the mostvulnerable needs of our population . With this
harsh reality, our CRDP project end goal was to engage people of African ancestry throughout
California in making recommendations for PEI practicesto reduce identified disparities. Our
efforts have been to use the best and most current data available to understand the problems
starting with the U.S. Census Bureauwata. In 2010, the U.S. population count was 308,745,538
residents (Census Bureay 2011) see Table2 for breakdown by people groups .

Table 2. United States Population by Race/Ethnicity , 2010

RaceEthnicity Total Population % 308,745,53¢€

White 72.% 223,553,265
Black or African American 126% 38,929,319
Some Other Race 6.2% 19,107368
Asian 4.8% 14,674,252
Two or More Races 2.% 9,009,073
American Indian and Alaska Native 0.9% 2,932,248
Native Hawaiian and Other Pacific Islander 0.2% 540,013
TOTAL 100% 308,745,538

Hispanic/Latino Only 16.3% 50,477,594
Non Hispanic/Latino Only 83.7% 258,267,944

Source: U.S. Censudureau, 2010 Census Redistricting Data (Public Law 94171) Summary File, Tables P1 and P20verview of
Race and Hispanic Origin: 201®arch 2011, page 4.

Nationally, a n estimated 10% of all African Americans live in the Western region . California is
the largest populated state (37,253,956With the most culturally and ethnically diverse residents,
of which 6.2% are Black or African American , see Table3 (Census Bureau, 201).

Table 3. California Population by Race/Ethnicity , 2010

Race/Ethnicity Total Population % 37,253,956

White, Non Hispanic 57.6% 21,458,279
Some Other Race 16.9% 6,295,919
Asian 13.0% 4,843,014
Black or African American 6.2 2,309,745
Two or More Races 4.%% 1,825,444
American Indian/Alaska Native 1.0% 372,540
Native Hawaiian/Other Pacific Islander 0.4% 149,016
TOTAL 100% 37,253,956

Hispanic/Latino Only 37.6% 14,007,488
Non Hispanic/Latino Only 62.4% 23,246,468

Source: California-U.S. Census Bureau2011
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Figure 1, a GIS mapping of the

African American population in . . . . .
African American, Non-Hispanic Residents

California revealsthat 73% live in . .
six counties: Los Angeles (38.5%), Alameda S;f:}:c3L€aalwﬁg2“‘12¥mcg:g:t¥35929209

(8.7%), San Bernardino (7.7%), San Diego
(6.5%), Sacrament (6.4%),and Riverside
(5.6%) [CensusBureau, 201Q. To start the
CRDP African American Strategic Planning
Workgroup (SPW) efforts and to ensure
inclusion and area representation from
urban as well as rural counties, the state
was divided into five regions, as indicated
in Figure 2. We have included input from
all five regions in this report for identifying
the problems and solutions.

‘African American Population
[ 20,987 o less persans
[] 20,288 - 93,901 persans
[]83.202 - 183,778 persons
[ 183,779 or more persons.
[ Mo data availsble

According to the Centers for Disease

Control and Prevention (CDC, 2011), N Hepaio eiden n Cato,

mental health disorders are common :*Q&*:’N{T;Egm g

in the United States. One in two Roersce Couty (%)

Americans has a diagnosable mental e .
illness each year, including 44 million ;%
adults and 13.7 million children. This is a o 3 e R LTI

Map Created: January 11. 2011 e

serious problem. In 2009, therewas an
estimated 11.0 million adults aged 18
or older (approximately 4.8% of all
U.S.adults) in the U.S. reporting Figure 1:Cal i forni ads Afri
serious mental iliness (SMI) in the Population by County , 2009

past year (SAMHSA, 2010).Similarly,

10-20% of children in the U.S. are estimated

to have mental disorders with some level of functional impairment (Miles et al., 2010).

A significant outcome of the SurgeonGe n e r al @ s CuttueepRaceand Bthmicity OHHS,
2001)was that each ethnic subgroup, (defined by a common heritage, values, rituals, and
traditions ), revealed that there is no such thing as a homogeneous racial or ethnicpopulation
(White or nonwhite). Eachracial or ethnic group contained the full range of variation on almost
every social, psychological, and biological dimension presented. Unfortunately , persistent
problem s, as concluded in the report, are that African Americans were over represented in
high need population groups especially at risk for mental iliness, including people that are
homeless; people who are or have been incarcerated; children in foster care; and people
exposed to violence (including the military service men and women) which increases the risk
for developing post traumatic stress disorder (PTSD). Additionally, the report detailed mental
health disparities among ethnic groups. Recommendations in the report suggestto best address
the intrinsic diversity of ethnic  subgroups; diverse strategies must be identified and
implemented based on common heritage, values, rituals, and traditions . Mental health
disparitie s for people of African ancestryin America exist and are becoming more prevalent
(Miranda et al., 2008).
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African American, Non-Hispanic Residents, 2009
Califormia Reducing Disparities in Populations (CRDP) Report:
African American Strategic Planning Workgroup
Department of Mental Health

Total African American, Mon-Hispanic Population in California: 2,153,978

I o987 or less persons
[ 20,988 - 53,901 persons
[] 93.902 - 123,778 persans
I 123,779 or more persons
[ ] o data avalabie

Mote: In 2008, 73.0% of the African American,

Mon-Hispanic residents in California lived in:

Los Angeles Couwnty (37.8%)

Alameda County (8.5% i T
San Eeranardi:;rémnw}ﬁ".?".{} Southern {?ﬂﬂfﬂ."m&
San Diego County (8.8%) Region

Sacramento County (6.3%)
Riverside County {5.8%) %

= =  —— |-

0 S0 100 200 300 400
AATIT
African American Health

Sources: (1) US. Census Bureay, 2009 TIEERLne Shapeflles af Fax Burmardine Cewaty
{2} U.5. Census Bureauw, 2009 Amencan Community Survey Frmad iy S Calbiveres Department of bisntal Hasth

Prepared by County of San Bemardne, Depariment of Publc Health Consmct -0

Map Created: January 11, 2071 e ASHEIBC ooy or sovsdmbaigy

Figure 2: California Reducing Disparities Project (CRDP): African
American Strategic Planning Workgroup (SPW) Regions, 2009
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Identifying mental illness disparities as amajor problem for ethnic minorities is not an isolated
situation. Numerous studies have clearly documented mental health problems. The report from
the Institute of Medicine (IOM) on the effec ts of health disparities in America clearly identified
major factors contributing to the burden of disparate outcomes in our nation , such as previously
stated in the findings of the SurgeonGe ner a |l 8 s CultueepRaceand Bthmicity ODHHS,
2001)

The IOM report concluded (from extensive research)that racial and ethnic minorities in the

United States receive lower quality care than Whites (Smedley et al., 2003) which accounts for

differential access to care. Further, in the report the authors statedt hat , o0i n exami ni n
of these disparities, the committee is struck by the fact that the sources are complex and

multifactorial. Included among the factors are clinical uncertainty, stereotypical behavior, and

conscious bias that may extend allthe way t o prejudice. 6

To identify and document the mental health problems and solutions for people with African
heritage in the State of California in a fair, ethical and unbiased manner, we investigated on
multiple levels including individual, community  and systems.

The Individual Level

According to national and California data, th e African American population continues to

display extremely high risk factors for severe mental illness es, see Table4. These risk factors

contribute to gross disparities resulting in persistently high premature death rates and

disabilities (Figure 3). Sgnificance of risk factors at the individual level is that African
Americans are approximately 13% of the U.S. pop
(Census Bureau, 2011).

Table 4: At-Risk Factorsfor Mental lliness Disparities in African Americans

Risk Factor US Population California Population
Homeless 40% (of the homelesyAfrican 45% (est) of the homeless are
Americans African Americans
Juveniles in Legal Custody 40% African Americars 28% African Americans
Incarceration (all prisoners) 50% African Americans 35% African Americans
Foster Care 31% African Americans 45% African Americans
Below Poverty Level 25% African Americans 20% African Americans
Source

US Census Burea2009

Poverty data: US Census Bureau, American Community Survey; ZIBHU.S. Data
Homeless data: Interagency Council on the Homeless Report, 2011

Homeless datddiUD Annual Homeless Assessment Report (AHAR), 2009

Juvenile @ta: Office of Juvenile Justice & Delinquency Prevention, 2011

Incarceration data: California Department of Corrections and US Department of Justice
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,»{g Source: Health, United States, 2007. http://www.cdc.gov/nchs/data/hus/hus07.pdf#029  Table 29.

Figure 3: United States Death Rates by Major Ethnic Groups

Black Perspective on the Problem Statement

OWe dondt know what ment al heal th is. o
ONot clear about what is the societal, physical
what should be prevented or/and type of interve

0The problkesm$ veadetuwaumatic events for African A

7

Coping mechanisms that are harmful .. .56

o

0The nature of the ment al health delivery syste
multiculturalism, absent of culturdy proficient providers who do not provide the types of services that

are necessary to help the African American population, resulting in missed opportunities to recognize
problems that lead to serious mental and behavioral health sues.

0éa | acketogntcoamssessments that define healthy f¢

oMent al health as an illness is not recognized
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The Community Level
B1. Disparity Data

In this section of our CRDP Population Report, the dispar ity data will be presented related to

the entire population , the community of people . For the purposes of this report, we believe the
discussion of African Americans will be better served if we not emphasize the differences

within our group but ratherfocus on our oO0Osame rooto (Il i kéalla tr ece
are connected to the same roots), then explain how it is related to our health, healing,

wholeness, and disparity reduction.

Mental disorders are the leading cause of disability in the U.S. and Canada (NIMH, 2011). In the
U.S., mental disorders are diagnosed based on theDiagnostic and Statistical Manual of Mental
Disorders, fourth edition (DSMV), (APA, 1994). Common mental health disorders are mood
disorders, schizophrenia, anxiety disorders, eating disorders, attention deficit hyperactivity
disorder (ADHD) , autism and personality disorders (NIMH, 2011).

According to the Substance Abuse and Mental Health Services
Administration (SAMHSA), in 2009the prevalence of the U.S. adult
population 18 years or older with past year serious mental illness
(SMI) was less than 5% for major ethnic minority groups such as
Asians, African Americans and Hispanics ; Whites and American
Indians were slightly above 5%(Figure 4). Individuals reporting two
or more ethnicities were close to 10%. Estimates for Native
Hawaiians or Other Pacific Islanders could not be reported due to
low precision. Prevalence refers to all the cumulative cases of a
particular condition.

O! FOEAAT !
I EOA ET Al
i 61 AAT A 0606
environment an d
perceive no rewards
IO OAI EA
Dr. Chester Pierce
(1974)

Serious Mental Iliness (SMI)

10%
9%
8%
7% 1,
6%
5% 1,
4%
3%
2% 1,
1%
0% -

Percent (%)

a pu——
g g

White Black Hispanic Asian H/PI Al/AN 2+
Ethnicities

Note: H/PI=Native Hawaiian or Pacific Islander; AI/AN=American Indian or Alaska Native
Source: Substance Abuse and Mental Health Services Administration. (2010). Results from the 20081ational Survey on Drug Use and
Health: Mental Health Finding$Office of Applied Studies, NSDUH Series H-39, HHS Publication No. SMA 10-4609). Rockville, MD.

Figure 4. Prevalence of Serious Mental lliness among U.S. Adults by Ethnic Groups, 2009
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SAMHSA defined SMI as persons aged 18 or older who currently or at any time in the past
year have had a diagnosable mental, behavioral, or emotional disorder (excluding
developmental and substance use disorders) of suficient duration to meet diagnostic criteria
specified within the 4th edition of the DSM -IV that has resulted in serious functional
impairment, which substantially interferes with or limits one or more major life activities.

Figure 5 displays the prevalence of U.S. adults by ethnicity reporting any mental ililnesses. Any
mental illness among adults aged 18 or older is defined as currently or at any time in the past
year having had a diagnosable mental,
behavioral, or emotional disorder (excluding
developmental and substance use disorders) of
sufficient duration to meet diagnostic criteria
specified within the DSM -1V, regardless of their
level of functional impairment (APA, 1994).In
2009,about 17%of Asian, Native

Hawaiian / Other Pacific Islander, Hispanic, and
African American groups reported having any

O8ET OOEODOOE’
ignorance and denial
throughout the society,
totally distorts and
misrepresents the true
psychological picture of

: . : "1 AAEO8O
mental illness. Whites and American Dr. Kobi K. K. Kambon
Indians/A laska Natives were a little higher at (1998)

21%. The highest prevalence(32.7%9 of any
group who reported having any mental illness
was among personsof two or more ethnicities.

Any Mental lliness

350%

30%

25% -

20% -
15% -
10% -

5% -

0%

Percent (%)

White Black Hispanic Asian H/PI Al/AN
Ethnlcmes

Note: H/PI=Native Hawaiian or Pacific Islander; AI/AN=American Indian or Alaska Native
Source: Substance Abuse and Mental Health Services Administration. (2010).Results from the 20081ational Survey on Drug Use and
Health: Mental Health FindinggOffice of Applied Studies, NSDUH Series H-39, HHS Publication No. SMA 10-4609). Rockville, MD.

Figure 5 Prevalence of Any Mental lliness among U.S. Adults by Ethnic Groups , 2009

Page 26 of 249



DRAFT #4 0 September 23, 20116 30-day Public Review Copy

African American Population Report
Statewide California Reducing Disparities Project (CRDP)

Of those reporting poor mental health , all groups were basically similar between 30-35%
except for Asian/PI. California data was not reported for three population s, African Americans,
Asian/Pacific Islandersandth o s e ¢ | a s aherfé Datafor thesthreg populations were too
low to count, and was reported as non sufficient data (NSD). Figure 6 compares U.S. and
California data for ethnic groups reporting poor mental health . Poor mental health was defined

by adults who reported having poor mental health between one and 30 days in the past 30 days
(Kaiser, 2010)

O 878 heal a people; the
resurrection of Black love to
empower relationships to
succeed and to restore the
warrior spirit in Black men 8 &
Dr. Kevin Washington
(2011)

Poor Mental Health

40%
350
30%
250%
20%
15% ® California
10% o mUS.

5%

00 =

White =
Black Hispanic agjan/p|

AAN  5her

Percent (%)

Note: PI=Pacific Islander; AIJ/AN=Am erican Indian or Alaska Native; Missing data (non sufficient data [NSD] ; low
sample size (n = < 100)

Source: The Kaiser Family Foundation at www.statehealthfacts.org ; accessed November 2010

Figure 6: Percentages of Adults Reporting Poor Mental Health by Race/Ethnicity, 2007
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U.S. and California trends for ethnic groups, who
report mentally unhealthy days for 1993 to 2009,
were not significantly different for Blacks,

Hispanics, Whites, andt h e c a totheg.@They ©
most significant difference was in the American
Indian/Alaska Native (AlI/AN) group , which
reported the highest number of mentally unhealthy
days; Asian/Pacific Islanders reported the lowest,
seeFigures 7 and Figure 8. Mentally unhealthy

days is defined as an estimate of the overall number
of days during the previous 30 days when an
individual felt mental health was not good

O0Behavioral h
has not beena priority
in African American
communities
Dr. King Davis

(2011)

Mean Mentally Unhealthy Days

(CDC, 2010).
Mentally Unhealthy Days
6
5 Av/m
4 - =¢=— \\White
== Black
3 A/NW == Hispanic
2 HMK S =>&= Asian/PI
== Al/AN
1 =@ Other
0 T T T T T T T T T T T T T T T T 1
> D ) © 4 > Y Q 7 {V > D ) o 4} D Y
9 PO S SO LSS
(SIS RS S SRS MRS TR O S S S L S S N A

Source Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System (BRFSS) Survey Data, 192809.
AccessedNovember 2010 from http://www.cdc.gov/brfss  /index.htm ; .Downloaded from http://apps.nccd.cdc.gov/HRQOL

Figure 7: U.S. Trends of Mentally Unhealthy Days for Adults by Ethnic Groups, 1993 -2009
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Mentally Unhealthy Days

=— \White
== Black
== Hispanic
Asian/PlI
Al/AN
=@ Other

SO P N W M OO O N O ©

Mean Mentally Unhealthy Da ys

Note: Missing data due to low sample size in the respective year (n= < 100)
Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System(BRFSS) Survey Data19932009.Accessed
November 2010 from http://www.cdc.gov/brfss/index.htm ; .Downloaded from http://apps.nccd.cdc.gov/HRQOL

Figure 8 California Trends of Mentally Unhealthy Days for Adults by Ethnic Groups, 1993 -200

"Behavioral health cateas not beea major priority in African American communities over

many decades. These issues have been known throughout the communities but have not garnered
the priority given to other social and economic or bread and bsstges such as jobs and
housing. African American activism has been directed fpally at civil rights issues wh large

0 desegregation, voting, legal justice, equal pay, jobsdismmimination in housing and

education, and access to political offgehavioral health has not garnered this level of priority
although its effects are widely known but perhaps not as visible. In addition, African American
civil rights organizations have not placed their resources towards barriers and inequities in
behavical health.To date there are few African American voluntary organizations that focus
exclusively on advocacy issues related to behavioral health. Furthermore, a limited number of
African Americans participate in established behavioral health advocacyzatgms at the
national or local level. The voices of African Americans are often not heard in these voluntary
organizations that seek to influence the quality of treatment, access to services, or changes in
public behaviorahealth policies. This is whee sdmethingdmust start 6

Dr. King Davis, 2011
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It is generally thought that the major psychiatric disorders in the U.S.exist in similar rates
among every population . Data does not particularly support this assumption. Even though the
percent of populations reporting major depressive episodes is low, the most disparate
population , however, are those who identify with two or more ethnicities (Figure 9). Major
depressive episode is defined as a period of two weeks or longer during which ther e is either
depressed mood or loss of interest or pleasure and at least four other symptoms that reflect a
change in functioning (such as problems with sleeping,
eating, energy, concentration, and self image (SAMHSA,
2009).There are pertinent differences between African
Americans and Whites in the U.S. (in scientific reports
Whites are still considered the reference population
because they are the majority population). African
Americans are 30% more likely to be diagnosed with
serious psychological distressthan Whites, and in 2007,
were 50% more likely to report symptoms of depressive
episodes. However, Whites are more than twice as likely
to receive antidepressants prescription treatments as are
African Americans (DHHS, OMH, 2011).

0! AOEAAT 11 AO¥
AOT T 001 00 4¢
31 AOA 3UT AOT I
effect of intergenerational
trauma that has damaged
the collective African
American psyche.0
Dr. Joy DeGruyLeary
(2005)

Major Depressive Episode
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6% |

Percent (%)
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White Black  Hispanic Asian H/PI Al/AN 2+
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Note: H/PI=Native Hawaiian or Pacific Islander; AI/AN=American Indian or Alaska Native
Source: Substance Abuse and Mental Health Services Administration. (2010).Results from the 2009 National Survey on Drug Use and
Health: Mental Heah Findings(Office of Applied Studies, NSDUH Series H -39, HHS Publication No. SMA 10-4609). Rockville, MD.

Figure 9. Prevalence of Major Depressive Episode among U.S. Adults by Ethnic Groups , 2009
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For students in grades 912, African American males were 1.6 times more likely to attempt
suicide, than White males; and African American females were twice more likely to attempt
suicide than White females (DHHS, OMH, 2011). However, the prevalence of adults with
serious thoughts of suicide is less than 10%among all populations (see Figure10). White, Black
and Hispanic populations all have about the sameprevalence, 3%. Obvious disparities are with
the Asian population having the lowest prevalence, and the highest is those reporting two or
more ethnicities. The second higheg prevalence is with the American Indian/ Alaska Native .

O6EAOQEI O
destructive
AEOI OAAOS
through practices

. L. of personal and /or
Serious Thoughts of Suicide OLAEAL AAC

(1985)

8% -, -

)

N /

< 7% 1 I

CIC) 6%

o 5% 1 |

)]

o a% 1, -
3% 1 —
2% 1,
1% .
O% T T T T T T 1

White Black Hispanic Asian H/PI Al/AN 2+
Ethnicities

Note: H/PI=Native Hawaiian or Pacific Islander; AI/AN=American Indian or Alaska Native
Source: Substance Abuse and Mental Health Services Administration. (2010). Results from the 2009 National Survey on Drug Use and
Health: Mental Health Finding$Office of Applied Studies, NSDUH Series H -39, HHS Publication No. SMA 10-4609). Rockville, MD.

Figure 10. Prevalence of Serious Thoughts of Suicide a mong U.S. Adults by Ethnic Groups
2009
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The U.S. population with two or more ethnicities (17%), along with the White population (15%)
reports the highest use of mental health services . Blacks and
Hispanics are the third highest users of mental health services;
prevalence isapproximately 6% (seeFigure 11).

ONIMH research does
not get used to help
people as mental
health professionals

OAOAT U 06O

Mental Health Service Use

Dr. Carl C. Bell
(2011)
20% 1
> 15%
F—)
c
3 10%
S
L /
™ .
O% 1 1 1 1 1 1 I.
White Black Hispanic Asian H/PI Al/AN 2+
Ethnicities

Note: H/PI=Native Hawaiian or Pacific Islander; AI/AN=American Indian or Alaska Native
Source: Substance Abuse and Mental Health Services Administration. (2010).Results from the 2009 &lional Survey on Drug Use and
Health: Mental Health Finding¢Office of Applied Studies, NSDUH Series H -39, HHS Publication No. SMA 10-4609). Rockville, MD.

Figure 11. Prevalence of Mental Health Service Use among U.S. Adults by Ethnic Groups
2009

Nati onal reports indicate that d ata regarding mental health diagnosis and treatment for people
of African ancestry in the U.S. are equally if not more dismal (DHHS, 2001). Blacks are over
diagnosed for poorer treatment outcomes, such as schizophrenia, while anxiety and mood
disorders often go untreated. Blacks are far more likely to have their first contact of mental
health in an emergency room and are underrepresented in outpatient care. Black youth are over
diagnosed for conduct disorder, and under diagnos ed for depression. Mental health
disparities are problems of access, quality of care, misdiagnosis, research, and mental health
outcomes, even when access and care quality are on par, outcomes are often poore(DHHS,
2001) Dramatic disparities in mental health are reported for African Americans, who are less
likely to receive care, and when they do receive care, it was more likely to be of poor quality.
While research is underway to understand the complexity of these health disparate outcomes,
African Ame ricans remain sorely underrepresented in mental health research.
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CAUTION
The National Survey of American Life
(NSAL), which included 6,199 African For some people, research reports are very
Americans, Caribbean Blacks, and Whites, Rl and cumbersomieHaliE
L ) . ) research is critical in standardizing findings
indicated that for mental illness in America, and removing biases so that truth is revealed.
the challenge is health e quity (NIMH, 2011). Research studies in our Population Report are
Health equity is achieving equal and to facilitate the reade
optimal health care for all populations Black perspective.

(DHHS, 2011). Although literature shows

that people of African ancestry may not

exhibit greater levels of mental health

disorders in comparison to their Caucasian counterparts, they experience greater mental health

i ssues related to O0str ess. 6mulipld bealth isshes Oneengjsror s 0
stressor is poverty. Mental health illnessesrise as poverty rises. African Americans living below

the poverty level, as compared to those over twice the poverty level, are four times likely to

report psychological distress (DHHS, OMH, 2011).

Living in America for African Americans has been a consistent pattern of invalidation, negation,
dehumanization, disregard and disenfranchisement. The psychiatrist Chester Pierce (1974) has
indicated that | ife in the urban area is often
environment. By oexpPprémermendafierst tea®sr ess th
perceive no rewards or relief from their constantly worrisome quest to survive on a day -to-day

basis.

Traumatic Life Experiences: oOLike you | oseésometh
attaded and feel like your wholeworldme down crushing on you. So what
rejecto® hhen your whole |ife gone come O6crumblingd.

FG: 20 year old Black male Oxnard C ollege student

The extreme environment of the -ggdhvensd® wiee d lo aRlied
classifies as social trace contaminants that promote acceptance of (1) a devalued state and (2)
hopelessness. Pierce (1970) has contended that the African American population is constantly
bombarded by micro-aggressions small scale assaults on the psghe of the person by which

they are hindered in their attempts to realize basic functional imperatives required for normal
adjustment in society. This constant bombardment, he contends, produces a condition of
0status di sl ocat i on 6annoheffactesélyrfundtidn @ sdcietydand/iseettsu a |l ¢
escape mechanisms to enable him to survive. Later Pierce (1974) indicated that life in a

mundane stressful environment characterized by the urban ghetto requires accessible escape
mechanisms in order for the human organism to continue to function at a level of minimum
survivability.

The twin interactional and mutually reinforcing effects of racism and stress condition those so

victimized to opt for addictive escapism. These negative effects usually persist throughout the

life span of the victim unless they are effectively mediated, dampened, and neutralized by

positive experiential interventions. Akbar (1985) has indicated that the impact of living in an

oppressive, racist environment produces a conditonhec har act er i-desrdctvas oO0s el f
disorder.6  Tuicém of self destructive disorder responds to conditions of oppression by

attempting to destroy their involvement with reality through practices of personal and/or social
destruction.
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Pieterse, Carter,Evans & Walther (2010) examined perceptions of racial/ethnic discrimination,
racial climate, and trauma-related symptoms among 289 racially diverse college
undergraduates. Study measures included the Perceived Stress Scale, the Perceived Ethnic
Discrimina tion Questionnaire, the Posttraumatic Stress Disorder (PTSD) Checklistii Civilian
Version, and the Racial Climate Scale. These researchers suggest that the call to consider racial
and/or ethnic discrimination as an etiological factor in traumatic symptoms or traumatic stress
reactions challenges the somewhat narrow criteria for PTSD, as described in the Diagnostic and
Statistical Manual of Mental Disorderg4th ed., text rev.; DSMaIV dTR; American Psychiatric
Association, 2000). In discussions of race and ethrcity as sources of psychological trauma,
scholars have emphasized the need to understand that trauma associated with racial and/or
ethnic discrimination can be viewed as cumulative in nature. To illustrate, Walters and Simonie
(2002) and ShangG@Quendtie (200&)Nhave drdued that one cannot fully appreciate
or effectively respond to the psychosocial needs of Native American women without

recognizing the ongoing intergenerational trauma associated with loss of land, identity, and
rights.

In reference to people of African ancestry, scholars have also highlighted the need to take into
account both current experiences of discrimination and historical legacies (e.g., slavery,
colonization) on which those experiences are built, to gain an accurate understanding of the
psychological responses to racial and ethnic discrimination (Bryant -Davis, 2007; Bulhan, 1985).
Franklinand Boyd-Fr ankl i nés (2000) description of racial
provides a useful illustration of the cum ulative and recurring nature of discrimination and

racism as experienced by Black men. According to these authors, the psychological response to
discrimination and/or racism is predicated on numerous prior experiences of discrimination.

As a coping strategy, some Black men have developed a sense of vigilance and therefore tend to
consistently anticipate discrimination or racial hostility. Additionally, psychological reactivity
(e.g., anger, hostility) displayed by some Black men could be viewed as a type d defense in
response to, or in anticipation of, racial discrimination. The range of psychological responses
noted by Franklin and Boyd -Franklin appear to be consistent with the common responses to
trauma, including avoidance, identity confusion, difficult ies in interpersonal relationships, and
feelings of guilt and shame, as documented by Carlson (1997).

Results of a multivariate analysis of variance (MANOVA) indicated that Asian and Black
students reported more discrimination than White students. A hi erarchical regression analysis
controlled for generic life stress and found perceptions of discrimination contributed an
additional 10% of variance in trauma -related symptoms for Black students. These findings
offer tentative support for the suggestion t hat experiences of racial and/or ethnic discrimination
can be viewed from the perspective of psychological trauma (Butts, 2002; Franklin, Boyd-
Franklin, & Kelly, 2006). Scholars have argued that a traumatic response not only might be
reflective of a single event but also might be associated with patterns of discrimination that are
both accumulative, recurring, and intergenerational in nature (Bryant -Davis, 2007; Cross, 1998;
Ford, 2008).
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Although the findings do support an association between racial and/o r ethnic discrimination

and trauma-related symptoms, it is important to note that scholars have cautioned against
overpathologizing the psychological response to discrimination and have argued against the

adoption of a disease model per se. Carter et al. 2005) proposed an alternative concept for
understanding the traumatic effects of racial discrimination and harassment, namely race -based
traumatic stress. Drawing on work by Carlson (1997), Carter (2007) argued that much of the

trauma associated with racial and/or ethnic discrimination is related to the perception of an

event as emotionally painful (negative), sudden
consistent with Carlsondés definition of trauma.

Thus, Carter (2005)proposed that race-related trauma be viewed as an emotional and/or
psychological injury and not necessarily as a mental disorder, such as PTSD. Regardless of the
current findings, the tension that exists between those who have called for the inclusion of
racism and experiences of racial and/or ethnic discrimination in the criteria for traumatic stress
(SanchezHucles, 1999) and those who are calling for an elaboration of the concept of
psychological trauma to include racial and/or ethnic discrimination (Carter, 2007) will need
furthe r attention before it is resolved. Additionally, recent work examining PTSD in the absence
of a single traumatic event (Elhai et al., 2009) might provide additional insights into the nature
of racial and/or ethnic -related trauma and could shed further ligh t on the association between
racial and/or ethnic discrimination and traumatic stress.

There is also research on attachment injuries from significant others and interpersonal losses as
forms of trauma. Bowser (2000) found that HIV risk behaviors across ethnic & racial groups
were significantly related to the loss of a significant other before the age of 15 and a lack of
sufficient grieving for the person experiencing the loss.

National reports (Carten, 2006),indicate that African Americans are assigned more severe

psychiatric diagnosis and over diagnosed for schizophrenia and under diagnosed for affective

disorders. The prevalence of African Americans is under reported, and much of the diagnosis

may be misdiagnosis due to bias of the psychological testi ng, interview situations,

predisposition of the clinician, and institutional racism. It is largely believed that error in

di agnosis may be due to cliniciansd unfamiliar:.
African Americans. Yet, in 2006, Blackswere 50% less likely to receive psychiatric treatment and

60% less likely to receive psychiatric medications (DHHS, 2011).

In the report, Pathways to Integrated Health Care: Strategies for African American
Communities and Organizations (Davis, 2011),the following information on mental health
disparities is noted:

Close to 10% of African Americans who develop behavioral health disorders will
access services through churches and ministers (Neighbors et al., 1998). Of
particular importance is the finding that if African Americans obtain behavioral
health care first from their ministers, the likelihood of their becoming involved in
a traditional mental health setting diminishes considerably. Farris (2005) noted in
her study that African American ministers tend not refer to mental health
providers since they attribute causation to spiritual factors that are within their
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purview of intervention. This finding suggests that there is a marked absence of
networking and mutual referral processes between African Am erican ministers
and behavioral health providers.

These data also confirm that African Americans significantly underutilize
behavioral health care services and may overrely on more informal approaches to
behavioral disorders. Furthermore, help -seeking behavior by African Americans
tends to be significantly delayed following the onset of behavioral health
symptoms. Neighbors noted that after the onset of depressive symptoms [clinical
and bipolar], African Americans may delay obtaining help by up to 30 year s
resulting in more chronic and disabling conditions, (Neighbors, 2007). Help -
seeking by African Americans with behavioral health problems is also
characterized by heavy use of emergency rooms and norrcompliance with
medication following service use, (Chun -Chung Chow, Jaffee, & Snowden, 2003;
Snowden, 1999.

These data suggest that approaches to the design and delivery of integrated or
holistic care to African American populations must consider the established paths
that are currently used to obtain help. It is also important to recognize the
substantial strengths that have characterized these communities for decades and
enabled their members to manage adversity. It is because of this history that we
must further develop practice -based evidence (PBE). PBEnterventions are
practices developed in our communities that are successfully providing high
guality care even though they have yet to be formally evaluated. Through
researching the core practice standards and criteria associated with the high
guality car e of PBES, they can be moved on to the lists of evidencébased practices
(EBPs).

Help seeking behavior involves a number of pro -active steps that take a person,
family, or community from the point of recognizing a problem exists to using
internal or exter nal resources to solve, lessen, or cure the problem. The help
seeking behavior of African Americans is notable by delay and reliance on the
Black Church. African American consumers tend to delay help seeking for some
behavioral health problems for many years or even decades. A new approach
must be found that integrates established cultural beliefs and patterns into the
design and implementation of services (Davis, 2010, pp.1213).

FG#12: Client Family Members, Consumers, and Community Mental Health Advocat es, Lodi
- Conversation between focus group participants.

Angela (41 year old female). 0 é1think a lot of people go to the church and if the

church dondét | ead you to the stuff thatos in
African Americanswe gone pray it6fWe gone pr ay adpoonatemavditamdwd Go
gone be okay. You know even though I dm stil
and candt eat. You know, coming omtsiidlel wpt &
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ya, you know. But instead of our leader saying you need some extra help here. You know God,
you know he can help you but you need to see somebody else.

Patricia (55 year old female). 0This is why God put us here, to help yo(laugh s é . . )

Angela (41 year old female). oFor African Americans, our leaders cause you know, most
African Americans go to church, connected to church some kind of way. We need our leaders to be
on board to say itods okay dokayyowoknawoegotalataod ge't

somebody. You know, cause | know for me gro
house stays in this house®& and if you was go
through somet hi ngu tdiadn dvtastnédlt! rnghhdady .y You
| dondt know about other people, butéYohat wa
know, we didndét go out and you know tell nob
keepg al ki ng to me. Y6u didnoét hear about that
oOWhen ministers are trained in counseling and r

The minister will know if he or she can help with the situation, or the minister will refer the pargan i
right directions. But, the minister needs to know how to give mental health counseéling
In -depth Interview: Pastor Jules Nelson,
Inland Empire Concerned African American Churches

0 O uparishionersome to us for help. We have a responsibilitbetp them. Our biggest need is for
communitymental health resourcés help our people get the right assistathey need 6
FG#1: Reverend Joyce M. Whitfield
Sojourner Truth Presbyterian Church, Richmond
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People of African Ancestry in America

It is critical, therefore, to recognize that people of African ancestry living in America are not a
homogenous group (Sur ge on Ge n eNMeatdl Bealth:RCelfure, Race, and Ethnicjt2001)
They vary according to country of origin. Blacksare a people of diverse cultural practices,
languages, and preferences but, share a common ancestral heritage Africa. The diversity
among African Americans continues to increase due to the continual influx of immigrants from
Africa and the Caribbean; 6% of all Blacks in America are foreign-born (DHHS, 2001). To
successfully address mental and behavioral health issues, attention must be given to individual
and group worldview.

0ol have a problemél have three daughters,
them a coud in my countryin Africa. They callitengagement | have difficl
t hat ruleél have a broken spirit. | donodt
FG#15: Fatima, 39year old f emale, Sudan Muslim wife/ mother
San Diego

In a report from the Migration Policy Institute (2009) bas ed on data from the US Department of
Homeland Security, Office of Immigration Statistics, the number of African immigrants in the
United States grew 40-fold between 1960 and 2007, from 35,355 to 1.4 million. Most of this
growth has taken place since 1990 African immigrants made up 3.7% of all immigrants in 2007.
About one-third of African immigrants were from West Africa.  Top countries of origin for
African born immigrants were Nigeria, Egypt, and Ethiopia. In the United States, Africans are
concentrated in New York, California, Texas, Maryland, and Virginia . The United States
admitted 60,680 refugeesand asylees in 2007. About onethird (32.9%, or 19,986) were from
Africa. The top five countries of origin of African -born refugees and asylees admitted n 2007
were Somalia (7,031, or 11.6%f all refugees and asylees), Burundi (4,571, or 7.%), Liberia
(1,655, or 2.%6), Ethiopia (1,525, or 2.86), and Eritrea (1,116, or 1.80).

According to the Lewis Mumford Center (2009), in the 2000 Census the nonHispanic Black
population in America had grown by over six million people. The diversity of the American

Black population demonstrates it s complexity. Over 1.5 million Blacks were classified as Afro -
Caribbean, and over 600,000 as Africans. These two groups aloa account for about 17% of the
six million increases in the non-Hispanic Black population. They are considered one of the
emerging fast-growing populations. According to Lewis Mumford Cente r, Afro -Caribbean now
outnumbers and are growing faster than well -established ethnic minorities such as Cubans and
Koreans.

Population growth and shifts in the population are of concern as we move toward identifying
practices that will enhance access and reduce disparities for unserved and underserved
individuals through out California. For our Population Report, we attempted to include data
from diverse African subpopulations, by regions within California. Understanding the Black
population in California is critical to counties as they expand community programs to assist
consumers i n gett i rapromotehohelpdirst & for preventionaakdear |y
intervention for people at risk and in need of mental and behavioral health services.
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System Level
California Mental Health ~ Service Disparity Data

OTherereallyims di fference. Someti mes, I dm in t he
about ment al health. You see the White co
nothing. Something that you just go to yocounseloy get treatment because this is what

isowel, basically, and itds okay. ltds tot al

FG#10: Sharon, 53 year old Black female, The Children of Promise, Sacramento

In California, the Department of Mental Health conducted a series of data analytic and systems
reviews as reported in the California External Quality Review Organization: Statewide Report
Year Four FY07-08 @uly 2007 to June 2008Volume | & Il (August 2008) as part of the Centers
for Medicare & Medicaid Services (CMS), mandated external quality review o f Medicaid
managed care programs. Under Section 1915(b) of the Social Security Act (1915[b] wavier),
California may operate a statewide system of individual mental health plans (MHP) in each
county, i.e. the mental health managed care program. Essentially,the California public mental
health system is directed by individual county mental health plans (MHPs).

According to th is Statewide Report (2008) the public mental health environment in California is
challenging and the MHPs have significant conflictin g priorities that affect many aspects of the
system, such as program governance and service delivery. One critical structural challenge
noted in the report was a lack of data and performance management, which directly impacts the
CRDP project and its effort to document mental health disparities and make recommendations
for improvement based on available data. Also, noted in the report was that most MHPs
acknowledge the importance of using data for performance management, many have only
begun to collect data on basic indicators like timeliness of service delivery and quality outcome
measures. Another result of the Statewide Report (2008)was that the outcome analysis
indicated notable and highly consistent disparities in access, cost and the types of service s
received by different groups .

In conversation with the California Department of Mental Health (verbal conversation with
Bryan Fisher, Research Analyst I, April 14, 2011) on July 1, 2001 changes were implemented in
data collection to better meet federal reporting requirements. As such, the DMH requires
counties to report client and service information by separate fields for ethnicity and race, and
has discontinued the collection of a combined field of ethnicity/race. Table 5 displays the most
accurate data (as of March 17, 2011) othe unduplicated count of clients served by race for all
modes of services in all California counties for fiscal year 200#2008.Unduplicated count means
any person who came to the DMH and registered for services, and was seenfor services during
a specific year has beerreported only once. As reported by the DMH CSI system for fiscal year
20072008, the highest users of mental health services in California were Whites (36.0%),
followed by Hispanics (30.7%) and African America ns (16.6%).

OWhere is our help? | am serious. Bl ac
everybody el se. This happened to me pe
FG#33: Marilyn, 57 year old Black female Resource Volunteer

San Bernardino County
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------------------ California Dat a---------------------

African American Population Report

Table 5. California Department of Mental Health Client and Service Information (CSI)
System Unduplicated Count of Clients Served by Race for All Modes of Services, all
Counties, Fiscal Year 2007-2008

Race Unduplicated %
Clients Served

White or Caucasian 241,610 36.0%
Hispanic 205,957 30.7%
Black or African American 111,373 16.6%
Asian! 34,193 5.1%
Other Race 16,393 2.4%
Multi -Race 13,418 2.0%
American Indian or Alaska Native 4,862 0.7
Hawaiian Native or Other Pacific Islander 2,970 0.4%
Not Reported/Unknown 40,567 6.0%

Total 671,343 100.0%

Source:California Department of Mental Health, data rep orted as of March 17, 2011 data report created by Alicia Van Hoy, Research Analyst Il
on April 12, 2011.

1The Asian category contains all Asian Indian, Cambodian, Chinese, Hmong, Filipino, Japanese, Korean, Laotian, Mein, and Vietnamese clients.
A small p ercentage of other Asian races may be included in the Pacific Islander category due to historic collection methods.

When considering age groups for the highest number on clients served, individuals age 26 to 59

were consistent across all racesexcept Hispanic (Table 6 and Figure 12). The Hispanic age
group served the most during this time frame was individuals less than 16 years old .

Table 6: California Department of Mental Health Client and Service Information (CSI)
System Unduplicated Count of Clients Served by Age and Racefor All Modes of Services,

All Counties, Fiscal Year 2007-2008

Less

Age in Years

60 and

\\[e]

than 16

1625 2659

older

Reported

White or Caucasian 39,912 | 38,346 | 142,633 | 20,687 32 241,610
Hispanic 79,999 | 45871 | 72,854 7,210 23 205,957
Black or African American 27,686 | 21,748 | 57,329 4,600 10 111,373
Asian? 4,093 4,370 20,645 5,081 4 34,193
Other Race 4,203 3,110 7,718 1,358 4 16,393
Multi -Race 4,792 2,840 5,279 507 0 13,418
American Indian or Alaska Native 1,186 818 2,704 224 0 4,862
Hawaiian Native or Other Pacific Islander 545 505 1,611 309 0 2,970
Not Reported/Unknown 6,643 7.951 22,611 3,355 7 40,567
Total | 168,989 | 125,559| 333,384 | 43,331 80 671,343

Source: California Department of Mental Health, data reported as of March 17, 2011; data report created by Alicia Van Hoy,

Research Analyst Il on April 12, 2011.

1The Asian category contains all Asian Indian, Cambodian, Chinese, Hmong, Filipino, Japanese, Korean, Laotian, Mein, and
Viethamese clients. A small percentage of other Asian races may be included in the Pacific Islander category due to historic

collection methods.
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Figure 12: California De partment of Mental Health Client and Service Information (CSI)
System Percent of Total Unduplicated Count of Clients Served by Age Group for All Modes
of Services, all Counties, Fiscal Year 2007-2008

See Figure 13 for the total African Americans served by age group.

100.0%
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Age in Years

Figure 13: California De partment of Mental Health Client and Service Information (CSI)
System Percent of African Americans within the Total Unduplicated Count of African
American Clients Served by Age Group for All Modes of Services, All Counties,
Fiscal Year 2007-2008
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African American Population Report

In 2007-2008, more male clients (52.2%) were served than females (47.4%), excefdr Asian,
American Indian or Alaska Native, and Hawaiian Native or Other Pacific Islander (Table 7).

Table 7: California Department of Mental Health Client and Service Information (CSI)
System Total Unduplicated Count of Clients Served by Gender for All Modes of Services,

All Counties, Fiscal Year 2007-2008

Race Male Female  Other Not Total
Reported

White or Caucasian 121,234 119,728 32 616 241,610
Hispanic 110,364 95,288 10 305 205,957
Black or African American 61,669 49,558 1 145 111,373
Asian? 15,337 18,566 1 289 34,193
Other Race 8,243 8,055 0 95 16,393
Multi -Race 7,009 6,376 1 32 13,418

American Indian or Alaska Native 2,210 2,641 1 10 4,862

Hawaiian Native or Other Pacific Isl ander 1,407 1,558 0 5 2,970
Not Reported/Unknown 23,199 16,575 5 788 40,567
Total 350,662 318,343 51 2,285 671,343

Source: California Department of Mental Health, data reported as of March 17, 2011; data report created by Alicia Van Hoy,
Research Analyg Il on April 12, 2011.
1The Asian category contains all Asian Indian, Cambodian, Chinese, Hmong, Filipino, Japanese, Korean, Laotian, Mein, and
Viethamese clients. A small percentage of other Asian races may be included in the Pacific Islander category die to historic

collection methods.

See Figure 14 for gender distribution of African Americans served during fiscal year 2007 -2008.
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40.0%
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0.0% |
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Figure 14: California De partment of Mental Health Client and Service Information (CSI)
System Percent of Afr ican Americans within the Total

Gender

Unduplicated Count of African

American Clients Served by Gender for All Modes of Services, All Counties, FY 2007-2008
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Of the total unduplicated count of clients served in fiscal year 20072008,Figure 15is the rank
order of all modes of servicesfor all counties by diagnosis. The top three conditions were
depressive disorders, schizophrenia, and bipolar disorders, respectively.

Depressive Disorders 97,129
Schizophrenia 46,957
Bipolar Disorders 43,869
Adjustment Disorders 38,712
Disruptive Behavioral Disorders 22,447 Total Clients Served
Psychological Disorders (not Schizophrenia) 18,698 i
Substance Related Disorders 18,647
% Attention Deficit Disorder 18,550
C% Other Anxiety Disorders 16,067
'g Post Traumatic Stress Disorder 10,707
g Other Disorders Diagnosed in Childhood 10,607
6 Other Conditions 15,163
Cognitive Disorders | 1,298
Unspecified Diagnosis (Non-Psychotic) | 650
Personality Disorders | 404
Two Diagnosis 200,625
More than two Diagnosis | 76,933
No Diagnosis 13,881
0 50,000 100,000 150,000 200,000 250,000

Number of Clients Served

Source: California Department of Mental Health, data reported as of March 17, 2011; data report created by
Alicia Van Hoy, Research Analyst Il on April 12, 2011.

Figure 15: California De partment of Mental Health Client and Service Information (CSI)
System of Total Undup licated Count of Clients Served by Diagnosis for All Modes of
Services, all Counties, Fiscal Year 2007-2008
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See Table8 for all diagnosis of clients served, and Figure 16 for the diagnosis reported for nearly
70% of African American clients served during fiscal year 2007-2008.

Table 8: California De partment of Mental Health Client and Service Information (CSI)
System of Total Unduplicated Count of Clients Served by Diagnosis in Rank Order by Race
for All Modes of Services, All Counties, Fiscal Year 2007-2008

[#]
» ‘%.;is 7 {3?*
nﬁ- ‘%"z"‘ %w ‘%?F Qﬁ; %0'
e o [ v

Two Diagnosis 200,625 s1sa0| e1a78| 07| 9235 5,998
Depressive Disorders 97129 3094a] 32371 13985 5,036 1,407 6,071
More than two Diagnosis 76,333| 3amon| 084 13,014 2057 2093 1,649
Schizophrenia 45_956| 18,989 9,741 9345 497 1055 595 2,11
Mo Diagnosis 43881 11709 11,799 sar| 147 1009 1,759 7,718
Bipolar Disorders wses| 0002 oos| eom| 1sm| o3| 76| 38| 148] 3204
Adjustment Disorders 38,717 9681 16754 5633 143 1179 247 797 160| 2,634
Disruptive Behavioral Disorders 77 447 3397 11,754 44m 651 572 472 94 69 1,m7
Pzychological Disorders (not Schizophrenia) 18,695] 5388 4479 4,800 1419 494 171 108 97| 1,742
Substance Related Disorders 18697 5s36] aom| aso| 2|  oes| 16|l w2 0] 30m0f
Attention Deficit Disorder 18,550 5,192 7,346 3,70 434 399 407 94 53| 924
Other Anxiety Disorders 16,067 5,345 6,277 1,452 710) 523 250) 179 54 1,787
Post Traumatic Stress Disorder 10,707 2 674 3,510 1751 1,702 .'ml M5 a0 85 775
Other Disorders Childhood Diagnosis 10,607 2 347 4,679 1,718 453| 495| 49 56 34 571
Other Conditions 5,163 1558] 1,689 ml 277 141 59 27 9 515
Cognitive Disorders 1.1"9ﬁl 576 193 paul 81 41 27 6 6| 157
Unspecified Diagnosis (Non-Psychotic) 50| 237 177 128| M 16 14 6 2 51
Perzonality Disorders 404 212 78 51 10 4 | 2 p 39

Total| 671343| 2416100 205957| 111373] 3s193] 16393] 13418 482 2970 40567

Source: California Department of Mental Health, data reported as of March 17, 2011; data report created by

Alicia Van Hoy, Research Analyst Il on April 12, 2011.

1The Asian category contains dl Asian Indian, Cambodian, Chinese, Hmong, Filipino, Japanese, Korean, Laotian, Mein, and
Vietnamese clients. A small percentage of other Asian races may be included in the Pacific Islander category due to historic
collection methods.
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California Mental Health Diagnos es
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Source: California Department of Mental Health, data reported as of March 17, 2011; data report created by
Alicia Van Hoy, Research Analyst Il on April 12, 2011.

Figure 16: California De partment of Me ntal Health Client and Service Information (CSl)
System Percent of African Americans within the Total Unduplicated Count of African
American Clients Served by Top Six Diagnosis in Rank Order for All Modes of Services, all
Counties, Fiscal Year 2007-2008

M ental Health in People of African Ancestry in California

How do African Americans use the mental health system in California ?

The best source of mental health service usagas the California DMH Client and Services
Information (CSI) System, which collects data related to mental health clients and services
received at the county level (DMH, CSI, 2011). Service providers are required to report data
monthly. According to the CSI description at the online database, abasic principle of the CSI
system is that it reflects both Medi-Cal and non-Medi-Cal clients, and services provided in the
County/City/Mental Health Plan program. This includes all providers whose legal entities are
reported to the County Cost Report under the treatment program.
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In county -staffed providers, all clients and services must be reported. In contract providers,
those clients and services provided under the contract with the county mental health program
must be reported. Clients to be reported to the CSI system are persons with Medi -Cal eligibility ;
persons who are medically indigent ; persons with private insurance, Civilian Health and
Medical Program of the Uniformed Services (CHAMPUS), Medicare, and Healthy Families
Program; persons having Uniform Method for Determining Ability to Pay (UMDAP) liability;
and, persons receiving any public funds to pay for all or part of their services .

In California, mental health service usage is reflected in the retention and penetration rate s. The
penetration rate is a comparison of total clients versus an estimate of the prevalence of people
with serious mental illness and serious emotional disturbance (CDMH, 2011). Prevalence is the
total of all existing clients as reported under the CSI retention data. California statistics in 1997
to 1998 showed that Blacks comprised 15.66% of all unduplicated mental health clients, behind
Hispanics at 19.52%and Whites at 52%,(CDMH, 2011). However, the penetration rate, showed
Blacks at 2.66%, Whites, 1.18% and Hispanics, 0.73%ln California during 2007 to 2008, the
reported penetration rates for African Americans was 86.51%, Whites 73.71%, Asian/Pacific
Islanders 49.48%, Native Americans 41.06%, and Latinos 26.77% (CDMH, 2011). One might
draw an erroneous conclusion, and think that African Americans in Calif ornia have
significantly improved in using the mental health system and do not need any specific PEI. A
mor e careful examination will reveal this is not the case.

According to the California DMH, of the estimated three million residents that had a serious
emotional disturbance or serious mental illness in 2004 , only 20% were served through county
mental health departments. This did not include people experiencing less severe mental health
conditions. For California Fiscal Year 20052006(CDMH, 2011), the total number of African
American clients served in county mental health programs was 103,220; 15.7% of the total
clients seen. Ofthe 103,220 clients servedthe number of African American clients receiving day
services was 19.1% (13,218); number receivingnpatient services was 14.8% (6,414).

0ol have been in the mental health system sin
not being seen. When | go in | make sure | am seen, and somebody is going to take care of my
needs, o0inlg ahmdtclliamae until |l am seen. o

Inter -depth Interview: Charlyne: 54 year old Black
female, diagnosed bipolar, Los Angeles County Skid
Row resident

Ojedea & McGuire (2006) examined the relationship between race/ethnicity and outpatient
mental health service use, controlling for socio-demographic, health status, insurance, and
geographic characteristics, focusing on Latinos and African Americans. Latinas and African
American women and men exhibited low use of outpatient mental health services. Similar
results were observed in an insured subsample. Service use by minorities was more affected by
financial and social barriers (e.g., stigma). No gender differences were observed in selfreported
barriers to care.
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The RFP for the CRDP project requred documenting demonstrated disparit ies, population data
and information. The lack of readily available California specific data on the African American
population distorts the understanding of the reality of mental health problems. Very specific
data reports requestedin April 2011 from the DMH on African American diagnosis and the

type of care received was not available. Limited data on the CSlwebsite related to the number
of clients served for fiscal year 2007-2008 by type of services were inconsistentwith the actual
number of clients served based on data reports generated by DMH in April 2011 ; see Table 4
compared to Table 8. The DMH CSI system is currently under revision and update. Data in this
report was obtained from the CSI as of April 2011.

Inconsistent data reporting does not provide a clear view of how the African American
population has been served and the type of services received.For example, Table 8 representing
fiscal year 20072008total number of clients served by number of services taken from data on
the CSlwebsite, as of April 2011, has a total number of services received by African Americans
at 67,287 Generated data reports from the DMH at the time of this report (April 12, 2011) for the
fiscal year 2007#2008identifie d that 111,373 African Americans were served, a variance of 55,914
service units (nearly one half of the actual population served). Data reporting lag time could
certainly account for this variance. Nevertheless, the available data could misrepresent the
reality. To understand the mental health problems of African Americans it is imperative that

data collected and reported on the population provide information about how the system is

being used and what mental health conditions are being presented, thus giving directio n into
what must be prevented or where early detection efforts must be targeted.

In the California DMH, p revalence of mental health conditions is a critical factor in determining
underutilization or over utilization of services , as well as identifying po ints of target specific
approaches for PEL SeeTable 7, for the current prevalence of specific mental health conditions
reported by the California DMH for services received by African Americans . No other
prevalence data regarding service types were available from DMH at the time of this report.
However , we believe this is grossunderserving the needs of the population because many
people of African ancestry stay away from mental health service providers (Ojedea & McGuire,
2009.

A critical approach for PEI efforts is to identify at risk African Americans for developing mental
health disorders. A large share of people reporting symptoms stay away from community
mental health centers altogether, but goesin for primary care (Davis, 2011). Successful PEI
activities will require integrating with primary care providers .
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Mental Health Disparities for African American Consumers in Los Angeles County:
Community Psychiatristds Perspecti:

by

Curley L. Bonds, MD
Medical Director, Didi Hirsch Mental Health &vices
Chair, Department of Psychiatry and Human Behay®harles Drew University of Medicine and Sciences
Clinical Professor of Psychiatry, University of California, Los Angeles

African Americans who seek mental health services in Los Angeles County experience
significant challenges. The difficulties that they face arise from a variety of sources that include,
but are not limited to , socioeconomic disparities that make access to care difficult, a lack of
culturally congruent providers, and long held cul tural beliefs that inhibit them from openly
acknowledging mental health difficulties. Often when they do receive help, it comes later in the
course of illness and frequently when things have already reached a crisis point. All too often,
these episodes resilt in their involvement in the criminal justice system where they are an over
represented group.

Access to Affordable Services

Traditionally , African Americans are perceived as being overrepresented statistically as a group
compared to their overall popu lation numbers among those who receive services in safetynet
settings. This data may be distorted since it fails to take into account the high level of
unreported and undiagnosed chronic mental health and substance abuse problems among this
population. Ex ceptionally high rates of violence, poverty, community disorganization and racial
discrimination contribute to higher rates of mental distress among African Americans compared
to other minority groups in urban Los Angeles (DHHS, 2001)! Recent2011 Califoia budget
cuts in state and local funding for indigent care have led many directly operated county clinics
and contracted agencies to reduce the number of available slots for treating those who lack any
resources or funding.

The result has been overcrowding of psychiatric emergency rooms and long waits for both
inpatient and outpatient services. Only those with the most severe circumstances that involve
imminent safety risks are addressed immediately. Several smaller agencies that depend on
county funding have experienced reductions in workforce and some have closed as a result of
the realignment of services and associated operating costs required to adapt to funding streams
associated with the Mental Health Services Act (MHSA).

The stakeholder processthat determines which new services will be funded requires
communities to be organized and cohesive with clear advocacy goals. Unfortunately, the
diversity within the African American and African communities within Los Angeles have made
it difficult for this group to develop a strategic plan or consensus around which services are
most important to pursue.
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Culturally Congruent Services

Most studies have shown that individuals are often more comfortable seeking services from
someone with whom they share a racial or cultural background. For African American
consumers, only a limited number of mental health clinicians meet this expectation. Nationally,
the percentage of psychiatrists, psychologists and social workers who are African American is
low (2-4% according to most studies), and Los Angeles County is no exception.

This affects all African Ameri can consumersdo ab
regardless of where they go for care. Safetynet hospitals and clinics that treat indigent patients

have a limited number of African American professionals. African American providers who

enter private practice often do not take public or even private insurances since the competitive

economic climate in Los Angeles encourages seHpay. Often they treat a diverse clientele and

their practices may not be in areas that are easily accessible to African American patients.

Local training programs for psychiatrists do not have a strong history of recruiting or retaining
African American physicians. One exceptio n were the residency programs affiliated with
Charles Drew Unive rsity and Martin Luther King, Jr. Hospital (one of the 4 Historically Black
Medical Schools) which graduate up to 7 psychiatrists per year, often of African ancestry. The
vast majority of the se physicians chose to remain in Los Angeles after training to provide
services in the communities surrounding South Los Angeles. The closure of the hospital and
subsequently the residency program resulted in a loss of 36% of residency training spots
sponsored by historically Black medical schools in the United States and a much greater
negative impact on the percentage of minority psychiatrists working in the urban areas of Los
Angeles County. ii

Faculty composition at local medical schools also does not reflect the diversity of the
community, and several local academic psychiatry departments have no African American
psychiatrists on their teaching faculties. Medical school and psychiatry residency training
curricula often do not include critical informatio n about differential responses to
pharmacotherapy in African American patients since non -minority faculty are often unaware of
and not invested in disseminating this information.

The number of local research faculty of African American or African descent is woefully
inadequate. This deficiency is reflected in the relatively limited amount of research underway to
address the special needs of African Americans with mental health problems. Loan repayment
programs that target urban communities and underreprese nted minority providers are one way
to increase the number of service providers equipped to serve African American consumers.
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Stigma

Negative attitudes and beliefs about mental illness and general prohibitions about verbalizing
mental health problems for fear that this will be perceived as weakness or lazinessis pervasive
in the African American community. This area has been well documented, but successful
interventions have demonstrated some effectiveness in reaching beyond this barrier. Black
Barbershop and Beauty Shop Outreach Programs are good examples of culturally specific
programs focused on education and engagement of African American consumers around areas
of general health. But, they have not always had sufficient volunteers to address mental health
issues. Faith based outreach programs have also proven effective through health fairs and
breakfast meetings for pastors, but members of the religious community continue to report that
they have difficulty linking members of their congregations to mental health services that meet
their needs. Community education about available resources is needed to reduce the impact of
stigma in the local African American community.

Criminal Justice Involvement

African American consumers in Los Angeles County ar e more likely than others to have their
first episode of mental health treatment occur through the criminal justice system rather than
through more appropriate therapeutic venues. One contributor to this problem is the lack of
readily accessible emergencymental health interventions in underserved communities and a
tendency for police officers to respond to 911 calls rather than Psychiatric Mobile Response
Teams (PMRT) with trained mental health personnel performing a thorough assessment. When
mental health problems co-exist with substance abuse issues, criminal behavior is a common
current that generally trumps health treatment when transportation decisions are made.

The populations of mentally ill inmates receiving services at Twin Towers Correctional Fac ility
in Los Angeles are overwhelmingly Black and Latino with the largest collection of inmates

being from geographic service areas in the Black Community. Reviews of their service treatment
records often indicate that they receive more mental health services while incarcerated than
they do while they are in the community. Unfortunately, this cycle of recidivism results in

repeat arrests for minor infractions once a criminal record is established. Their re-entry into the
community is hampered by the lack of housing, employment and also easily accessible mental
health treatment. In addition, because of their inability to comply with rules and to advocate for
themselves as a result of being very symptomatic they often end up spending longer in custody
than those who do not have mental illness.

Training programs to educate custody staff and community patrol officers that go beyond the
minimal education that they currently receive can help to reduce incarceration among this
group and by preventing the cycle from ever starting. Non -violent offenders should be steered
clear of institutional containment and sent instead to court ordered treatment programs. The
Sequential Intercept Modekeveloped by Mark Munetz and Patricia Griffin  (year) can be used to
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direct commu nity leaders to points of intervention so that the burden of imprisonment can be
reduced.

Overall, African Americans consumers with mental iliness face many challenges in receiving
mental health treatment comparable to their peers. These disparities alsoextend to physical
health, but in this area, more research exists to point to genetic vulnerabilities and acceptable
treatment interventions. For instance, we know a great deal about the origins, identification and
treatment of hypertension in Blacks than we do about schizophrenia in the same population.
Nevertheless, the risk factors of poverty, stress and bias can be balanced by the many strengths
that African Americans posses as a group. Leveraging the positive traditions of strong faith
based values andcommunity participation may help to lead us to clues about how to design

and implement successful programs and interventions for African Americans throughout L os
Angeles County.
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African American Population Report

What service units are recorded in the CSI database for actual mental healt h clients served?

Table 9 identifies for fiscal year 2007-2008, all services provided by ethnicity ; Table 10 contains a
description of th e service catgories. NOTE: At the time of this report, data in Table 8 for clients
served by number of services was the only current data available from CSI.

Table 9: California De partment of Mental Health Client and Service Information (CSI)
System Total Number of Clients Served by Number of Services, by Ethnicity All Counties,
Fiscal Year 20(0r-2008

Ethnicity 24-Hour 1-Day 2-4 Days 5-15 Days | Greater than 15- Total
_Inpatient ~ Outpatient | of Service of Service  Days of Service
White 1,812 40,624 44,062 60,086 57,665 204,249
Hispanic 768 31,630 34,100f 43,858 40,027 150,383
African American 694 15,617 16,875 17,898 16,205 67,287
Asian/Pacific Islander 152 4,873 6,472 11,018 7,961 30,476
Native American 18 746 914 1,188 1,202 4,068
Other 625 16,350/ 18,708 23,670 19,994 79,347
Total 4,069 109,840 121,131| 157,718 143,054 535,812

Source: California Health and Human Servic es, Department of Mental Health, Data Management and Analysis Section, CSI
Report, retention data as of June 8, 2010

Table 10: California De partment of Mental Health Client and Service Information (CSI)
System Description for Service Category, Fiscal Year2007-2008

24-Hour Services

Hospital Inpatient

Day Services
Crisis Stabilization -Emergency Room

Outpatient Services
Case Management Brokerage-Collateral

Hospital Administrative Day

Crisis Stabilization -Urgent Care

Professional Inpatient Visit -Collateral

Psychiatric H ealth Facility

Vocational Services

Mental Health Services (MHS)

SNF Intensive

Socialization

Professional Inpatient Visit -MHS

IMD Basic (no Patch)

SNF Augmentation

Medication Support (MS)

IMD With a Patch

Day Treatment Intensive -Half Day

Professional Inpatient Visit -MS

Adult Crisis Residential

Day Treatment Intensive -Full Day

Crisis Intervention -(Cl)

Jail Inpatient

Day Rehabilitation -Half Day

Professional Inpatient Visit -ClI

Residential -Other

Adult Residentia |
Semi-Supervised Living
Independent Living

Mental Health Rehab Center

Day Rehabilitation -Full Day

Source: California Health and Human Services, Department of Mental Health, Data Management and Analysis Section,
CSI Report, retention data as of June 8, 2010

Althoug h African American clients are counted as being served, questions that need to be
answeredare,0 What i s t he act uWhatisgthe mental@re behavioral health d ?
wellness status of the African American population in California , weather servedin the
DMH/or private service providers, or if they are not served at all ? &Vellness indicators provide
a more appropriate insight into the outcome impact and success of mental health services and
the wellness condition of African Americans. This informati on is extremely relevant and critical
to PEI strategies, programs and services that need to be provided.To obtain wellness indicator
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data is beyond the scope of the CRDP projectUnderstanding the mental health status of

African Americans currently in the California DMH system will provide insight into the

recommendations needed for PEI services. One key factor is to understand from the perspective

of people of African ancestryin California, 0 What does good memobrdefrto heal t
prevent and int ervene early in a deteriorating condition , and to recognize and understand

warning signs, there must be an understanding as to what is considered good or balanced

mental health for African Americans .

Similarly, t o effectively target PEI efforts, a greater question needs to be answeredd0 How ar e
popul ati on ne e #dlavddwetidentifynthosecatineeal? And, who and where should

PEI efforts be directed and targeted?Traditional target populations are high risk individuals

such asthe homeless, childrenin foster care, formerly incarcerated, and people exposed to

violence (DHHS, 2001).What about those who are not a part of high-risk populations? Early

detection is essential for appropriate access and intervention. To forecastthe number of African

Ameri cansto reach, there must be a real assessment of the needlhe question remains, 0 Hw

aret he ment al health needs of the African Amer i c:

-As reported by the DMH , service outcome datawas not available as of April 12, 2011.
Population specific service data may be available by the end of 2011.
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Determining Mental Health Needs of Blacks in California

A Kaiser Foundation (2007) report indicated that Black/ African American families in California
have about three or more members. Unfortunately , most African American children grow up in
one parent homes. African Americans are relatively poor with about 22% having incomes below
the poverty line. Many African Americans live in poor neighborhoods, among other African
Americans who are poor. Other factors such as economics, chronic health problems, foster care,
incarceration and psychiatric assessments provide a perspective to better understanding the
mental health needs of Blacks.

Economics: According to the 2005-2007 American Community Survey (Census Bureau,
in 2007 California had approximately 2.3 million African American residents. During this same
time, the median household income was $41,748, of which 17.1% of the families lived in
generational and situational poverty. The highest poverty rates among Black families in
California are female householders with no husband (28.9%) and female householders with no
husband and with children under 18 years old (35.3%). But, the greatest poverty rate (37.7%)
was in female householders with no husband, and children under 5 years old.

A major report, State of Black Californi007), commissioned by the California Legislative Black
Caucusreveakda oObri ef 6 snapshot of the African Amer i
to Whites and other ethnic and racial groups. The report illuminates the social and economic

status of Blacks in California by using an Equality Index (Table 11). The Equality Index uses a

single index to measure overall well being in areas such as economic, housing, health

education, criminal justice and civic engagement outcomes. Whites are baseline with a constant

index of 1.00. A score less than 1.00 indicate the group is doing poorly relative to the Index

The results indicated that Blacks in California are fare worst than Whites across all indices

except civic participation. The dvic engagement index measured (1) armed services

participation, (2) union representation (membership), and (3) English fluency.

Table 11: Results of State of Black California Equality Inde  x

Index Score
Overall Equality 0.69
Economic 0.59
Housing 0.66
Health 0.68
Education 0.69
Criminal Justice 0.68
Civic Participation 1.30

Source: The State of Black CaliforniA Report from The California Legislative Black Caucu s.
Sacramento, CA: California Legislative Black Caucus, 2007.

Chronic Health Problems: The consequences of higher mental health prevalence rates
among African Americans also have a direct relationship to poorer overall health ; overall health
and mental health are co-occurring . African Americans are persistently overrepresented in all
leading preventable health problems (CDC, 2011) such as heart disease, cancer, stroké-igure
17), HIV/AIDS, infant deaths (Figure 18), respiratory disease, and autoimmune conditions such
as arthritis and lupus, to name a few. Measurement of ap o p u | a health stafus is reflected in
its infant death rates (WHO, 2008.

Page 54 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

Leading Causes of Death, United States
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Figure 17:U.S. Leading Causes of Death by Major Ethnic Groups, 2006
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Figure 18:U.S. Infant Death Ratesby Major Ethnic Groups, 2006
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Unfortunately, the infant death rate for African Americans continues to be the highest in the
nation (Figure 18). The African American infant death rate (Figure 1 9) in California is two times
that of other ethnic populations , except for Pacific Islanders and Native Americans. In
Californiads Bl ac k earlpdll afthe tarfieted dotnties Had degtherates pvern
two times the California rates for all races/ethnicities (Figure 20).

California Infant Deaths
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Source: State of California, Department of Public Health, 2007 Birth Cohort Files; 2011

Figure 19: California Infant Death Ratesby Major Ethnic G roups, 2007

Statewide Black Infant Mortality Rate, 12.7

19.4

Rates per 1,000 Live Births

*Rates not shown for <5 deaths Rates based on maternal county of residence . Race/ethnicity for those listing 2 or more is first one listed.
Data Source: CA Birth and Death Statistical Master Files, 2000 -2002

Figure 20:California African American Infant Death Ratesby Black Infant Health Project
Counties, 2000-2002
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People of African ancestry are also more likely to develop critical and chronic health problems,
and less likely to receive care than persons from other ethnic/racial groups (DHHS, 2011).
Additionally, African Americans have been disproportionately affected by discriminatory social
policies, the HIV/AIDS epidemic, substance use disorders, arrests, unfair sentencing practices
and imprisonment. With the sepoor disparate outcomesas well as mary others, the U.S. life
expectancy at birth for Blacks is 73.2 yearsfive years shorter than Whites (78.2 years) [DHHS,
2010]. When comparing male and female life expectancy, the differences aresix years between
males, and four years between females, se Figure 21 (data only reported by Black/White) .
Need data on California 0 bfe expectancy by gender and by ethnicity é

Life Expectancy, United States

“ | | |

White Female | | | | 80.6
Black Female J)76.5

White Male | 75.7

Black Male ) |69.7

2 . . . .
60 65 70 75 80 85
AgeinYears

Source:CDC/NCHS National Vital Sta tistics Reports, 2010

Figure 21:U.S. Life Expectancy at Birth by Age, Gender and Ethnicity, 2006

According to a 2007 report from the Public Policy Institute of California, California Counts Death
in the Golden Statethere have been no significant or sustained reductions in the gap between
African Americans and Whites since the end of World War Il ( WWII). As an example, people of
African ancestry, in California are less than 7% of the state population, however:

® They are 40% of Californiads 283,000 felons

® African American men have alife expectancy of seven (7) years less thanVhite men

o African American womenare 6 0 % o f Californiads new or

L African American wom en are 20 times more likely to be diagnosed with HIV/AIDS in
comparison to their White counterpart
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® African American children (0 818) accountforbear l ' y) 39% of Cal i forni
vulnerable population, foster youth (in out -of-home placement)

® African American males are three (3) times more likely to experience negative disciplinary
actions (detention, suspension and expulsion) in high school, in comparison to all other
racial or ethnic groups, or their White counterpart

° African American infant mortality at 12.4 per 1,000 live births is twice as much for all
racial/ethnic groups, and nearly three times that of Whites in 2007

Foster Care: The National Survey of Child and A dolescent Well-being: One Year n
Foster Care Report (DHHS, 2001)indicates that 25% of foster children have physical and mental
health problems, as well as fall below the norm in cognitive skills, language development,
behavioral problems, and academic achievement. In California, nearly 500,000 childreneach
year encounter the child welfare officials through reports of suspected child abu se or neglect, of
which 75% (on July 1, 2008) were African American, Latino, and Asian'Pacific Islander (Reed &
Karpilow, 2009). All foster children are required to have a mental health screening. However,
according to Reed and Karpilow (2009), California lacks a universal process to ensure that all
foster children are screened, diagnosedand referred to a broad range of mental health services,
including early intervention. Findings of the California Child and Family Services Review
Statewide Assessment CDSS,2007)identified that only 60% of foster children were screened
and, of those who needed services, only 65%received them. The DMH provides services
through the Early Periodic Screening, Diagnosis, and Treatment (EPSDT) program to children
and youth who are in the foster care system. (Need to update related to current restructure)

According to Reed and Karpilow (2009) African American children in the California foster care
system are:

° More likely to have longer stays in out -of-home care

° Less likely to reunify than any other group

° From low -income African American families with few res ources and inadequate
support services to help keep families stable and children safely at home

° Are brought to the system because of several contributing factors, such as racial
bias, cultural misunderstandings, and distrust between child welfare workers and
families

° Experiencing difficulty in finding appropriate permanent homes

° Have longer stays in foster care

Children and youth of African ancestry in foster care have beenexposed to violence, abuse and
neglect, substandard limited and limiting environm ents, homelessness, crime, and perpetual
stress. Stressful living conditions predispose to many health conditions such as mental illness.
In the United States, African Americans make up approximately 40% of homeless populations,
and nearly, 40% of juveniles in legal custody are African Americans (DHHS, 2009).
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Incarceration: In 2003, d the 159,654 prisoners in California, 47,819 (30%)vere African
American, including 3,030 women, yet African Americans represent ed less than7% of
Cal i for ni ad(GADem of Cdrractionsy 2003). These barriers create collateral
consequences for their children and families and clearly intensify the health disparities already,
historically evident throughout Black America (Iguchi, Bell, Ramchand, & Fain, 2005)
Addit ionally, if we consider that in 2001, homicide was the number one cause of death for
Blacks between the ages of 15 and 34 and the raciand psychological dynamic implications of
homicide, then we must conclude that the disparities in mental health merits every concern as
its impact is deep and painful. By the end of June 2005, there were over 2.1 million people
incarcerated in jails and prisons in the United States. Of those, 548,300 were African American
males between the ages of 20 and 39, creating desating obstacles for their families, children
and communities; including high unemployment, disenfranchisement, trauma, poor health,
mental illness, limited housing options, poverty and stigmatization.

The Center for Nonviolence and Social Justice (Edley & Ruiz de Velasco, 2010 examined
whether the institution engaged with boys and young men of color are being responsive to
those who have experienced trauma. Their analysisrevealed three key findings:

Key Finding #1: Trauma is seldom explored by the array of systems (schools, juvenile
justice, courts, health care, mental health assigned to help boys and young men of color.

Key Finding #2: Those institutions often take a punitive rather healing approach to these
young men, interpreting their symptoms a s a sign that they are delinquents or sociopaths
rather than a sign of both physical and emotional traumatic injury.

Key Finding #3: There is a best practice the Sanctuary Mode(2010, that allows
institutions that engage with boys and young men of color to change their organizational
culture in a way that will allow them to best respond to their psychologically and socially
traumatic experiences.

The SanctuaryModelrepresentsa trauma-informed method for creating or changing an
organizational culture i n order to more effectively provide a cohesive context within which
healing psychological and social traumatic experiencescan be addressed.

Psychiatric Assessment: Psychiatric assessments of the mental health problems in
African Americans are a part of th e problem that leads to disparate outcomes. The traditional
mental health model that exists in the United States is based on a linear, western model of
symptom identification that involves the observation of a cluster of behaviors, called symptoms
that are outlined by majority culture experts. The DSM -IV contains disease categories that are
identified primarily by the cliniciands observa
study of mental health outcomes generally focused on symptom reduction o r symptom
management, without being informed by the body of research that clearly connects etiology
with a number of risk factors. These risk factors are overlooked as targets for treatment and
proactive prevention. Outcomes from this tradition shed no | ight on mental health disparities
and subsequent treatment needs ofpeople of African ancestry because they are not informed by
indigenous frameworks that are congruent with African -centered world views about health,
mental health and successful functioning when one cultural group is surrounded by a majority
culture group with a different world view. Specifically, they are based on a model of
disease/cure, rather than one of wound/heal.
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Psychosocial assessments do not identify imbalances between mentalphysical, social and

spiritual dimensions of living. They rarely track outcomes related to bio -psychosocial

functioning. As globalization continues, there are those who have called for an examination of

the western concept of mental health, versus thoseconcepts around the globe that relate to a
personds or groupbds successful functioning in |
for African Americans does not assess the consumer's definition of mental health or optimal

functioni ng. Instead, theassignment of a diagnosis by those trained only in majority culture
assessments leads to a plan for symptom management with no awareness of research data that
supports inclusion of family and community in the healing process.

oNational | mad Health (NiMEl)gesearfch dives not get used to help people as
mental health professionals rarely usé it
Dr. Carl C. Bell, 2011

Treatment approaches rarely examine environmental difficulties or the fit between the person
and their interpersonal and social context. Neither do they provide a holistic, cross cultural
approach that addresses the power and race differentials between provider and consumer, or
the fit between consumer and family, and family and community. In addition, the impact of
physical health is ignored. For example, lowered life expectancies lead to premature losses, less
transfer of wealth between generations, and the early onset of chronic disease that leads to
depression. The overall physical health of African Americans is not in cluded as a target area for
mental health treatment, neither is the mental health of family members, or the level of burden
that may come from the overall health and well -being of the extended family.

Other risk factors such as criminality, economic disp arities, educational disparities, drug
involvement, gang involvement, and sexually risky behavior are noted in psychosocial
assessments, but rarely become a target for change that is weighted equally with observed
symptoms. A person's perception of discri mination and unfair treatment is also incidental
when it comes to symptom and behavior management.
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Summary of Disparity Data

The mental health disparity data presented must be properly interpre ted relative to population
size compared across populations. In California, African Americans are 6.3% of the population
but account for the same percent of mental health disorders as the two largest populations (e.g.
Whites and Latinos) in the State.As a collective, African Americans are thethird highest served
group in the system based on actual numbers of persons counted as using the systemBased on
this fact alone (that reported data for Blacks is the same as the majority population), all of the
disparity data reported indicates that the Black population is in CRISIS.

But, data is missing that woul dandtheaactuaflgvelbfow 0 p e
care received and the sever intensity of the ciisis. From the perspective of African American

clients in the DMH system, many indicate they register at the clinic to be seen;and someone

often comesto take basic background information, but does not see them to assess the mental

health issues or concerns. It is believed the person is then counted as using the system. Byto

African Americans theservicei s only o0counting bodiesd not pr o\
according to clients, diagnoses are not accurate and disparity data comparisons are suspectnd

not to be trusted as an accurate source of how African Americans truly receive services and how

they are treated in the mental health system.

Further, it is the perception of Blacks that prevention and early intervention efforts should not
be based on the current data collected by the DMH, because it is inaccurate and does not
properly reflect the needs of the population.

OMent al health is not really avail abl e i nthealientis mel y ma
saying about how they feel and what the mdmlevwlafti on i s
mentalh eal t h p e ang toaducbree¢ tiemé assessment of people in their

In-depth Interview: Charlyne, 54 year old Black female, Skid RowLos
Angeles resident: Diagnosed bipolar disorder

0The majority of Blacusi deet gbied. dndi agnosed and
Consumer, Client, Client Family Member Survey : Sherman Blackwell,
Board of Directors, NAMI California, 61lyear old father of an
institutionalized son with developmental disabilitie s, and another son
diagnosed bipolar schizoid

etborlehgd, and they send us to jail, 6écause Bl ac
rent level .6
FG: Marie, 66 year old female, The Children of Promise, Sacramento

OFirst, the medical fi el dhelm &heed geoptecomb fanintakepwhetheraactildos t o
adult, the protocol needs to include follap. There needs to be an assessment and proper diagnosis. One size does
not fit all. People are told to take medication, continue on the treatment plar,doesinot work. Clients are told to
keep on the plan for 12months. o6

In-depth Interview: Beverly Earl, 58 year old female Executive Director

Catholic Charities, San Bernardino County

More data is needed to determine what type of services African American s receive andtheir
outcomes. How does this disparity data inform PEI? What level of mental iliness in the African
American population wilthe MHSA initiative usefor PEI? What is the target number of African
Americans that need to be reached by effortteuthe MHSA initiative? What types of conditions need
to be avoided? And, where are the African Americans to be redohed#ollowing section of this
report we will discuss African American mental health problems from an historical context.
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B.2. Historical Context

While this historical view will not be comprehensive, the intent is to acknowledge the beginning
struggles of African people in America and its impact on mental and behavioral health;
howbeit, its impact on total overall health and well b eing. Starting with the European conquest,
African people have been an integral part of the American society. Unfortunately, the first
encounters are a legacy of slavery. This is an unpleasant, nevertheless real factt is impossible
to understand PEI mental and behavioral health needs, the perspective of the population, and
what help people of African ancestry living in California need, unless there is clear unbiased
exploration of past history.

Culture : African American sand all people of African ancestry lives are grounded in both
environmental conditions and a complex structure of cultural precepts, virtues, values, customs,
themes, and prerequisites. Traditional cultural values alone consist of respect for elders, race
pride, collective responsibil ity, restraint, spiritual devotion, reciprocity, patience, cognitive
flexibility, courage, resilience, defiance, integrity, self -mastery, persistence, and productivity.
The complete set of cultural components results in over 54 distinct yet interrelated i deas and
beliefs that serve as the CRUCIAL (more often than not disregarded and misunderstood)
African American cultural template (Table 12).

Table 12. Key Components of African American Culture (under development )
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0l personal |l y n ereringtoeét pp from the rdenthl helltn departiment. With my problem
| dve had si nwenttolathesspistallde didhvaslgide me medicatiomeed to have a good
assessment of the probldram not getting the help | ne€d.
In-depth Irterview: Paris Jonell Warr, 29 year old femaiental
hedth client, San Francisco

Unmet Mental Health Needs of People of African _ Ancestry : Throughout America, there
is seemly a lack of recognition that there is African American culture , or a misunderstanding of
African American culture . The lack of understanding Blacks in America has created adeficit of
unmet needs, especially in mental health. Ignoring African American culture is relative to how
individuals are socialized and the exchange of knowledge about the population. For example,
western training of psychotherapists focuseson self as the basis of identity. This orientation
may not reflect the sense that individuals of African ancestry have of being connected to and
with a more communal sense of self through family and community identities (Akinyela, 2005).
Psychoanalysis (and psychiatry) is the only form of psychic healing that attempts to cure people
by detaching them from society and relationships. All other forms & shamanism, faith healing,
prayerd bring the community into the healing process; indeed use the interdependence of
patient and others as the central mechanism in the healing process. Modern psychiatry isolates
the troubled individual from the currents of emotional interdependence and deals with the
trouble by distancing from it and manipulating it through intellectual/verbal discussion,
interpretation, and analysis (Vernoff, et al., 1981).

Many African Americans at highest risk fail to access health services, because they feel tle
services offered are not relevant to their experience(Davis, 201]). Other issues are no insurance
coverage for psychiatric care, and some people make too much money (the working poor), yet
they do not qualify to use the public system. Consumers should be encouraged to participate in
all aspects of treatment planning; being empowered to exercise personal judgment and
responsibility to make informed decisions about their service options whenever possible.

African Americans enter treatment with multiple pr oblems. People with dual diagnosis of
alcohol or other drug addictions and mental illness should be treated concurrently; likewise,
people assessed with HIV/AIDS or other infectious diseases should receive treatment,
counseling and education to improve health outcomes and reduce preventable harm and
potential risk to others. Since race plays an integral part in the lives of African Americans,
consumer concerns and/or anxieties related to race should not be overlooked. Socio-economic
circumstances, historically linked to class and race disadvantages are a critical factor, elevating a
host of risk factors, institutional distrust, a
Dependency and the African American).

Enslaved Africans: Enslaved Africans experienced an almost total loss of their
languages, cultures, kinship bonds, religion, and family functions. This social condition was
extremely traumatic, especially since the losses were against the will of the affected people. The
intent was to keep the enslaved people in a submissive state by force and fear. An entire system
was created to reinforce the subjection of the enslaved African people. This was a conscious
effort to destroy the intrinsic sense of self. Oppressive systems to keep a group of people unde
the control of a dominate group is called racism. Murray (1998) in her article on Racism and
Mental Healthprovides a clear distention between racism, prejudice, and discrimination.
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OPrejudice is a type of attirsofsomesoapegmoeps;al |y nega
discrimination refers to unfair or unjust actions toward those individuals. Racism refers to more than
attitudes and behaviors of individuals; it is tinstitutionalization of that attitude(Murray, 1996, p

345) . 0

Research suppats the case that African Americans in general, including those who are doing
well, have been significantly impacted by the legacy of slavery, and the pain and struggle that
followed (DeGruy -Leary, 2005) Leary argues that understanding the degree to which the
current cultural disparities in health and social circumstance are related to maladaptive lifestyle
behaviors associated with the intergenerational trauma of slavery is necessary for the healing
process.Overt and subtle forms of racism have damaged the collective African American
psyche, which the harm is manifested through poor mental and physical health, family and
relationship dysfunction, and self -destructive impulses. While it may not tell the whole story, it
helps to explain the high rates of heart disease, HIV/AIDS, hypertension, obesity, crime ,
substance abuse and other maladaptive behaviors.

OAfrican Americans have unwittingly adopted habi
eat, what we believe about health and health bave we manage interpersonal conflict and even how we
behave sexually. No cursory view of African Amer
(DeGury-Leary, 2005, pl47).6

Racism: Camara Jones, a family physician(MD) with a PhD in ep idemiology, is the
Research Director on Social Determinants of Health and Equity at the Centers for Disease
Control and Prevention (CDC) in Atlanta, Georgia. Dr. Joneshas developed a framework for
understanding racism on three levels (Jones 200Q ¢ institutionalized, personally mediated, and
internalized. This framework helps to develop measures of racism to impact health and well -
being and to provide insight into the root causes of perpetual disparate health outcomes for
African Americans. Jonesproposes that segregating practices like racism, sexism, and capitalism
creates an environment where one group succeeds and another struggles causing continual
stress Research(Brondolo et al., 2009;Dailey, 2008; Jones, 2009;aVeist, 2002 Williams &
Mohammed, 2009) indicates a direct correlation between this systematic approach and poor
health outcomes, such asenvironmental stress. It is clear racism causes stress. Understanding
precipitating factors provides the opportunity for developing effective PEIto mediate the
factors.

Racism/White s upremacy, conscious or unconscious, limit the capacity to develop theoretical
frameworks that promote true understanding and accurate diagnoses/ treatment of nonwhite
populations. White psychologists are vulnerable to such misdiagnoses as classically
demonstrated by Dr. Frantz Fanon (1965)in the early 21st century in his study of a supposed
shared Paranoid Delusion that rendered the African populations of the French Antilles

seemingly afraid to speak to one another in public. Dr. Fanon discovered that Africans did not
meet in groups because only a few decades earlier, French laws severely punished Africans who
publicly met in groups of more than two (Fanon, 1965.
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Californians of African ancestry are unlikely to eagerly seek help from institutions that believe

them intellectually inferior. R acism/Whitesupr emacyds effect on the ps
Americans was most famously demonstrated with the Clark Doll Experiment of the 1954 Brown

v. Board of Education Civil Rights court case In spite of the tremendous forward leaps and

bounds enjoyed by many Californians of African ancestry, too many still do not view

themselves as equal or worthy. A more conclusive study demonstrated the effects of racism/

White supremacy on young African Americans, who when shown pictures of Blacks

performing jobs compared to Whites performing the same jobs decided they preferred the jobs

depicting Whites (Bigler, Averhart & Liben, 2003.

Misdiagnosis: Analogously, White psychiatrists ar e more likely to misdiagnose Blacks
with bipolar disorder as schizophrenic. The White psychologists were unable to see the direct
link between their racist policies and the psychological and behavioral outcomes for their
formally enslaved populations. Sim ilarly, even today, the debate over IQ differences in the field
of psychology, still not settled by psychologists who maintain the possibility that the 1Q
differences among races may constitute an actual difference in intellectual capacity, highlights
the continued need for vigilance against racism/White Supremacy in the mental health field, as
highlighted below as one of the unanswered questions in the 1996 APA Report on Intelligence,

0The differential bet ween t hrdWhts(aoutone¢ stahdard gence t
deviation, although it may be diminishing) does not result from any obvious biases in test construction and
administration, nor does it simply reflect differences in secmomic status. Explanations based on factors

of case and culture may be appropriate, but so far have little direct empirical support. There is certainly no

such support for a genetic interpretation. At present, no one kmdwas causes this differentiéilleisser et

al, 1996) 6

Serious mental ilinesses ae diseases of the brain that cause disturbances in a person's thinking,
feeling, moods, and ability to relate to others. They can diminish a person's capacity for coping
with the regular demands of ordinary life and can place tremendous burdens on family
members and loved ones.Unfortunately, both ignorance and fear continue to play leading roles
in perpetuating the stigma that those with these no -fault brain disorders face. This stigma leads
to underfunding of government programs for public mental health  services, discrimination by
insurance companies, lack of appropriate housing and employment options, and pervasive
media portrayals of persons with mental illnesses as violent, dangerous, or hopeless.

And yet, mental illnesses do not discriminate. These disorders affect people of every race, ethnic
heritage, gender, language, age, and religiousorientation. According to SAMHSA (2011), at any
given moment more than 48 million Americans are suffering from a "diagnosable" mental

iliness, and 11 million are suffering from a "severe" mental iliness.

ol watchotherproviders pathologize our children and their parents. Not of conscious
malice, but out of ease, generalization and; btgsnes,iti s cl ear |l y puni s h
doing what t hetygiaoteeptr alcd o @amaneioddm of what

57 year old African American County Service Provider
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Genetics: Racism is a structural barrier to good mental and behavioral health. Because of
the Human Genome Mapping Project, the sequencing of the human genome has clearly
established that for 99.9% of the ggnome, all human beings are similar (Guttmacher & Collins,
2004).This is conclusive scientific evidence that mankind, Homo sapiends one speciesThere are
no human subspecie s . It is a scientific fact that human
social constructs not based on biology. Race is a social classification of an interpretation of how
people look. Race is not a gene.There is no biological base for the concepts o f race. The term
race perpetuates a sociopolitical construct that reinforces socially constructed stereotypes which
denotes superiority and inferiority of one group over another. The system of racism must be
deconstructed and eradicated in order to create PEI programs and systems that will improve the
mental and behavioral health for all people groups.

B3. Current Barriers
B3a. Contributing Factors

Stress: Trauma exposure is high in African Americans who live in stressful urban
environments. Posttraumatic stress disorder (PTSD) and depression are common outcomes of
trauma exposure and are understudied in African Americans (Alim et al., 2006). In a study
where 96% of participants were African -Americans, Alim et al (2006) found that the rate of
PTSD exceéed that of the general population. They emphasize the importance of screening
for PTSD and depression in primary care settings.

Perceived Discrimination: A study by Burgess (2008) revealed that people who reported
perceived discrimination from within h ealth care settings had significantly higher odds of
delaying or avoiding seeking health care in a model adjusted for access to health care as well
as overall health. Other significant covariates that were inversely associated with
underutilization inclu de low income, no regular source of care, poor health and depression.
People who reported experiencing very frequent everyday discrimination and people who
reported experiencing somewhat frequent everyday discrimination had significantly greater
odds of underutilization of mental health care than people who reported infrequent everyday
discrimination, and U.S. -born Blacks, had greater odds of underutilization among those
experiencing everyday discrimination very frequently .

Personal Crises: Some individual s tend to seek treatment only in crises (Alim et al., 2006).
Patients with co-occurring issues, such as substance abuse, have been observed to be less likely
to obtain mental health services. They were more likely to obtain treatment when in crisis than
on a regular outpatient basis (Alim, et al., 2006; Alvidrez et al., 2009). One contributing factor
to this phenomenon could be financial.
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Insurance Coverage:Adults 18 and over may not have access to viable insurance
coverage. Their insurance may notcover mental health services, or the cost of insurance may
be prohibitive, and many may be unable to pay for services and medicine for chronic mental
health problems. There is a significant association between no health insurance and
underutilization of health services (Burgess, 2008) Patients may literally have to make the
decision between paying the rent or paying for a prescription.

Table 13 displays the percent of the US population that has insurance coverage. For Blacks,
44.7% of their insurancecoverage is provided by employment. The economic crisis in America
has caused Blacks to los not only their jobs, but insurance coverage as well. Those without jobs
become high risk for Medicare, and will need to be covered.

Table 13: Insurance Coverage by Race & Hispanic Origin, U.S. 2009

Ethnic Group Total Employment - Direct Medicaid Medicare Military Not
Insured based Purchase Covered
White, alone 88.0% 62.5% 11.3% 10.7% 17.1% 4.6% 12.0%
All Races 83.3% 55.8% 8.9% 157% | 14.3% | 4.1% 16.7%
Asian, alon e 82.5% 58.4% 9.4% 13.9% 9.3% 2.6% 17.2%
Black, alone 79.0% 44. 7% 4.5% 27.1% 11.9% 4.1% 21.0%
Hispanic (any race) 67.6% 36.5% 3.3% 26.5% 6.7% 2.0% 32.4%

Note: No other ethnic groups were identified for 2009
Source: U.S. Census Bureau, CurrenPopulation Survey, 2000 to 2010 Annual Social and Economic Supplements

On March 23, 2010, historyrelated to health insurance coverage was changed forever in

America. President Barack Hussein Obama signed into law the Patient Protection and

Affordable Care Act (ACA) of 2010. ACAand t he nationds hwibnakeh r ef or
health insurance more affordable for individuals. Under the ACA, prevention and early

intervention and treatment of mental and substance use disorders is supported and are an

integral part of improving and maintaining overall health (SAMHSA, 2011J.

Financial Resources: Access to health care is often limited by financial resources and the
availability of resources and | ocalized sysst ems
Law Center (2001a)found that 39% of African -American adults reported having no regular
physician compared to 26% of White adults. African -Americans were also twice as likely to
report having overy Ilittled or oOo0mo choiced in v

Communication: Burgess (2008) found that comfort in asking questions or raising issues
with health care providers was associated with a lower likelihood of unmet health care needs
for some ethnic groups, and this emphasizes the need for training provide rs in effective cross
cultural communication .

Racism: Experiences of sexism and racism can directly or indirectly impact the physical
and mental health of African -American women, as the inequities created by race institutions
are closely correlated with poor physical and mental health status (Clark, 2003).Racism is a
perpetual problem in America; an unresolved current barrier.
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Stigma: Other barriers to treatment include the unique aspects of shame and stigma that
Blacks associate with diagnosis and treatment of mental health issues, and theBlack cultural
mistrust of the mental health system (Breland-Noble, 2004). Recent research by Shim, Compton,
Rust, Druss, and Kaslow (2009) suggest that African Americans are not impeded by stigma or
embarrassment when deciding to seek mental health services. This leads to more complex
guestions about what are current barriers to seeking services as perceived byclients.
Perceptions, values, and beliefs are just as critical as trust in mental health treatment and shoud
be considered as potential barriers to care.

Lack of African American Providers: Some providers may not reflect the racial or ethnic
minority composition of families, and this could be a barrier to mental health treatment
(Copeland, 2006). Even wherethe provider may be of the same race or ethnicity, and this is
relatively low in the African -American community, they may not have been trained to be
culturally sensitive.

B3b. Mental and Behavioral Health Workforce
African Americans prefer trusted pro viders. A critical issue for seeking and obtaining services is
to find a trusted, caring, respectful, and compassionate provider. Across many spectrums of the
American workforce, the needs are critical and dismal (IOM, 2003). For the purposes of this
report, the intent of the workforce discussion is to document disparities associated with those
responsible for provid ing mental and behavioral health services, with special emphases on
those providing PEI services. According to SAMHSA (2007), workforce data h as not been
consistently collected using a standardized data set making it difficult to present an accurate
portrayal of the mental and behavioral health workforce. Current workforce special studies will
meliorate this concern.

Based on the best availableinformation, t he licensed mental health professional workforce
considered to be essential to the operations of the public, community-based mental health
service systemare generally Licensed Clinical Social Workers (LCSW), Marriage and Family
Therapists (MFT), Advanced Practice Nurses (Psych/Mental Health Nurse Practitioners and
Certified Nurse Specialists), Clinical Psychologists, Licensed Clinical Psychologists (LCP), and
psychiatrists (Shea, 2009)Table 14 is the satewide demographic profile of mental health
professionals with current valid Cal ifornia license (Department of Consumer Affairs, 2011).

Table 14: Number and Percent of California Licensed Mental Health Professional Workforce

Professional Category Number %

Marriage and Family Therapist (MFT ) 31,157 32.02%
Licensed Clinical Social Worker (LCSW) 18,373| 18.79%
Psychologist 17,283 17.67%
MFT Intern (IMF) 13,308| 13.61%
Associate Clinical Social Worker (ASW) 9,022 9.22%
Psychiatrist 6,439 6.58%
Licensed Educational Psychologist (LEP) 1,825 1.86%
Psychiatric/Mental Health Nurse 359 0.37%

TOTAL 97,766 100%

Source:California Department of Consumer Affairs, Licensee and Registrant Statistics, 2011
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At first glance, there is an obvious critical shortage of professionally trained mental and
behavioral health work ers. California has over 36 million residents, and hasless than100,000
properly trained mental health professionals. Most of the mental health workforce resides in
urban areas.In 2006, the California Board of Behavioral Sciences (BBS2007 conducted a
demographic survey of its active licensees and registrants Of the approximately 64,000 active
licensees and registrants, only 25,909 responded to the surveyFigure 22 identifies by ethnicity,
the percent of respondents. There were 25,548~7ho identified their ethnicity ; 3.59% 017) were
African Americans .

Table 15 is the actual number of African American respondents who identified ethnicity and
profession. Respondent category included marriage and family therapist (MFT), licensed
clinical social worker (LCSW), educational psychologist (LEP), marriage and family therapist
intern (IMF), and associate clinical social worker (ASW), Figure 23.

Table 15. Percent of California Board of Behavioral Sciences African American Licensees and
Registrants by Professional Category, 2006

African American % in
Professional Category Respondents Professional
Category
Associate Clinical Social Worker (ASW) 168 7.72%
MFT Intern (IMF) 164 6.32%
Licensed Clinical Social Worker (LCSW) 350 4.65%
Licensed Educational Psychologist (LEP) 16 2.89%
Marriage and Family Therapist (MFT) 219 1.71%
TOTAL 917

Note: Respondents are those who answered both the professional category and ethnicity
Source: California Board of Behavioral Sciences, Demographic Report on Licensees and Registrants Summary, December 2007.

When considering the goal of PEI is to prevent and/or reduce serious mental illness/emotional
disturbance and early intervention in the emergence of a mental health problem, one must
carefully consider who will be available to carry out this work.  Another obvious critical issue
is the lack of ethnic diversity to provide culturally appropriate interventions. In California, 75%
of the mental health workforce is non -Hispanic Whites, and 60% of the users of mental health
services are nonwhite, extremely diverse ethnic populations (see Table2).

ol have a big probl em. lpegh &@v ¢ hatpn dldlsemoe s gea
Black mental health workers or professisnali n t hat fi el d where we ar
help that we need from our cultureuson d er st and our cul ture. o
FG#14: David, 46 year old Bl ack male
National Brotherhood Association member, Bakersfield
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0Ther e i s forroationeascunges,andipaople to give directions to help. Whether with a
family or individual, you cannot get resouraashelp There is nobody to help you with these
mental problems when people getintroéble | dondt know, ah thatos

FG#34: Raechel, 44 year old Black female community advocate
San Bernardino County

OA |l ot of Black people do not Ilike talking t
Many people would Ii ke to see African Americ
FG#10: Tommie, 66 year old African American female, The Children of Promise

Sacramento
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California Mental Health Professional Workfo rce
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Source: California Board of Behavioral Sciences, Demographic Report on Licensees and Registrants Summary, Decemb&007.

Figure 22:Percent of California Board of Behavioral Sciences Licensees and Registrants by
Ethnicity, Compared to the Population, 2006

90.0%
80.0%
= 70.0%
> 60.0%
— 50.0%
S 40.0%
8 30.0%
& 20.0%
10.09
oo nI-II YT
White Latino Multi-Race Asian African American Pacific
American Indian Islander
EMFT ELCSW MLEP EIMF HASW

Note: MFT = Marriage and Family Therapist; LCSW = Licensed Clinical Social Worker; LE P = Licensed Educational Psychologist;
IMF = Marriage and Family Therapist Intern; ASW = Associate Clinical Social Worker

Source: California Board of Behavioral Sciences, Demographic Report on Licensees and Registrants Summary, December 2007.

Figure 23:Percent of California Board of Behavioral Sciences Licensees and Registrants by
Ethnicity and Professional Category , 2006
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African American mental health professionals are critically lacking across all categories. While
the perception of service provider s may be that they are doing their best within the systems
where they work and have the best of intentions, many in this population believe that service
providers do not understand the African American culture.

OHe diagnosed me and putmeonalotalmec at i ons that didndét worKk
you ae on and the dosage is awhnla o t h e becatisb as wetalked about before depending
upon your genetic makeup and your cultural background, it will determine how well your
medication willorwilln ot wor k. 6
FG#9: Mona, 43 year old female
client and mental health advocate, Chico

oOWe do not have African American therapist w
American therapist who are culturally competent to treat theirownlpéop The bott om
we do not have culturally competent therapist in this county who have been trained to treat their

own peoplé.
FG#6: Torclanna, 44 year old Black female
Office M anager, San Diego
oo tds | i ke nobody cdkeelenyolwakna ay @utbagsemedbolir
nobody there. So when you already in a depre
but you dondt have anybody, so itds just man

as the day goes on, bykalayo
FG#11: 18 year old gay male college student

Sacramento
0Maj or mental health problem for Blacks is a
systemd
Consumer, Client, Client Family Member Survey Contra
Costa: 63 year old female parent of a son diagnosed with
bipolar, depression, and substance abuse
oo 6m just going to tell it like it is. 1t seec¢

We are all not the sanbait, nobody gives-damn. They try to treat us all the same. We are n
the same. We keep talking. We keep telling thmvk, Ihad a pr obl em. Things
head. | went down to the mental health place to talk to somebody. They put me on this medication
and it made me feel Owet oldd .t hé mweolt kdak kdadmw
medication. | just want to talk to somebody to get my thoughts straight. They told me to keep
taking the medication. That is not what | needed

FG#20: 40 year old Ethiopian male

mental health client , Oakland

oW&eep talking, but it appears nobody is 1is

FG#19: 21 year old TAY
African American female mental health client , Alameda
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This situation is further compounded by the possibility that an individual could have a service
provider who operates from unexamined personal biases of sexism, heterosexism, and racism,

and also operates within a system of institutional racism and has an ethnocentric perspective.

These biases are often not malicious; rather, it is the resu It of unexamined or entrenched

systems operating in American culture. All people need assistance in unlearning racism and

systems of oppression and service providers are no different. Engaging in discussions and

education in this area will also positively af f ect 1 ndi vi dual 6s views of

OPrevention and early intervention practices need more peopfe liké\fican Americans) who
understand. People needie alturally sensitive, a person who cares, communsddiferently, NO
stereotyps, and will get to know the persén.
In-depth Interview: 48 year old gaybusiness marand social activist
San Francisco

ol 6m a, |l dm a father of, of 5 children ad so |,
everything ¢hkaome staysinntthhe home and you dono
introduced um another member of our family, our

with us now and we went to see Ernest a couple of months ago in Las Vegais wihiere he was living, |

knew at that time he was developing into ah a gay young man. And being a gay young man myself

growing up in the hood | know the trials and tribulations that come with that and you learn to suppress a

l ot of st ufetllyllewdoyguane soavbhen Bsaw Brnest a couple of months ago, my partner

and | were driving home and | said my fear is that he is not going to be the man that God has called him to
be. He is going to ah he could fall into a sea of depression. Hetawulunning with the wrong crowd

so we stepped up to the plate and asked his mom if he could come and live with us. Because by living with
us then he does not have to live with a mask on he can be all of who he is going to be. And | can tell you
putting a child or a person in a safe environment where they can really blossom and be exactly who they
are, youdll see a | ot of things I|ift and the my
of months ago. Now | see this strivingyomtth o i s sure of himself and r ec
you can do with your environment by putting people in a safe space where they can blossom. We have a, a
saying in our home is that the world is so cruel that once you leave our door tlifayasyou putting on

different masks and pretending to be a person that you are not. But when you healed you get to be all of
who you are and so Ernest is now in a place now where he can thrive and he can be the person he is called
to be. If he wants twear his hair pink one day, fine. If you want to wear your hair green one day then

weodll go buy green hair color cause | want you t
who that person i s. On t h &7 andthénhag ADHDA nAhd Ivan knaws e an
he has ADHD and we donodt mak e, um, a secret abou
and we dondt I|ive in secrets. So in his situati
againstyou but because we know what you have now we can deal with it. Okay so you have ADHD so

t hat means you gotta take your meds. I dondt |
and then we begin to have that dialog with Ivan aroundleedde 6t | i ke it because i
He, he doesndét |ike to be mellow and heds 17 yea
kids. But when he takes his medicine he becomes very just like this and it makes him very feccesed. H

get his homework done which is what he supposed

that. So again we, we constantly have that dialog around mental health authenticity ah in the home and it
doesndt become edreoyibecausa agaih ganfy baskdocthe beginning my family was taught
because we had so many people in my family with mental health issues, never talkedabout it.

FG#11: 46 year old same gender loving father & partner ,

with sons and other family members with diagnosed mental

illness es, Sacramento
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Anot her major challenge is the geogr Hgvavercal var
geographical findings present the same dismaloutlook . In some rural and isolated areas there
are no mental health professionals at all.

Regional Barriersto Accessing Programs and Services

Central California Region

Regionally, the Central Valley (population over 6 million) experiences greater shortages for all
physicians, primary care physicians and specialty physician s than any other region in the state

of California (Riordan & Capitman, 2006). Counties in the Central Valley are Shasta, Tehama,
Glenn, Butte, Colusa, Sacramento, El Dorado, Sutter, Yuba, Yolo, Placer, San Joaquin, Stanislaus,
Merced, Madera, Fresno, Kings, Tulare, and Kern (Umbach, 1997). Further, the shortage of

health care providers in the San Joaquin Valleyfi the heart of the Central Valleyfi is impacted by
several factors: its largely rural nature, the large percentage of uninsured residents, and lower
Medi-Cal reimbursement rates compared to other parts of the state(Riordan & Capitman, 2006).

The San Joaquin Valley was notably underserved compared to California and the nation on
several indicators involving the health professional workforce. All eight S an Joaquin Valley
Counties (which are San Joaquin, Stanislaus, Merced, Madera, Fresno, Kings, Tulare, and Kern)
have Medically Underserved Areas/Populations designations. These counties experience
shortages in dental, mental health and primary care professionals, as determined by the United
States Health Resources and Services Administration, Bureau of Health Professionals. These
health professional shortages create access challenges for all residents, but those who are
uninsured or dependent on public insu rance programs are the mostimpacted (Riordan &
Capitman, 2007)

The most severe provider shortagesin the San Joaquin Valley were in the mental health
workforce. The ratio of mental and behavioral personnel is 94 per 100,000 versus 327 per 100,000
in California. Compared to California, the San Joaquin Valley, had 85% fewer psychiatrists, 70%
fewer psychologists, 50% fewer licensed clinical social workers, and 65% fewer marriage and
family therapists, per 100,000 persons.Only 19 child psychiatrists curre ntly practice in the entire
San Joaquin Valley, but the national standard is 14.8 per 100,000 personsix out of the eight

San Joaquin Valley counties have countywide mental health professional shortage area
designations (Riordan & Capitman, 2007).

Page 74 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

San Diego Region
Submitted by Tondra Lolin (Outreach Services Coordinator, African American Communities Mental Health
America of San Diego County)

On June 24, 2010the Breaking Down Barriers Program (Current Change Consulting, August,
2010)assembled agroup to discuss the challenges to accessig mental health services for the

African -American community in San Diego County. Though there are many organizations that
provide ment al health services there isnét a co
popul ationds ment al h e al t hdisousseddasong thivasserableeé r ar c hi
group was clarification of service delivery, and providing multi -faceted mental health services

to the diverse African American community . The group defined barriers and challenges to

mean the following: barriers are the physical challenges to access, policies restrictions etc.,

where challenges are barriers that are intangible.

Insert statement about Tablel6dBar ri er s and Medi at orsééééeéeé

Table 16. Barriers and Med iators to Equitable Mental Health Care
Taken from Mapping Progress in Mental Health Disparities in a Transformed California Mental Health System
presented by Annelle B. Primm, MD, MPH, Director, Minority and National Affairs American Psychiatric Associati  on,
May 22, 2009 at University of California Davis Health System, Sacramento, CA

Barriers Use of Services Mediators Outcomes

Personal/Family Visits Quiality of provide rs Health Status

e Acceptability e Primary care e Cultural competence e Mortality

e Cultural beliefs e Specialty e Communication skills e  Morbidity

e Language/literacy e Emergency e Medical knowledge e Well-being

e Attitudes, beliefs Procedures e Technical skills e Functioning

e Preferences e Preventive e Bias/stereotyping Equity of Services

e Involvement in care e Diagnostic e Appropriateness of care | Patient Views of Care

e Health behavior e Therapeutic e Efficacy of treatment e Experiences

e Education/income e Patient adherence e Satisfaction
Structural e Effective

e Availability partnership

e Appointments

e How organized

e Transportation
Financial

¢ Insurance coverage

e Reimbursement levels

e Public support

Modified from Institute of Medicine. Access to Health Care in America: A Model for Monitoring
Access. Washington, DC: National Academy Press; 1993.

Cooper LA, Hill MN, Powe r NR. J Gen Internal Med2002;477-486.
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B3c. Pharmaceuticals/Medications

Psychotropic Drugs and Mental Health Disparities in
Healthcare of African Americans : A Perspective
by
Douglas Ray-Breaux, M.D., Pharm.D.

Information presented in this section is under copyright and cannot be reproduced without
the expressed written consent of Dr. Ray. Content was taken (with permission of Dr. Ray )
from Chapter 8 of o0Slavery and I|Its I mpact on To
(Ray, 2011). Dr. Ray has been amember of the National Library of Medicine Study Group
and conducted disparity r esearchwith Historically Black Colleges and Universities (HBCU 5s).
Dr. Ray is the founding director of the Pharmacy Technology Program at Charles R. Drew
University of Medicine and Science sin Los Angeles.

Brief History of Medicine in USA

The history of the practice of medicine began in Africa around 2000 B.C., then GreceRome

around 1stCentury AD (Ergil, 1997). Historical records are both secular and religious. Religious

history has greatly influenced secular and scientific practices. Religious practices of medicine

are well documented in the Bible (Exodus) by men that belie ved in God and sought cures for

the peoplebdbs sins and illnesses. For exampl e, M
recognized spiritual leaders or mediators for the people, who were guided by their belief in the

spoken word of God to herbal cures for the atonement of the peoples sins and or illness.

It is very important to make known that herbal healing or cures were made effe ctive by the
belief/trust of the word spoken by their spiritual leader. This belief/trust relationship exists

today between therapist and patient. Furthermore, the treatment outcome of a patient is mainly
determined by culture belief/trust relationship bet ween the spoken word (instructions) of his or
her therapist.

Therefore, the knowledge of healing process using herbs is kased on believing in the

Obelietist | anguaged used or spoken by the heale
healing came through the spoken word of spiritual | eader, today, healing comes through many

ways, such ashealers, physicians, pharmacists, herbalists, nurses and othersBut, the effect of

the healing process still depends on strength or power of the word spoken by the healer or

provider. It is also important that the provider have knowledge of the belief/trust value system

of a patient/culture. Today, this is becoming an essential in providing healthcare and

compliance to patient.

Another biblical example, emphasizingthe power of spoken word thru ¢
compliance, is the leaper Naaman. Naaman believed in the spoken word of Elisha, the prophet,

but after rebuttal, obeyed the word or instruction and was healed of leprosy by dipping in the

Jordan River (2Kings 5: 1015, Kings James Bible). The practice of herbal healing or the

knowledge of herbs for healing diseases began by spoken word of God thru men who

believe/trusted and obeyed as they were instructed. Thus, the belief/trust of words spoken by

spiritual le aders lead to a knowledge of herbs for healing. This knowledge of herbal healing
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began in Africa and eventually it was revealed to the different tribal cultures in African and
then became known to other cultures in different parts of the world.

According to Shelley Adler, Ph.D., associate professor of medical anthropology, University of

California in San Francisco writing from The Bravewell Collaborative article entited , 0 The Pow
of Belief and t heg 210Mplor,t a e oqflureCand differbntebdtiatiese nt ¢
have different ways of thinking about medicine, different types of healing modalities, different

tools, and even different illnesses. 6 This can
cultures thru out the world each ha ve their different belief in the practice or use of herbal

medicine.

Overtime, herbal medicine arrived in this country and gave rise to what is known as western
medicine, especially in the area of prescription drugs. The difference between the practice of
herbal and western medicine in this country is also a culture belief/trust system. Thus, it can
easily be argued that a culture orientation or belief to the use of herbs is one of the most
important factors in treating an iliness/disease. As the use of herbs became popular in this
country, different cultures began different usages based on culture/belief/trust/language
system.

During the days of slavery, this different culture beliefs (African Americans and Europeans)

were used to explain why the health care for both slaves and slave owners was European culture

based (double standard of healthcare system) but, was operated and controlled by Europeans.

According to Byrd and Clayton (2000), both professors of medicine at Harvard University

School of Medicine and authorsof0 An Amer i can Dil emma: Medi cal Hi
and the Pr oshtlaetne ,ofotRaec enbeal t hcare of this countr
culture base system. o6 This system was faaret her d
system to treat slaves and slave owners. Slaves were allowed to be treated by their

culture/tribal root doctors, grannies, and midwives while European physicians treated slave

owners.

The Food and Drug Administration (FDA)

The practice of culture/h erbal medicine was the standard practice of medicine until the up rise

of pharmaceuti cal companies, which began to pea
limited due to the abuse by charlatans improper mixing, labeling of herbal mixtures that lead to

deaths and illness. The Food and Drug Act of 1906 was the first law to regulate the mislabeling

and adulteration of herbal remedies in the country (Fetrow & Avila, 2000; American Society of

Health System Pharmacist, 2006). This law allowed pharmaceutical canpanies to promote and

market drugs to consumers and them medical profession to treat systemic diseases. The

requirement for Food and Drug Act approval was that the drug had to be accurately labeled

and the drug content in the bottle had to match the label.

Many of these chemicals known as drugs were extracted from herbs and reformulated to

become | abel known by the term o0drug. 6 Drugs be
Administration (FDA) and had to be labeled properly for approval for treating system ic

diseases. This law did not stop herbs improper use from being used to treat systemic diseases,

today some are in higher demand than prescription drugs for treating systemic diseases. Some

of the reasons for the high demand of herbs/pharmaceutical drugs are by the consumers are
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people living longer today thus the need to maintain independent living is greater. Thus, a
greater demand for herbs/new drugs in both areas and consequently accounting for an increase
in the number of prescription drugs/herbs cons umed by patients.

The increase in the number of prescriptions being filled is associated with an increase incidence
of adverse drug reaction secondary to polypharmacy. Polypharmacy by definition refers to a
patient taking two or more drugs to treat the sa me iliness thus, increasing the risk of
experiencing adverse drug reactions (ADR); a direct result of the number of drugs taken. ADR
is the fifth leading cause of death in this country. One of the main reasons for ADR having such
a high mortality rate is d ue to under reporting or lack of recognition of these drug interactions
by the consumer. Moreover, pharmacists spend more time filling the increase number of
prescriptions and have less time consulting or educating consumers. This leads to an increase
risk of drug induced diseases experience by consumers. Drug induced diseases are extremely
dangerous, because their symptoms can mimic the symptoms of other diseases. Drugs used to
treat high blood pressure can induce cough that may mimic or increase symptoms of bronchitis.
Drugs that induce anemia may worsen the menstrual flow in females who may become anemic
due to monthly cycles.

Disparities in Drug Use

According to the Kaiser PFamiclry pFo wmMdapROLOYNn Tarehides
spending in th e US for prescription drugs in the 1990s was $40.3 billion and has increased to

$234.1 billion in 2008 (increase nearly 6 times as much). The average number of retail

prescriptions per capita increased from 10.1 in 1999 to 12.6 in 2009A research study by Han &

Liu (2005) found that Blacks (8.3%), Hispanics (6.1%), and Asiarindians (23.6%) were less likely

than Whites to use prescription drugs for specific mental illnesses. Additionally, all three ethnic

groups spent less per year for their actual prescription drugs than Whites (actual dollar amount

spent by Whites was not reported in the article) ; Blacks spend $606.53 US dollars, Hispanics

spent $9.83 US dollars, and Asianindians spent $179.60 US dollars.

Most of the drug -induced diseases occur in the general population but the indigent/minority
population suffers the most from not having medical insurance and the lack of understanding
their culture/beliefs and its impact on prescription drugs. The lack of understanding the
different culture/beliefs is a ssociated with high incidence of experiencing adverse drug
reactions (ADRs). Moreover, only recently have pharmaceutical companies given consideration
for culture/trait differences in evaluation and formulating drug efficacy and reducing ADR in

the general population.

Pharmacogenetics

The ol d days of o6one drug cures all o6 or, tibe satl
changing due to an increase in ADR, and a lack of knowledge of culture/genetic traits to drug

efficacy. Kirchheiner et al., (2004) in the article 6 Phar macogenetics of Anti d¢
Antipsychotics: The Contribution of Alleligpp r e s ent s t h e pharomacogeneticscant hat 0

i mprove efficacy and reduce ADRs. 0 Phar macogene
diagnose and monitor drug ADF and efficacy before long term regimens of prescription drugs

are begun. This is accomplished thru the genetic (DNA) testing of body enzymes that

metabolize these drugs while in the body.
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Pharmacogenetics mandates that drugs be formulaed based on culture/genetic traits

differences in evaluating and formulating drug efficacy and reducing ADR in the general

popul ati on. Phar macogenetics also involves the
specific enzymes that are made or marufactured by the body to regulate the metabolism

(synthesis or breakdown) of any substance including drugs while inside the body. The testing

of a patient genetic material can be used to provide specific patient information on identity of

drug or drug all ergies, drug interaction, or drug efficacy. Thus, the use of Pharmacogenetics

can be used to monitor ADRs, and diseases that are culture specific or diseases common to

certain cultures.

African American culture unlike any other culture in this country, b orn in part out of slavery, is
the least understood . Families and community associated with the lowest quality of
health/healthcare, but our contribution to this country has been second to none!!! The lack of
understanding of our culture can easily account for the existence of the dual standard of
health/healthcare. This dual standard in health/healthcare originated during slavery continues
and contributes greatly to the poor state of health and lesser quality of healthcare for African
Americans. The root causes of health disparities are numerous and relate to individual
behaviors, provider knowledge and attitudes, organization of the healthcare system and societal
and culture values, according to Thomas, Fine & lbrahim (2004). In sum, the knowledge of our
culture belief/trust values influences our attitude and behavior toward healthcare and others.

Studies cited supports the fact that healthcare in America operates under a dual system of

healthcare delivery based on a European/culture with dual standards. Th is dual standard (two

separate systems) of healthcare continued from slavery through the Jim Crow areas while

African American health/healthcare and culture continued to be neglected. Efforts under the

Civil Right Bill, 1964, and the introduction of healt h maintenance organizations (HMOSs) like

Kai ser Permanente, and others such as Blue Shie
standards of healthcare that improved outcomes for African Americans and other minorities.

Still a much greater problem was the African American medi cal workforce.

It is necessary for the reader to understand discriminatory practices in the medical system has
greatly impeded the availability of Black physicians and severely hampered qualified cultural
practitioners. There are two professional medical organizations, the American Medical
Association (AMA) and the National Medical Association (NMA) . The AMA when established
accepted only White physicians. The NMA was later established for Black physicians because
Black physicians were denied membership to the AMA. It was not just belonging to a
professional medical organization . It involved not having support to practice medicine, inability
to admit patients to certain hospitals, inability to access treatment resources, and a multitud e of
other support necessary to provide good medical care for African Americans.

This is another example of the existence of double standardswithin the healthcare delivery
system. For more than a century, institutional racial inequality toward African Am erican
physicians persisted. Suchrace-based health disparities have led to a precipitous decline in the
health of the African American population. Even thou today, situations are better for Black
physicians, it is still extremely challenging to enter the medical field, to establish a viable
medical practice and to become a member is a financially secure group practice.ln California,
Black physicians are less that 3% USCF Center for California Health Workforce Studies, 2011)
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of the entire medical profession; White physicians are 78%, Asian physicians are 11% Hispanic
physicians are 5%; Native Americans are less than 1%

Mental Health and Psychotropic Drugs

Psychotropic agents are used to alter expression of thought/behavior which are used for long
term management of psychosis rather than short term or acute behavior problems. The
differential diagnosis between a psychosis, personality, or anxiety disorders can be based on age
and /or signs and symptoms. Satre et al, (2010 examined ethnic differences in accessing
treatment for depression and substance use disorders (SUDs) among men and women in a large
integrated health plan, and explored factors potentially contributing to health care disparities.
Among women diagnosed with depression, Latinas and Asian -Americans were less likely than
Whites to fill an antidepressant prescription. Among men diagnosed with depression, African
Americans were less likely than Whites to do so. Among women diagnosed with an SUD,

African Americans were less likely than Whites t o have one or more chemical dependency
program visits. These results persisted after controlling for education, income, having a regular
health care provider and | ength of health plan enrollment. Results may indicate that Blacks and
Latinos do not prefer to take medications as a cultural practice.

Depressed African Americans are medicated at lower frequencies than Whites with the same
diagnosis. Even though data (reference please) suggests that Blacks may metabolize some
psychiatric medications more slowl y than Whites, they are often given higher doses with the
result being higher rates of side effects. This can lead to higher rates of discontinuing
medication, and lower functioning than necessary when taking the medications.

Of critical concern, is the use of psychotropic drugs in children and youth. A typical example is
what happens within the foster care system. African American children and youth are 10 times
more likely to be taken away by the court from their families than Europeans when allegatio ns
are the same(Smith, 20110 Foster care kids and drugs, o t h).aviany éf these children are
between the ages of 0 to 12 years old. When separated from their parents will experience some
problems in their growth, development, and behaviors. Consequentl y, these children are placed
on psychotropic drugs (major tranquillizers). These agents are considered major tranquillizers
because they have the properties to alter though/behavior patterns in the deep structure of the
brain (hypothalamus). The hypothalam us is the area of emotion/behavior expression to internal
and external stimuli, such as feelings, love, sadness, etc.

However, it is difficult to justify the prescribing of these agents in this young age group. The
inappropriate prescribing ofthe psychot r opi ¢ agents may unnecessar.i
for life. Moreover, the exposure of this agents at such an early age increass therisk for suicide,
abnormal muscle or body movements known as pseudo parkinsonism (d ystonic, involuntary
body muscle movements that are initiated as a result of being on the drug) and dyskensia (late
onset of abnormal body muscle movements manifested after the drug is discontinued). Such
side effects in this age group are unacceptable to their peers causing these kids tde isolated or
socially rejected (left to themselves). In addition, the central nervous system is not anatomically
developed until the age of 7 years old (Victor and Adams, 2005; Larson, 2009, and does not
become functional until the age of 12 or puberty; thus increasing the risk for abnormal growth
and development.

Moreover, the coupling of adverse drug reactions (ADRs) with the family separation, at such
early age, increases the risk of children entering the cycle of hopelessness, becoming depressed,
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high school drop outs, homeless and incarcerated and further displacement of disproportionate
numbers of African Americans, especially males. Also, the general African American
population continues to receive the lowest quality of healthcare than other et hnicities. African
Americans continue to have the highest death rates for heart disease, high blood pressure,
strokes, cancer, diabetes, suicide, respatory diseases, to name a few as a result of the dual
standard of healthcare, and a lack or denial of understanding cultural beliefs and treatment of
diseases.This dual standard of healthcare delivery must end.

B3d. SystemsAccess Issues (still under development ; topics under discussion)
Conditioned Failure Model

- Criminal (incarceration)

- Child Welfa re (foster care issues)

- Education

- Healthcare (medical issues)

- Economic (address insurance issues, poverty, etc.)

There are various factors that contribute to the disparities in racial mental health. Among
these are differences in environmental risk factors, social settings, access to quality preventive
care, and genetic inheritance. All of these can affect the differential onset and degree of severity
of mental health conditions. Many of these factors are a result of social stratification, which is
the process that creates a hierarchy of social positions and concomitant privileges, which are
correlated with differences in the unequal distribution of power, property, status, and/or
psychic gratification (Tumin, 1967). Of particular concern here is that social stratification which
creates unique situations for African American children and families. Such situations have been
shown to increase the likelihood of development of poor physical and mental health outcomes
(Garcia, Lamberty, & Jenkins, 1996; Lamierty, Pachter, & Crnic, 2000).The effects of social
stratification are mediated through other social factors such as racism, discrimination, and
oppression, which, in turn, create segregated environments that provide less access to material,
social, and psychological capital (Garcia, Lamberty, & Jenkins, 1996).

Educational System

Social stratification is perhaps more evident in American schools than any place else.
Schools frequently place students in diothéser ent
who fit an appropriate prototype (e.g., middle
Students who do not fit this ideal prototype (e
find themselves placed in more general or vocational tracks (Apple, 2004). It has long been
known that African American students tend to be over -represented in the lowest tracks
(Braddock & Dawkins 1993; Oakes 1990; Oakes, Joseph, & Muir 2004). It is in these lower tracks
where students are exposed to a restri¢ed curriculum, generally receiving less stimulating
teaching from teachers with less training who see themselves as less effective educators (Oakes,
Joseph, & Muir, 2004, Talbert & Ennis 1990).African American youth also bear the brunt of
disproportiona tely high rates of drop out, school violence, and school suspension and
correspondingly low rates of per pupil expenditures, and performance test scores. kirthermore,
there is mounting evidence that shows the detrimental mental health impact that these pra ctices
have on at-risk and disadvantaged students (Joseph, Slovak, & Broussard,2010).
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It should also be noted that, gifted African American children in the public school system are
often under -identified due to behaviors related to their culture, as opp osed to their level of
giftedness; furthermore, such under-identification can lead to detrimental misdiagnosis (Belijan,
2011). Some of the reasons for the detrimental misdiagnosis include: language differences,
cultural norm differences, multiple school p lacements, institutionalized racism, and the
prevailing lack of knowledge about giftedness in general (Beljan, 2011). Instead African-
American children are often labeled as having psychological disorders (e.g., Attention Deficit
Disorder, Attention Deficit Hyperactivity Disorder) that further puts them at risk of being
exposed to a deficit curriculum and/or higher degrees of medicated treatment.

Toppo (2001), examining data from the U.S. Department of Education (DOE), found that African
American students were 2.9 times more likely to be labeled with a disability than their White
counterparts. The disproportionate placement of African Americans in special education has
been recognized as a longstanding achievement gap (Ward, 2010). Blanchett (2006) poits out
that African American children are not only disproportionately placed in education classes for
mental retardation, emotional or behavioral disorders, and learning disabilities; once placed
they are less likely than their White counterparts to make achievement gains and return to
regular instruction. Furthermore, special education was initially conceived as a mechanism to
provide individualized instruction to students who needed special assistance; however, most
African American children do not receiv e adequate resources nor are they exposed to
stimulating activities (Blanchett, 2006). Instead, for African American children, special
education has become a form of segregation from the mainstream (The Civil Rights Project,
2001). Some scholars have eweargued that special education for African American children is
a o0legalized form of structural segregation

Many of these children who have been classified with learning or behavior disorders are
prescribed psychotropic medications such as Ritalin, Concerta, Adderall, and other cohorts
(Fitzgerald, 2008). These medical interventions, combined with media representations on behalf
of the drug companies, have convinced the general public that such treatments could serve as a
panacea for school officials and famiiesc oncer ned about their chil
home and at school. Several scholars argue that there areacial underpinnings in using
psychotropic drugs to control the undesired behavior of Black school-age boys with special
education needs or those who have been medically classified with Attention Deficit Disorder,
Attention Deficit Hyperactivity Disorder (ADD/ADHD) or some other emotional/behavior
disorders (Fitzgerald, 2008). In addition, evidence is mounting that too many African American
children are misdiagnosed with ADHD and unnecessarily medicated, thereby causing
psychosocial stress which, by the time they enter middle school, results in recommendations for
mental health interventions (Perry -Burney, 2007).

A recent large community -based youth study revealed deep-seated concerns about these issues
among South Los Angeles high school students (Grills & Anderson, unpublished). The initial
phase of the study consisted of an anonymous, selfadministered survey soliciting student
opinions and concerns about their school (n=5,956). A second phase consisted of a youth
summit of focused small group discussions guided by a structured interview protocol and a
school bonding and depression symptom survey. In total, 6,008 African American and Latino
students across 7 major south Los Angeles high schools representing 9 through 12t grade
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were surveyed. The survey revealed that students cited concerns that clustered around four
domains of unmet needs: environmental, intellectual, emotional, and psychological. In
particular, these concerns related to school safety, inadequate CAHSEE and college
preparedness, access to ethnic studies, and bouts with depression.

Several studies have investigated the relationship between racism and behavioral, emotional,
and mental health; these studies have reported that African American youth who perceived
discrimination reported higher levels of depressive symptoms, school stress, behavioral
adjustment (Szalacha, 203), and conduct problems (Brody, et al, 2006) The longitudinal
nature of the latter study indicated that perceived racism led to increased depression and
conduct disorders, and not the reverse. In addition, other studies have also shown that
perceptions of racism was associated with internalizing and externalizing behaviors, anger, and
delinquent behavior in both adolescents (Scott & House, 2005) and preadolescents (Gibbons &
Gerrard, 2007; Nyborg & Curry, 2003).

While the State Governmental apparatus could offer African American and all students
improvements in education as a way to address behavioral problems, school officials have

instead usedc r i mi n a l Ojustice systemdé as the preferre
problems. The process of ciminalizing social problems, policing communities, and, in general,
puni shing African American students (Girzewox, 20

t ol e r policiessindschools have been shown to be an extension of the racial bias that ests in
the larger American society.

Criminal o0Justiced System
Prior to the mid 7006s only about 2% of the U
their lives (Boxcar, 2001). A policy shift has recently occurred and this has resulted in the
increased use of imprisonment for offenses that were formerly not considered felonies (Western
& Wilderman, 2009). Coupled with tougher drug sentences, parole limitations, and sentence
enhancement for repeat and violent offenders, increased prison admission rates and time served
in prison (Western, 2006) also became more common. This change in policy marked the
beginning of a new and more insidious form of racial inequality. The policy was especially
used to disenfranchise African Americans, who were demanding that America live up to its
creed of ofreedom and justice for al ldllege Thirty
African American males had been or were incarcerated (Western & Wilderman, 2009). This has
had a devastating impact on African America n families.

This new punitive system of criminal sentencing was fueled by the chronically high

unemployment rate in urban areas due to deindustrialization. Young African American males

who managed to find employment experienced declining incomes, due t o de-unionization, and

the shift from manufacturing to service delivery (e.g., restaurants, nursing homes, etc.).

Furthermore, social programs that could have retrained them for technical jobs were dismantled

and the few jobs that did remain were frequentl y out-sourced to countries overseas. At the same
time, the welfare system, by design, further di
providers for their families. During the Clinton Administration, the demise of the African

American family was furt her accomplished by requiring that mothers work, taking them from

their children even though the wages earned were hardly enough to live on.

Page 83 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

During the early to late 80s, without an avenue to legitimately provide for their families and
frustrated by the lack of opportunity, a number of African American males turned to petty
crimes, especially the sale of drugs, to survive. Competition in this business sphere led to an
increase in gang activity and resultant homicides. (Pastore & Maguire, 2006). The lde 90s saw
policies in place to criminalize and incarcerate, especially young African American males, for
insignificant infractions that, as indicated above, were previously considered misdemeanors).
Small transgressions were addressed with harsh penaltiesii such as a fiveyear automatic
sentence for a thumbnail of crack cocaine. The arresting officers or the courts often increased
misdemeanor infractions of the law for African Americans to felonies, while the felonies
committed by Whites were reduced to mi sdemeanors. Further adding to this picture, was the
use of oO0zero tol er ancénbarcerater Afritar Anercanamalesi si o n

The impact of the high incarceration rate on African American families is widespread. Being
incarcerated further red uces stable employment, marriage, parenting, and other positive life
experiences. It is not surprising that many modern Black observers suggest that these policies
are purposely designed for racial genocide.
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B3e. Lack of Mental Health Funds

The systemof funding mental and behavioral health services is California directly and

indirectly impact population outcomes. During the development of th e CRDP Population

Report, the constant inquiry was, 0 Wher e i s money going to cposme fr
put forth by thfd BShok!| dowpal makenPécommendati on
be money to pay f @mswer faesoundipylYESn&hisCRDP Population

Report is a roadmap of meaningful practices that the Black popul ation believes will help them

experience better mental and behavioral health with the hope of eliminating disparities. To

properly address PEI programs and activities, to provide a culturally appropriate workforce

and to eliminate disparate mental health outcomes, sufficient funds must be appropriated. In

addition, PElI is frontline, proactive, at the community level approach to good mental health.

A much larger question related to funding is getting significant funds to the Black community
for the commu nity to work with their own population . Based on the information collected
during the CRDP process, there is overwhelming evidence that the Black community has
received less than 1% of the MHSA funds to support tailored programs targeting the
population . We strongly believe insufficient f unding has direct consequences that are
displayed in persistent disparities, and extremely poor mental health outcomes.

0 T h arene resources. Your love one has a mental deficiency. There is a great need but no
resourcs in the community to help. You need medication. You need someone to talk to the person
whohas a mental illness, but there are no resources in our community to help. Then people just

get worse, and worse. o
FG San Bernardino County: Charyce, 5 4 year old Black female advocate/servant

Mental and behavioral health f unds have affected the following service provisions: outreach to

the community; t her e ar e nsttom®h ys bhomse f or ment al heal th
services(validate - references; need access to a wider pool of services that connect mental

health and social services; not enoughAfrican American providers and mental health doctors

for this community; limited age appropriate services; and not enough support groups.

Insufficient funding also affects the cost of mental health services for the consumer. People of

lower socio-economic status are financially incapable of accessing mental health services.

Medical costs as they stand are unaffordable(need to document).

Becauseofimi t ed or no health insurance, m3eelgngforami | i €
mental care needs is using primary care or emergency facilities (document-referencesUCLA

study???%. Sometimes mental illnesses may manifest as physical conditions such as

psychosomatic ilinesses, chronic pain, and fibromyalgia. These conditions could be confusing

for the patients to describe and for professionals to diagnose. Mental illness in children and

youth can be displayed in loss of physical control such as bed wetting, mood swings, eating

disorders, ringing in the ears, or social isolation. Patients may alsoattempt to reify or magnify

their symptoms if they believe this would help to qualify them for disability benefits.
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The evidence is clear, mental healthcare iscostly, see Figures24 and Figure 25

For over sevenyears the MHSA (2004)has been in force. From theperspective of the Black

population, there is no evidence that any significant funds have gone directly to Black lead

organizations to assist with mental health issueswithin their population . There are several

Black lead organizations that provide effective direct prevention and early intervention services

to the population but , do not receive MHSA funds or any county mental health funds to operate

their programs and interventions. During the CRDP process many Black California residents
asked the question,0 How much MHSA funds have been awarded
of the MHSA funds have been used on specific outreach and community éféotty thrgeting the

Bl ack popul ation?¢d

Obtaining statewide financial reports on how MHSA funds have b e used for specific programs,
intervention s, and outreach to the African American population is beyond the scope of this
project. Reports from the state or local department of mental health were not available. Further
investigation and follow -up is needed to determine how MHSA funds have been disbursed
directly to Black led community organizations for culturally tailored mental health efforts.

Disparity data needed on how & what funds are used for African Americans

Who gets funds, and how are funds used for the African American population
Lack of funds and the timely receipt of funds to community organizations must be discussed
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Mental Healthcare Cost Data for All Americans
(2006)
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Figure 24. General mental healthcare cost data
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In Billons of 2006 Dollars

Total Expenditures for the Five Most
Costly Medical Conditions (1996 vs. 2006)
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Figure 25. Mental Healthcare C ost

African American Population Report

Page 88 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

B4. Populations of Special Interest
B4a: African American Older Adult Mental Health Issues

0Those who respect the dl daeckgspave their own r
African Proverb

The Older Americans Act (OAA ) [Administration on Aging, 2011] was signed into law in 1965.
OAA has provided the opportunity for the development of compre hensive and coordinated
service systens for the elderly. In California, th e Department of Aging (DOA) and its Area
Agencies on Aging (AAA) have achieved tremendous accomplishments in the quality of life for
older adults, adults with disabilities, and their families. The Department of Health and Human
Services (2011) has estaldhed standard age categoiies for calculating age specificdiverse
population statistics. Standard adult age categoriesare: 25 to 34, 35 to 44, 45 to 54, 55 to 64, 65 to
74, 75 to 84 and 85 years and olderData is usually reported based on this age grouping.
Further, distinctions in age groups are also used toidentif y and qualify for benefits and
services.Individuals 55 to 64 are considered older adults; 65 to 74 older, older adults; and 75+
are seniors elderly, or older, older, older adults.

Population aging is a global phenomenon (Kinsella and He, 2009). According to the National

Institute on Aging report, An Aging World (Kinsella and He, 2009,t he wor | dds popul
agingo For the first time in historgrpebipleéeragea¢ée
13).By 2012, Americans 50 and older will reach 100 million, and 1 in 5 persons will expectto be

65 or older by 2035.Providing for the care of older adults creates a tremendous challenge and

requires understanding of the aging pr ocess.Understanding older adults varies across people

groups and within groups. One size does not fit all.

Aging is a dynamic process every human will experience. We all will individually experience

aging in a different manner, starting at birth. Biologi cal aging certainly does not correlate with
chronological age (Kinsella and He, 2009). Variability among and within individuals in rates of
change with age is considerable related to physiologic, pathologic, and functional

characteristics. For example consider the classification of age groups. Some now considerthe
adult group to be individuals age 25 to 64, and older adults to be sub-divided into thedy oun g
ol b®to74,theo o | (tbdo 84, andthed o | d e §5b and dlderp

In 2009, according tothe Department of Health and Human Services, A Profile of Older
Americans: 201QDHHS, 2010),there were 39.6 million older persons 65 years and older See
Table 17for other facts about older Americans. It is projected in the California State Plan on

Agin g, 20092013(California DHHS, 2010) that by 2020, persons age 60 and older will comprise
nearly 20 % stbtal @aulatioh. dMtmtiheandrease of diverse older adults, including
the extremely healthy and independent to the extremely poor, frail a nd very needy, specific care
issues must be tailored to the population with the goal of ensuring optimal wellness and
respectful quality of life.

All older adults, 65+, will have similar needs to maintain independence, physical activity,
respectful livin g arrangements, reasonable incomeand healthcare services(DHHS, 2010). One

Page 89 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

critical need for all older adults is good mental health and to be in control of personal bodily

functions. Mental health of older Americans has been identified as a priority by t he Health

People 2020 objectives, Health People 2010 objectiw the 2005 White House Conference on

Aging, and the 1999 Surgeon General s report on

Table 17: Facts about Older Americans and Aging , United States Data

e Americans aged 45 to 64, who will reach 65 over the next
two decades, increased by 26%

e Americans 65 and older are 12% of the population (over
one in every eight)

e Americans reaching age 65 have an average life expectancy
of 83.6 years

e In 2009, 19.9% of person$5+ were minorities:
8.3% African Americans
7.0% Hispanic origin (any race)
3.4% Asian or Pacific Islander
1.0% American Indian or Native Alaskan
0.6% Two or more races

Source: A Profile of Older Americans: 2010, DHHS, 2010

What are mental health issues for African American older adults  living in California ?
Fear
0OAnd, one thing waealdtafpedpletegpecralyy AfficanzAeeriaansstbey t h a
have a fear, inner fear, a hidden fear | should say of even admitting that there might be something
wrong. 0
FG: Betiye, 68 year old Black female mental health advocate
Contra Costa County

Trauma
0 | he case of mental health, my experience was that once when | was ah going through a
traumatic situation é w,iahtdihenpseifbsaited Bapperdngtd me t u f

and | was reactingabnormallput | di dndét know artaltil &ftartl cama me
out of it and then | started getting some he
FG: Arthur, 70 year old Black man mental health advocate
Richman
Stigma
oWe donoét | i ke people into our business. | d
andwhydoleed ment al heal t h. o

FG: Norma, 59 year old female African American
The Children of Promise , Sacramento
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Misdiagnoses

ol was hearing voices you know. |l had been t
know it was like they were comingtomea | ki ng to meé | done went t
telling my doctor and he telling me, are you
constantly telling you thisé |1 6m trying to e
on with me and | need it to stop or whatever] was di agnosed with ah s
what they told meé. To actwually |l ook up the
I had these dreams, it, it hapepkinzdpHHroeniac .wh

FG: Jacquelyn, 81year old Black female

San Diego

No Appropriate Access

oé. get on the right medication, the right h
department and, and state you have a problem and they wannapdssck and give you the
shuffle and that frustrat es.Thenandthenktelltherh ai n o
this, and theysayno,t h at 6.sAndntohte yi tf ust gi ve you the runar
believe what you saying about how yealinginsideor what youodrAadtepi ng t
send youlike you stuck at downtown mental health. You go there and they wanna send you way
to,toumeast. A somewhere you dondét know how to get
know the streetf or nothing and you get lost and frustrated so you just push it to the aiae

keep going and it gets worse.
FG: Brigitte , 50year old female, African and French descendents,
advocate for visually impaired/counselor/legally b  lind , Oxnard

Not Being Un derstood

0There is a difference between African Amer i
resources and somebody around to;lsetpebody who understands about what is going on. |
donot want it to be 1| i ke, licesdomeunderstandthatiBd ac k s

mental problem. You need people with training and understanding, professional people who are
trained to know what to do and can recognize mental illness.
FG: Marlene, 72 year old African American female
The Children of Promise, Sacramento

Loneliness and Isolation
ol would kind of describe them as ah the
the ordinary, we say they didndt take th
would do betr or they just they are not properly nourished. They not getting the vitamins,
minerals, nutrients they need. And so a lot of that might be missing and then sometime people are
just lonely. They dondt have nseemstoere foothemo nv
or so they just isodl ated and dondt act the s
FG (misplacedé need to identi fy)

y ar
eir
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B4b. Transition Age Youth (TAY)

The Alameda County Behavioral Health Care ServicesAfrican AmericanUtilization Study
provides valuable insight into county level mental health issues across the life spa. Findings
were identified based on four specifically defined age groups, birth to 16, TAY 16 to 29, adults
29 to 59, and older adults 59. The entire report can be downloaded from the Ala meda County
website at www.acbhcs.org.

Overview of the mental health issues in Alameda County ( African American Utilization Study
2011,pages 1627):

® 33.1% African American adults 18 to 39 need professional healthfor mental health issues

® 41% children entering the child welfare system are African American

® Alameda County data suggest African American children and youth may be
inappropriately diagnosed with serious emotional disturbances (SED), and serious
mental il Iness (SMI)

® TAY Jda story is presented about a typical young African American male living in
Al ameda County. Johnds Path represents how t
effectively served young adult African American males. J o h nrébtemgpstarted at an
early age resulting in severe drug addiction, viole nt behaviors, and social isolation,
discrimination, and repeated arrests. Throughout his early years until age 18, John was
shifted from group home to group home and placed on heavy doses of various
antipsychotic medications, producing negative consequences in his young adult life at
age 20.

® African American adult consumers in Alameda County live in poverty, many experience
traumatic situations, and impaired psychological well -being contribute to depr ession,
PTSD, perceived aggressions, antisocial behavior, and social withdrawal

® Older African American adults: The story is told of Christine. As a biracial African
American experienced isolation and discrimination resulting in drug abuse, prostitution,
and ment al ill ness starting a vicious downwa
continued until her early 5086s when she bega
encountered a spiritual experience.
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ONot everyone i s abl e ubeseeiadlikeonord anth moaeclpéople is notgustr a n c
dying from gunshot wounds and stuff like that. People also dying from mental health issues and stuff like
that, thatdéds a health problemé. Cause t hheyh dond

medi cine that they need. 0
TAY FG Alameda County: Erica, 20 year old Afro -Latina female

0Al ameda County has their own, |ike umé. outrea
people you know €é they want ydu slkomew.,hisnagme oyroau tk
domesti c Tvhieoyl ednocnedrté gjuul satr hnaevnet a | heal th progr ams

TAY FG Alameda County: Marcus, 2 3 year old African American male

oéf or my cousin for instance, | i ke htelphim,tkele, me n:
l et him run wild, so you seeé. He justyosdems | i
grownd and | have .tyoutbelel, Hi doywdudmweannott o tel]l
youdr e, youo0 plegomadhastodaaresfdr you and gtuéf kike;ttnging to break it down to

himé. So | try to help but itds only so much yo
know, some of them | iéste&mradnd heo he othefsfaniyemembed @ n @
t hat say stuff but they say it so rudely, to hi
justcallhimretarded . | t hink thatds wrong. I think that:
serviceshelpandsomed not é. you candt just get one opinio
di f f eTheyran Be bipolaand then they can have like schizophrenia and all that other stuff like

t hat é | i ke do gjusotojgstspyutsey casjabe ke oheyiomgokay t hen
later, oh wedund this and stuff likethétma kes peopl e | i ke ohémakes t he

think that theydre sick @and thereds nothing wro
TAY FG Alameda County: Deliesha, 22 year old African American female

OYeahbecause they had me on Haldol when | was 19¢
nothing else is working and they worked, went through me so fast that | had a drug induced like episode
where | was hal | wmdcheypatmeée andlaldalurd | did soaé réallyhceazy stuff and my
mom called the police on meé And they arrested
the um, the police car, my jaw locked because | had been switched around so muchdm stili ke | 0
weird. The police didndét do anyldlindg. unteept dindn dvth y C
me onit A ntltkg diagnosed me as one thing and then changed my diagnosis and when they changed
my doctor He changed my diagnosso I feltlk e t hey really didndt know w
they really wereguessingnd it 6s hard for me to have trust i

did all this stuff wit hantemlstilhaeedo déal withdies sarheSaciityn d |
and | dondt really Rawvedt,hdt fmwedh |[tirkestt hfeoyr dtomée
di agnosi s is. |l t®s | i ke theyodre just guessing.

FG Bonita House Alameda County: Naeema, 34 year old
African American female; diagnosed: schi zoid effective
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As aresult of the Alameda County African American Ultilization Study local resident needs were
prioritized according to age groups (page 10)

Age Group Identified Needs
Children & Youth (Birth to 16): Accurate and unbiased mental health diagnosis

Address ad-hoc and piecemeal services for complex
mental health issues

TAY (ages16 to 29) Address social isolation & marginalization of TAY at
risk for serious mental health issues due to social
determinants

Adults (ages 29 to 59): Culturally responsive, strength -based, and coordinated
services to empower adults to recover from serious
mental illness and substance abuse

Older Adults (ages 59+): Accurate diagnosis of mental health issues
Link primary care and mental health support

As in Alameda County, African American TAY experiencesthe same mental health issues
throughout the State of California.

oU m, I think part of it too is é actual recogtlketi on
um my d aeal €ulers framartental illness. But, he was just like my weird Uncle Rick because no one ever
explained to me anything about him and why he was the way he was. Or, why he had a sort of like childish type of

mentality even thoughshéiwdd eaniaduwlatsé c\Wlhhén O6lcawa e |
me . But , I mean as you get older you kind of 1ike,

|l i ke shame and a guilt thatdos araeshdmetdéof bhhméak8ot
tal king about it openly and really trying to get he
him in the back and | et him do his own t hiinmstgad Afnd, n
reallygetinghi m hel p. It was more | ike sort of I|ike push

FG College Student : Brittnee, 22 year old Black female;
diagnosed: childhood depression , Riverside

0l woul dnoét personally doitssuasdbetcamnsteo tdleyhealomdmy

to go through the motions of explaining everything to them and my life to them, when | can just go to someone that

already knows me and they would be able to help me a little better than someore swho@dd know me. O
FG College Student: Aaron, 24 year old Black male, Riverside

oLi ke I 6ve been to people who were straight and Whi
gay. And, they dondt reakl whathegmdgodngrehblrbwghbnde
need someone who really understands. Theydve been t
they, when | say i t, t;hoety skonnmewo mweh ajtu sltd m otoakliknign.gdé ab o

FG LGBTQI : Ernest, 17 year old gay student, Sacramento
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oUm, wel | my sister has dealt wjahdsolpettymachmy | | ne
wh ol e Iwas tfyingéo differentiate between um like stigma labels and mediedd ladscause the
wrong medical labels even can lead to the wrong drugs. .. So | feel like sometimes the medical terms are
not accurate and sometimes they are just as bad
sometimes the doctors are stillcoming wi t h new | abels. . . 6

FG Chico: Aminesha, 25 year old Black female, client family member

ol dondét, |1 dondt know what to say but | do thi
the hardest thing to deal with, the lists, the labels, vaeaiple think. People are saying that you are that
€ you have to deal with that, but then al so bei

even more worse.®o
FG Chico: Jamilah, 27 year old Black female client;
diagnosed: bipolar

oYou knav what happened to ypbappened to me when | was 14 and ah | was doing somethng
was taken i@ and they were testing me for all these drugs. Atthe time whenlwas13 | wasnd
messing with anything | eltflike for the fact that you know thata s thésolutioré drug. He was
confusedonhowtotreatpreo he just gave me al.lt tdhaeandtt lwiomds
ended up pushing me to drinking. By the time | was 15, um between the ages like 15 and 18, gou know
doctorscold treatmesé it ended up pushing me in self medic
interesting you know how they wanted to paint m
anditpushesmé&h ey ¢ andThetyr elaotn 6mmemaEhrenya dtornedat k n oMo, lh ow t
might as well drinkd

FG Chico, Jessica, 20 year old Blackfemale;

recovering mental illness/advocate

ol feel speaking from experience that um, I sl
| ve been through and it | ead into drugs, mari|j
and it was an escape route for me speaking from experience. And me feeling like as a person, another
individual and going to a White lady or a Hisparaaly trying to tell her my business and they put me on
paper | ike |1 dm crazy. You know, so a | ot of th
addiction come from ment al heal t h. Majag ity 99
addictions come from, mental health problems. But instead us being Black African Americans like you
said, we so strong we go our own route, make our own decision instead of breaking down and really
getting help that we need. And then at the same twhen it comes to the mental health workers, you

have to have good ment al heal th workers you can
paycheck by the end of two weeks. You got to h
dong. Thatds gone really, really help this perso
guide this person. 6Cause a | ot of times when vy
times you got a mental health problemyou havett al Kk t o somebody thatods r
with ment al heal th peopl e. .. The first thing &
these pills, try this. | ©&m gonna preeys cdroi.bbe you

FG Bakersfield: Brannish, 20 year old Black female, client
National Brotherhood Association

Page 95 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

B4c. The Deaf, Hard of Hearing, Legally Blind
Testimony from a mother of a deaf son

oThank you for allowing me to comment of the gapsentalhealth @are for the deaf. | was forced to
relocate my son to Washington D. C. in order to get relevant mental healtWdate.here in California
Crisis treatment was rendered by writing nataad| had to interpretwhich violated his confidentiality.
| am hapy to report that he is now doing well and not using drugstefiseto return to California
because of the experien&@ome of the things that California should lookathanging how mental
health services are provided are:

Making sure that the provider is proficient in American Sign Language (ASL), not just
calling someone in for the appointment.

o Make sure that the persons have been trained in ASL and not just finger spelling. There
can be no quality treatment if there is no communication.

« Have therapist that are familiar with deaf culture and respectful of the culture.

e Increase the number of African Americans that provide services to reflect safe space. The
barriers to care are the same in the deaf community as in general society, and the "ims"
are the same.

« Provide support groups for deaf clients as are available to hearing clients. Not just throw
them in with everyone else as some of their needs will be different. How is the group
supportive if they cannot interact with those participatin g in the group?

e Do not assume that the African American family support is not there. (I was told many
times that "we didn't know you signed, most families don't") If the family does not sign
(ASL) there are definitely "home signs" and the support should be utilized.

e Most importantly, deaf African Americans and their families should be included
when developing policy that will determine their success in treatment.

« Communicate clearly prior to giving out medications that are not needed, STOP THE
BOILER PLA TE TREATMENT WITH OUT EVALUATION! Take the time to "hear"
what they are saying.

These are but a few of the many issues that are faced by the African American deaf community here in
California. This is really sad as we have a school for the deaf inltémel IEmpire/Riversid€alifornia |
hope that some of these issues will be considered in your discuggiaimsmy thanks for allowing me to
share and this wonderful work you are doing fobus.

Peace & Blessings

Nosente A. Uhuti

Moreno Valley, California
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oFkerything I do is a challenge. | suffer with p
vision and hearing. | am an individual who has suffered trauma for years. | was hit when | was three
years old. My mom and dad were figly. Mental health decisieomakers are not willing to take on my
problems and do something about this pain. That gives me mordtpagkes me think they really do not
care.l believe God designed me for a purpose. | am human. | want to be a paatofgre s s . 0

In-Depth Interview: Sharon Lyle, 51 year old African American
female, legally blind and hard of hearing; mental health client;
Los Angeles County

oDeaf and hard of hear i nmakedsoThenState offCaliformia jragsaamer i t y
woefullyin adequat@nd inaccurate. We live in two worlds and we do nob fit.

One-on-one Interview: Ralph and Judy Singleton, White married couple,

both deaf, NAMI Client Family Members, Sacramento

OPeowhHoe ,can he aada nitheSate bf Caliiprnia has no expertise to work with deaf
people. My son is deaf. The system labeled him as mentally ill, and called it bipolar and schizophrenia,
then placed him in a mentally ill facility for one yed@thout a diagnosisFirst, they locke¢him upin jail.
We could not see him for three months. And, for three months he did not have an evaluation. There was
very poor communication with us as his parents. The system has failed us. The equipment is outdated.
There are no facilities in Califoanfor young adultsThere are no good medications. No good
communication. Assessment does not use appropri
One-on-one Interview: Ralph Singleton, White male
Deaf NAMI Client Family Members, Sacramento

oUm whats matsternr o me as a Bl ack person, okay whe
starting to know something about these people I
l ot of them | mnmoow dan d veemd o by théahéhey got a lot inside to say.

You know, and when I go for help and | go to th
seat. What, whatodés going on with you? ,goujustast ead
fle;, okay, well next. You know wtea e as apaesanno Tha

FG Oxnard Womends Support Gr otpenchfBmalegi tt e
Advocate for visually impaired/Counselor/Legally Blind
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B5. Summary of Problem St atement

California specific data about mental health issues and service delivery is severely lacking. Data
that is available is distorted and prevents efforts to properly identify disparate outcomes for
African Americans. The California data that is avail able indicate that one third of all Blacks seen
in the mental health system have dual or triple diagnose s (data reports do not specify the
combination of these diagnoses). The highest psychiatric diagnostic group is depressive
disorders.

According to the limited data on the type of serves received, 26.5%o0f Blacksreceive 5 to 15 days
of services These serviceould be crises stabilization, day treatment, day rehabilitation, or
vocational. For PEI, it may appear from the data that target strategies should address factors
that predispose to, or create a risk for depressive disorders.

A retrospective review of information about m ental health problems in Blacks indicate that
structural and systems problems, such as a through and accurate mental health assesment of
individual problems, a sever lack of ethnically matched workforce, the criminal justice system
first respondent interaction, and inadequate diagnoses with corresponding treatment that
includes high doses of psychotropic medications are major issues.

Irrespective of the age group, the perception of Blacks is that providers are not listening to their
expressions of their ment al health probl ems. N o
The impression of the majority of Blacks related to mental health problems is that their people

are given medications and then pushed to the side, or forcefully detained in the criminal justice
Ssystem. The overwhel ming perception of tand pop
not properly trea ted for the right mental health problems.

0The county people are always asking Bl ack f
Black statistics to get money on projects, programs and other initiatives. When the report is done
andthemoneg omes to help with the Ooproposedd proj
community. The countgets money, but it has not madny difference in the health of our people.

We are always being used for somebody el se t

Reverend Dr. Pastor Raymond Turner
Inland Empire Concerned African American Churches (IECAAC)

Disparity outcome reports are pervasive. Poor health and mental health outcomes are not a new

issue for African Americans. In fact, W.E.B. Du Bois (1899, 1906) documentedlisparate overall

health outcomes for Black Americans over 100 years ago. In 1906, he reported iffhe Health and
Physique of the Negro Americtimat Negroes exceed the White death rate across several health

outcomes including still births, heart disease, pneumonia, and diseases of the nervous system,

to name a few. Since this original research by Du Bois, others have documented the same
including the landmark Report of the Secretaryodos Téa&ankheFor ce
U. S. Department of Health and Human Services (Heckler, 1985).
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In sum, complex problems are associated with mental illness in African Americans. Such as:

\/ Being ignored

\/ Dehumanizing societal encounters

\/ Mischaracterization

\/ Oppression

\/ Intergenerational traumatic experiences

\/ Ongoing micro -aggressions

\/ Perpetual societal imposed negative marginalization

\/ Ongoing abuse and stress

\/ Overt and covert racism

\/ Benign neglect

\/ Personal unresolved identity issues

\/ Lack of accurate mental health assessment

\/ Over prescribed medications

\/ Lack of follow -up

\/ Timely access to meaningful interventions

\/ Misdiagnosis and incor rect treatment

\/ Lack of understanding mental problems, signs and symptoms

\/ Missed opportunities for early detection and intervention

\/ Severlackof0 good me nt prdmotiore Basetdn dultural beliefs
VNO cultural programs to support o0good
\/ Lack of community resources to address mental health issues

\/ Lack of properly trained community individuals

\/ Lack of properly trained professionals available to help with mental issue s
\/ Invisible mental health outreach in the community

\/ Fear

\/ Isolation

\/ Shame

\/ Do not have a safe caring place to go for help

\/ Lack of respect

\/ Lack of caring for the mental health of the population

As recommended by the IOM report and other reports from DHHS (2 004), in the face of
overwhelming evidence of the existence of complex contributing factors for persistent
disparities between Blacks and other groups, the most effective way to eliminate them is to
engage the Black population in the process of identifying the problems and recommending the
solutions based on their experiences.

A sensitive, but humbling task has beento clearly articulate the expressed relevant problems of
the population from their perspective . Participants repeated over and over that they have
shared problems and concerns before, but there is no evidence that decisioamakers
understand. There is no evidence that what has been expressed resuled in meaningful
interventions. With this CRDP Population Report hope has been ignited. The challenge isto
ensure the trust of the people that this time their voices will be heard and acted upon.
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SECTION C:

California Mental and
Behavioral Health
Service Delivery to Blacks

C1. MHSA History and PEI Plans
C2. Densely Populated Counties

C3. Rural and Isolated Counties
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C. California Mental & Behavioral Health Service Delivery to  Blacks

The California Mental Health Services Act (MHSA) of 2004 was designed to transform the
public mental health system into one that focuses on consumer wellness,recovery, and
resilience. The intent of the MHSA was the creation of a broad spectrum of prevention, early
intervention and other programs, as well as infrastructure support, to engage underserved
populations and promote the recovery of individuals with mental illness (MHSOAC, 2011).
According to the MHSA Oversight and Accountability Commission (MHSOAC), oOby
implementing the principles and values of the MHSA, enhancing funding for effective
treatment for people with serious mental iliness, and initiating new prevention, early
intervention and innovative services, California is moving its public mental health system to a
Ohel psystemdowi th a commitment to service, suppo
(MHSOAC, 2011).

The five core components of the MHSA (2011) are:

¢ Community Services and Supports (CSS): provides funds for direct services to individuals with
severe mental iliness

o Capital Facilities and Technological Needs (CFTN): provides funding for building projects and
increasing technological capacity to improve mental iliness service delivery .

e Workforce, Education and Training (WET): provides funding to improve the capacity of the
mental health workforce .

e Prevention and Early Intervention (PEI): provides historic investment of 20% of the MHSA
funding for outreach programs for families, providers, and others to recognize early signs of
mental illness and improve early access to services and programs to reduce stigma and
discrimination .

e Innovation (INN): funds and evaluates new approaches thatincrease access to the unserved and
underserved communities, promote interagency collaboration and increase the quality of
services

California MHSA funds are dedicated to directly addressing risk factors through outreach
programs for families and communi ties to recognize early signs of mental illness, deteriorating
emotional and physical health, and to improve early access to services,ncrease prevention
activities, and to reduce stigma and discrimination.
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Cultural Competence

The California DMH under the Office of Multicultural Services (OMS) promotes culturally and
linguistically competent mental health services within the public mental health system.
Operations are implemented at multiple levels with a special emphasis on community partners
to eliminate racial, ethnic, cultural, and la nguage disparities in access and quality of care within
mental health programs and services.

To facilitate cultural competence at the county level, each County DMH is mandated to develop
a Cultural Competence Plan. The Office of Multicultural Services provides technical assistance
to counties in the development of their plan. The goal of a Cultural Competence Plan is to
ensure that staff receivesongoing cultural competency education and training in culturally and
lin guistically appropriate service delivery. For the discussion of this section, by definition,
cultural competence is a set of congruent practice skill knowledge, behaviors, attitudes, and
policies that come together in a system, agency, or among consumer poviders, family members
and professionals that enables that system, agency, or those professionals and consumers, and
family member providers to work effectively in cross -cultural situation.

A major commitment by the California DMH was the implementation of statewide cultural
competency training during 2010 and 2011 called the California Brief Multicult ural Competence
Scale (CBMCS) Multicultural Training Program . The master trainers were Dr. Gloria Morrow
and Dr. Robbin Huff -Musgrove. Both Dr. Morrow and Dr. Huff -Musgrove are members of the
CRDP African American Strategic Planning Workgroup. The intent of the CBMCS

Multicultural Training Program is to provide mental health workforce with skills and

knowledge through interactive training sessions, handouts and visual materials. The CBMCS
Multicultural Training Program is designed to be applicable across mental health settings and
providers with different professional backgrounds and affiliations.

The next section of this Population Report contains information about mental and behavioral
programs and interventions that are currently provided in California that are tailored for
African Americans. Surveys were conducted to identify current programs and interventions.
Additionally, a review of each approved ¢ ounty MHSA PEI Plans was undertaken.
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C1.The Approved County MHSA PEI Plans

During the time of the development of this report, a s of November 18, 201Q all 58 California
counties had submitted and approved PEI plans. All plans were posted on the Oversight and
Accountability Commission (OAC) website at http://mhsoac.ca.gov/PEIl/Prevention  -and-
Early-Intervention.aspx . A number of counties prioritized programs that focused e xplicitly on
the needs of specific racial and ethnic groups: Latinos, African Americans , Asian/Pacific
Islanders, and Native Americans; and others. Careful review of the County PEI plans revealed
that only three counties have identified African American s as a priority population . Those
counties and specific PEI programs were:

Butte County: African American Cultural Center

Los Angeles County: African -American Youth in the Juvenile Justice §stem

San Bernardino County: Resiliency Promotion in African A merican Children
African American Family Resource Center

One other county PEI plan had tailored and target specific programs for African Americans but,
did not identify the African American population as a priority population. The county and
programs were:

Riverside County: Effective Black Parenting Programs
Africentric Family and Youth Rites of Passage
Cognitive -behavioral Intervention for Trauma in Schools

Additionally, Alameda County did not list African Americans as a priority populat  ion, but
funded a special African American Utilization Study to identify best practices for addressing the
needs of the population.

Tailored African American programs and interventions in Table 1 8 were initially listed when
County MSHA PEI Plans were fir st approved.
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Table 18: Synopsis of Tailored African American Interventions

County

Los Angeles
817,273
African Americans

Intervention
African -American Youth in the Juvenile Justice
System

African American Population Report

Focus |
TAY

Listed in Approved County MHSA PEI Plans

Contact

Alameda
183,778
African Americans

African American Utilization Study

To identify best practices
for addressing the needs of
African Americans

Gigi Crowder, ESM
Alameda County BHS
(510) 7772118

San Bernardino
166,671
African Americans

Resdlience Promotion in African American
Children

To build resiliency and
prevention behaviors in
African American students

Patrick McKinstry, Director
The LaBaron Group
(951) 6752750

Riverside
125,487
African Americans

Effective Black Parenting Progr am

Afrocentric Youth and Family Rites of
Passage Program

Cognitive -Behavioral Intervention for
Trauma in Schools

African American parents to
teach methods of disciplining
children using effective praise
and a reward point system

African American boys 1115
years of age; mentorship,
tutoring, college prep, creativ
arts, and the seven principles
of Kwaanza

African American children in
middle and high schools;
provide counseling in the
schools based on Cognitive
Behavior Therapy principles

Tinya Holt, Director
Perris Valley Recovery
Program

(951) 6572960
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Table 18: Synopsis of Tailored African American Interventions

County

Riverside
125,4%
African Americans

Intervention
Effective Black Parenting Program

Afterschool Rites of Passage

Cognitive -Behavioral Intervention

African American Population Report

Focus
Parenting program with an
African American frame of
reference, pyramid of
success, family rule
guidelines

Transition from boyh ood to
manhood; creative arts,
math, science, college prep,
fitness, and monthly family
empowerment dinners

African American boys and
girls ages 1014, to reduce
symptoms related to
physical or emotional
trauma; build
resistance/strength,
increase peer am parent
support

Listed in Approved County MHSA PEI Plans, cont

Contact
Dr. E.M. Abdulmumin
The DuBois Institute
(951) 6869930

Butte
2,867
African Americans

African American Family Culture Center

To empower and embrace
African American families
and community by
reclaiming, restoring, and
revitalizing cultur al
heritage, values and
identity; to bring about
healing

Youth For Change
(530) 8771965
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Table 18: Synopsis of Tailored African American Interventions Listed in Approved County MH SA PEI Plans, cont
County | Intervention | Focus Contact
Ventura Ventura Community Coalitions RFP released in 2010, to Susan Kelly

10,450 raise a lead agency to work (805) 9816332

African Americans with divers e ethnic www.vchca.org/MHSA

populations on mental
health issues (African
Americans one of the target
populations); outreach with
African Americans at St.
Paul Baptist Church,

Oxnard
Contra Costa Mental Health Education/System 120 African American Cynthia Garrett
- 92,819 Navigation Support for African American Families in Bay Point, Center for Human
African Americans | Health Conductors Pittsburg; culturally Development
appropriate education on (925) 4312321
mental health topics cgarrett@hsd.cccounty.us

t hrough owlo,ud
oMind, Body,
0Body and Sou
groups ; Youth-Senior Peer
Outreach Project to
decrease older adult
feelings of isolation and
increase selfefficacy

Contra Costa Child Abuse Prevention Council of Contra African American parents Carol Carrillo, MSW

- 92,819 Costa residing in Western Contra (925) 7980546
African Americans Costa County with capccarol@sbcglobal.net
evidence-based curriculum
of culturally, linguisti cally,
and developmentally
appropriate parenting
classes
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Information received from Dr. Deborah Lee, Psychologist, Oversight and Accountability

Commission, identified MHSA PEI programs focused on specific racial/e thnic communities

basedonas ampl e of 32 counti esd 2ranBial REpptansa \n thelinit@lr o gr a
planning stages, the following were reported asplanned targeted interventions for the African

American population in the County PEI Plans:

African American Population

Berkeley PEI Community Education Supports

Butte African American Cultural Center (listed as a priority intervention in PEI plan)
Contra Costa Building Community in Underserved Cultural Communities

Fresno Integration of Primary Care and Mental Health

Fresno Cultural-Based Access Navigation Specialists

Fresno Pertnatal PEI

Fresno SchoolBased PEI

Fresno Horticultural Therapeutic Community Center

Fresno Team Decisiortmaking

Fresno Functional Family Therapy

Kern Integrated Physical and Behavioral Healthcare

Madera Community and Family Education

Marin Stude nt Assistance Program

Merced Public Awareness and Education

Monterey African American Community Partnership/Village Project and Screening Services
Riverside Mental Health Outreach, Awareness, and Stigma Reduction

Riverside Effective Black Parenting (liste d in final PEI plan )

Riverside Africentric Youth and Family Rites of Passage Program (listed in final PEI plan )
San Diego Elder Multi -cultural Access and Support Services

Stanislaus Community Capacity Building

Stanislaus Health/Behavioral Health Integrati on

Ventura Community Coalitions (listed in PEI plan)

SPW members contacted the above counties to identify progress toward PEI activities tailored
to the African American population. The results were added to Table 16. In addition, we
reviewed all 58 approved PEI plans to identify language indicat ing specific outreach efforts to
African Americans. Somecounties recorded intentions to have multicultural programs and
interventions, but they were not specifically tailored to one population. Only the three counties
identifi ed earlier (Butte, San Bernardino, and Riverside) purposefully designed and funded
tailored PEI programs targeting the African American population.

Two counties (Los Angeles and Alameda) funded studies with the Black population , the
African and African American Mapping Projeat Los Angeles County, and the Alameda County
African American Utilization Study
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C2. Densely Populated Counties

Of the six counties (Los Angeles, Alameda, San Bernardino,San Diego, Sacramento,and
Riverside), with the highest population of African Americans in the State of California |, at the
time of this report , only two (San Bernardino and Riverside) were proactive and funded tailored
African American PEI programs under the MHSA as listed in the county approved MHS A

Plans. To be clear,tailored African American programs are designed specifically for the population
utilizing principles and concepts tested in scientific research and presented-neyiegred literature
Please see Table 17 for research studies on tared African American mental health prevention
and early intervention programs; also see the compendiumwith this report of African American
Mental Health Scholars and their Scholarly work.

It appears to be a serious oversight when all major reports (e.g Mental Health: Culture, Race, and
Ethnicity: A Supplement to Mental Health: A Report of the Surgeon GeriptdHS, 2001)) on health
and mental health display the African American population asexhibiting extremely poor health
and mental health outcomes that lead to premature death and disability, excessive risk factors
for developing mental illness, and .YehinthdShateut i | i
of California there are no specific effortsin the approved MHSA Plan for four of the six counties
where 73% of the African American population lives to fund PEI programs using MHSA funds

to addressdocumented issues In the six counties, only two identified and funded tailored
programs to address the needs ofthe African American population . This observation is made
based on the fact that there are numerous research studies that have documented positive
results of tailored PEI efforts toward the African American population.

This is extremely disconcerting. Troublesome to say the least,given the high level of mental
health disease(mostly undiagnosed, and highly probably inappropriately treated as reported by
the African American population) , poverty, ongoing intergenerational stress, and other chronic
health condition in the population. And, given that there are proven programs that work, but
are not funded for implementation so that people can get the help they need. There is
overwhelming evidence that certain types of interventions work in the African American
population that produce good and balanced outcomes for people with mental health issues.

Figures 26-31 are graphic display s of California & population distribution by ethnicity in each of
the six counties where 73% ofthe statewide African American population lives. According to
the CSI data, in most cases during fiscal year 20072008 less than 5% of the African American
population has actually used the DMH services. Please notethe data used in Figures 26-31and
in Table 19 were obtained from the CSI website database.
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Los Angeles County

EHispanic ® White
O Asian B African American
OAmInd/AN ENH/PI

1% 0.5%

Source: California PEI Plans as approved and posted on the OAC website, 201

Figure 26: California Population Distribution by Ethnicity , Los Angeles County

LA County DMH Countywide Trained Mental Health
African American African Americans Professional Workforce , All Ethnci ties3
Population, 2009t = Served 2007%2008&
Psychiatrist 1,852
Psychiatric MH Nurse Practitioner 100
817,273 15,286 Licensed Clinical Psychologist 4,038
Licensed Clinical Social Worker 3,907
Marriage & Family Therapist 5,844
Associate Clinical Social Worker 2,419
Marriage & Family Therapist Intern 3,162

Source: 1U.S. Census Bureau, 2009 American Community Survey(no significant change from 2008 population)
2 California Department of Mental Health ( DMH ) CSI database total clients served in 20072008, as of June 8, 2010
3 California Board of Behavioral Sciences, Demographic Report 2007
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Alameda County

mWhite @ Asian/PI
EHispanic/Latino H Black/African American
® Multi-Race/Other ONative American

4% 1%

Source: California PEI Plans as approved and posted on the OAC website, 2011

Figure 27: California Population Distribution by Ethnicity , Alameda County

Alameda County DMH Countywide Trained Mental Health

African American Af rican Americans Professional Workforce , All Ethnicities 3

Population, 20091 Served 20072008
Psychiatrist 314
Psychiatric MH Nurse Practitioner 13

183,778 7,718 Licensed Clinical Psychologist 1,128

Licensed Clinical Social Wo rker 1,013
Marriage & Family Therapist 1,428
Associate Clinical Social Worker 493
Marriage & Family Therapist Intern 658

Source:

1U.S. Census Bureau, 2009 American Community Survey(no significant change from 2008 population)

2 California Department of Mental Health ( DMH ) CSI database total clients served in 20072008, as of June 8, 2010
3 California Board of Behavioral Sciences, Demographic Report, 2007
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San Bernardino County

®E Hispanic m White
B African American O Asian/PI
H Other O Native/Indigeous

2%, 1%

Source: California PEIPlans as approved and posted on the OAC website, 2011

Figure 28: California Population Distribution by Ethnicity , San Bernardino County

San Bernardino County DMH Countywide Train ed Mental Health
African American African Americans Professional Workforce , All Ethniticies 3
Population, 20091 Served 2007-20082

Psychiatrist 202
Psychiatric MH Nurse Practitioner 10
166,671 5121 Licensed Clinical Psychologist 319
Licensed Clinical Social Worker 452
Marriage & Family Therapist 562
Associate Clinical Social Worker 372
Marriage & Family Therapist Intern 409

Source: 1U.S. Census Bureau, 2009 American Community Survey(no significant change from 2008 population)
2 California Department of Mental Health ( DMH ) CSI database total clients served in 20072008, as of June 8, 2010
3 California Board of Behavioral Sciences, Demographic Report 2007
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San Diego County

= White
O Asian
OMixed-Race

B Hawaiian
0.5% 0.5%

EHispanic

H Black
O Native American
u Other

0.4% 0.2%

Source: California PEI Plans as approved and posted on tre OAC website, 2011

Figure 29: California Population Distribution by Ethnicity

San Diego County DMH

African American African Americans

, San Diego County

Countywide Trained Mental Health
Professional Workforce , All Ethnicities 3

Population, 20091 | Served 20072008

148,147 4,370

Psychiatrist 629
Psychiatric MH Nurse Practitioner 39
Licensed Clinical Psychologist 1,558
Licensed Clinical Social Worker 1,327
Marriage & Family Therapist 1,599
Associate Clinical Social Worker 553
Marr iage & Family Therapist Intern 893

Source: 1U.S. Census Bureau, 2009 American Community Survey(no significant change from 2008 population)

2 California Department of Mental Health ( DMH ) CSI database total clients served in 20072008, as of June 8, 2010
3 California Board of Behavioral Sciences, Demographic Report 2007
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Sacramento County

® Euro American B Hispanic/Latino American
O Asian American/Pacfic Islander B African American

H Other ONative American

2% 1%

Source: California PEI Plans as approved and posted on the OAC website, 2011

Figure 30: California Po pulation Distribution by Ethnicity , Sacramento County

Sacramento County DMH Countywide Trained Mental Health
African American African Americans Professional Workforce , All Ethnicities 3
Population, 20091 Served 2007#2008

Psychiatrist 219
Psychiatric MH Nurse Practitioner 4
135,243 7,536 Licensed Clinical Psychologist 407
Licensed Clinical Social Worker 677
Marriage & Family Therapist 685
Associate Clinical Social Worker 378
Marriage & Family Therapist Intern 433

Source:
1 U.S. Census Bureau, 2009 American Community Survey(no significant change from 2008 population)
2 California Department of Mental Health ( DMH ) CSI database total clients served in 20072008, as of June 8, 2010
3 California Board of Behavioral Sciences, Demographic Report, 2007
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Riverside County

E Caucasian EHispanic
B African American ™ Asian/PI

B Other O American Indian

2%, 1%

Source: California PEI Plans as approved and posted on the OAC website, 2011

Figure 31: California Population Distribution by Ethnicity , Riverside County

Riverside County DMH Countywide Trained Mental Health

African American African Americans Professional Workforce , All Ethnicities 3

Population, 20091 Served 20072008
Psychiatrist 120
Psychiatric MH Nurse Practitioner 7

125,487 3,979 Licensed Clinical Psychologist 276

Licensed Clinical Social Worker 379
Marriage & Family Therapist 636
Associate Clinical Social Worker 223
Marriage & Family Therapist Intern 399

Source:
1 U.S. Census Bureau, 2009 Amegan Community Survey (no significant change from 2008 population)
2 California Department of Mental Health ( DMH ) CSI database total clients served in 2007-2008, as of June 8, 2010
3 California Board of Behavioral Sciences, Demographic Report 2007
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Table 19: Rank Order by Counties with Highest Number of African Americans Actually

African American Population Report

Serviced by California Department of Mental Health |, Fiscal Year 2007 to 2008

%

Total Af rican

%

%

Total African Total Total Am ericans California 8 § County 6 s
American California Population | Actually Served Total Total
County ! Population by | Population by | Is African By DMH African African
County, 20092 | County, 2002 | Am erican FY 20072008 Americans | Americans
Served Served
Alameda 183,778 1,557,749 11.8% 7,718 0.4%%0 4.2%
San Bernardino 166,671 2,057,271 8.1% 5,121 0.25% 3.1%
San Diego 148,147 3,185,462 4.7% 4,370 0.14% 2.%
Sacramento 135,243 1,432,168 9.4% 7,536 0.53% 5.6%
Riverside 125,487 2,109,882 5.9% 3,979 0.19% 3.2%
Contra Costa 93,901 1,061,325 8.8% 3,545 0.33% 3.8%
Solano 54,425 425,740 12.8% 1,345 0.32% 2.5%
San Francisco 47,596 846,610 5.6% 4,643 0.55% 9.8%
Orange 47,464 3,134,858 1.5% 1,743 0.06% 3.0
San Joaquin 46,520 687,854 6.8% 1,867 0.27% 4.0%
Fresno 45,587 941,006 4.8% 2,551 0.27% 5.6%
Kern 44,334 827,475 5.4% 1,584 0.1%%0 3.6%
Santa Clara 41,949 1,857,516 2.3% 594 0.03% 1.4%
San Mateo 20,987 745,654 2.8% 1,123 0.15% 5.4%
Stanislaus 13,596 525,090 2.6% 399 0.08% 2.%
Ventura 13,220 835,298 1.6% 390 0.05% 3.0%
Monterey 11,721 431,041 2.7% 268 0.06% 2.3%
Kings 10,943 154,440 7.1% 311 0.20% 2.%%
Merced 9,051 255,591 3.5% 429 0.17% 4. 7%
Santa Barbara 7,818 430,333 1.8% 261 0.06% 3.3%
Sonoma 7,655 487,59 1.6% 126 0.03% 1.7
Marin 6,943 258,602 2.7% 251 0.09% 3.6%
Tulare 5,955 440,780 1.4% 281 0.06% 4. 7%
San Luis Obispo 5,352 270,901 2.0% 90 0.03% 1.7
Imperial 5,333 179,428 3.0% 88 0.05% 1.7
Madera 5,153 152,104 3.4% 150 0.09%%0 2%
Placer 4,885 341,304 1.4% 53 0.02% 1.1%
Yolo 4,669 200,931 2.3% 178 0.09% 3.8%
Sutter/Yuba 3,325 169,228 2.0% 88 0.05% 2.6%
Butte 2,967 220,673 1.3% 170 0.08% 5.7%
Napa 2,848 137,723 2.1% 28 0.02%0 .98%
Santa Cruz 2,693 268,795 1.0% 113 0.04% 4.2%
Shasta 1,911 183095 1.0% 79 0.04% 4.1%
Humboldt 1,410 132,713 1.1% 64 0.05% 4.5%
El Dorado 1,328 180,713 .173% 47 0.02%0 3.3%
StatewideTotals| 2,159,978 38,255,508 5.6% 67,289 0.18% 3.1%
Source:

1Counties not listed, have no 2009 data available on the African American population
2U.S. Census Bureau, 2009 American Community Survey(no significant change from 2008 population)
3California Department of Finance , Population Estimates for Counties and the State, January 1, 2009 to 2010, May 2010

4California Department of Men tal Health CSI database total actual clients served in 20072008, as of June 8, 2010
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C3. Rural and Isolated Counties (under development)
In California , rural and isolated counties face the same problems, limited resources, limited care
providers, low c ounty resident population and, relatively large land mass between residents

and where services are available.Rural and isolated counties are identified in Figure 1 (GIS
Map, page 22) as those counties coded in blue and or white.
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How are mental health n eeds of African Americans determined?

A series of questions that continued to be asked during the development of this Population
Report were: What are the mental health needs of African Americans in California? How has it been
determined how many AfricaAmericans do we need to reach for PEI efforts? What mental health

conditiors do we need to prevent? Where do we target our PEI efforts?

Los Angeles | Alameda

San Bernardino

San Diego

Sacramento

Riverside Total

? ?

?

?

?

?

Understanding and Estimating the Need for Mental Health Services

The National Institutes of Mental Health ( NIMH ) has few official statistics that estimate the
prevalence of serious mental iliness by race. The few statisics cited suggest that overall about
4.3% of the African American population had a serious mental health disorder in 2008. This
compares with 5% of the population overall (NIMH, 2011,
). However, this data is somewhat

http://www.nimh.nih.gov/statistics/index.shtml

contradictory, because the site reports that 4.3% of the US population had a bipolar or

depression disorder in 2008,4.1% had an anxiety disorder, 9.1% had a personality disorder, and

1.1% were schizophrenic. Even allowing for multiple diagnoses for any one individual, one
must assume that the rate of serious mental illness must be considerably higher than the
oof fo ceisatli mat es .

Official DMH projections of need have been calculated, and are available on:

http://www.dmh.ca.gov/Statistics and Data Analysis/Total Population

by County.asp

These projections were derived from a formula developed by Dr. Charles Holzer, at the
University of Texas Medical Branch, but there is reason to believe the estimates are not accurate
for California. Table 20, below illustrates the percentages of the African American population

being served in 2007#2 0 0 8 , usi ng

Hol

zer 0s

formul a to

the sake of conciseness, we have only includedmost of those California counties where we held

focus groups or interviews.
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Table 20: Percent of Projected Need for County Mental Health Services among African
Americans met by Sampled Counties, 2007-2008

Number of those in Number of Percent of projected
County need of DMH unduplicated cases | population served, FY,
services, 2007 served by County 200708
Alameda 11,615 11,890 102%
Butte 265 171 64%
Fresno 3567 2,560 72%
Kern 4019 1,602 40%
Los Angeles 55,171 51,308 93%
Orange 2449 1,753 71%
Sacramento 9249 7,714 83%
San Bernardino 11,657 5,916 51%
San Diego 9028 5,653 63%
San Joaquin 3540 2,005 57%
Ventura 657 373 57%

INumbers reported by DMH on above website as havir

There are several reasons why the numbers reported may not reflect an accurate count of
individuals served in each county. First, consumers might receive services from more than one
mental health facility, using more than one version of their name. This is especially true for
counties with high rates of transient or homeless consumers, many of whom are indigent and
who may not have appropriate identification. In these cases, individual consumers may well
show up as new clients each time they receive services. Another reason why the numbers
reported may not match the demand estimates generated by Holze r 6 s f or mul a i s th
estimates are calculated by household, institution or group home, it is unlikely to have captured
the number of homeless mentally ill who would be eligible for county mental health services. In
addition, the Holzer formula does no t appear to take into account local rates of incarceration,
which in many instances account for as much as 40% of males needing mental health services.

There is, however, another way to look at equity of service, and to provide another check on the
accuracy of the data projection calculations, which would be to compare the rate at which the
projected African American population is being served with the rate at which the projected
Caucasian population is being served. Table21, below, provides this comparison.
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Table 21: Comparison of the Percent of Need Met for Caucasians and African Americans,

20072008
. Percent of projected | Difference béween
Percent of projected : : : .
County Caucasian populatior Afrlcgn American Cauce}5|an/Afr|<_:an
served. FY 20008 population served, FY  American service
’ 200708 rates
Alameda 81% 102% +21%
Butte 85% 64% -21%
Fresno 86% 72% -14%
Kern 71% 40% -31%
Los Angeles 30% 47% +17%
Orange 116% 71% -45%
Sacramento 87% 83% -4%
San Bernardino 74% 51% -23%
San Diego 67% 63% -4%
San Joaquin 87% 57% -30%
Ventura 103% 57% -46%

As the data above illustrate, African Americans received service at more than their projected
rate in only one county, Alameda (Table 20). They received service from DMH facilities at
greater rates than Caucasians in only two counties, Alameda and Los Angeles (Table 21),
despite their much lower incomes and their relatively higher rates of need for public services.

As Table 18illustrates, it appear s that the rates at which African Americans receive County
Mental Health services reflect under-service.  Statewide, African American consumers
represent 16.4% of County Mental Health clients, although African Am ericans comprise 6.2% of
Californiads popul ation
(http://www.dof.ca.gov/research/demographic/state census data center/census 2010).

Some of this apparent disparity in service is probably due to the relatively low income of

Cal i f or ni Andescan®bpulationaamd to the higher rates at which they receive other
public services. However, it is also likely that these high rates of service reflect real differences
in the incidence of mental illness among African Americans, and provide additional evidence
that the estimates of mental health iliness provided by formulas such as Holzers Gre
inadequate. According to the DMH CSI database, incidence of mental illness information is not
available.

Thesecaseload figuresdo not, however, reflect whether the services provided by CDMH are
adequate to the needs of the population, and our focus groups sugges that they are not.

Page 119 of 249



DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

SECTION D
Community Data Collection
with Blacks

D1. Phase I: Establishing the Statewide Strategic Planning Workgroup (SPW)
D2. Phase II: Population DataCollection for Community -defined PEI Practices
D3. Preliminary Data Ana lysis
D4. Model s: Community -defined PEI Practicesfor Blacks

D4a. Protective Factors: Rationale for Community -defined PEI Practices

D4b. Case Study Examples: Community-defined PEI Practices in California

-Los Angeles County: Skid Row African AmericanResi dent ds Positive Mo\
-San Bernardino County: African American MHSA Capacity Building Project

-Marin County: Wealth/Poverty/African American and Inner City

-Butte County: African American Family Cultural Center

-Riverside County: African Amer ican Resiliency Program

D4c. Research: PEI Tailored Programsfor Blacks That Work to Produce Good
Mental Health

D4d. Strength-based Promising & Emergent PEI Practicesfor Blacks

D5. Discussion of Preliminary Findings
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D. Community Data Collection with B lacks

As we approach this work of identifying community -defined evidence, promising and

emergent practices for people of African ancestry, there must be an acknowledgement of the

great diversity that exists within African American communities. We must avoid the temptation

to use oeticd (cultural general) approaches whe
to consider the within group differences i n our communi ty and to adopt
specific) approaches after allowing people of African ancestry to teach us about his or her

cultural world.

After review of the literature and initial discussions with key population informants, there were

many un-answered questions about African American mental health that we were compelled to
investigateb e f or e we i dentify pr a.élthecamesverydieartino@erte® 0 me a
engage the African American population around defining practices that were meaningful,

valued, and critical to mental health the following questions needed to be answered.

1. What is good mental health for African Americans?
2. How are mental health needs of African Americans identified?

3. What assessment tools are used to diagnose mental health problems in African
Americans?

4. Exactly what mental health issues are we trying to identify?

5. What mental health issues are we trying to prevent , and to provide early intervention
for?

6. What are the mental health wellness indicators for African Americans?

7. What do African American people say they need in order to experience good mental
health?

To understand the world view of African people in America, we organized our strategic

planning workgroup to include as much group perspective as possible. We designed our project
into three stages,Phase 1, 2 and 3Phase I Establishing the Workgroup and CRDP Report
Background Information Gathering on Mental and Behavioral Health among People of African
Ancestry; Phase 2 Target Population Qualitative and Quantitative Data Collection and Data
Analyses; and Phase 3 Crafting Recommendations and Final Report Writing.
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D1. Phase I: Establishing the Statewide Strategic Planning Workgroup (SPW)

Diversity and inclusion were two factors needed in order to understand the complexity of
problems associated with mental and behavioral health prevention and early interventions (PEI)
for African Americans . To obtain the perspective of the target population on community
defined practices, AAHI -SBC utilized community -based participatory research methods.
Conceptual and theoretical underpinnings fo r the project design were based on a social
ecological framework. To document the complexity of issues a diversity of stakeholders,
approaches,and data collection methods were paramount in identifying meaningful values,
beliefs, practices, traditions and a cultural worldview of the population . A major undertaking
was to engage affected people in theCRDP process from beginning to the end and to ensure
active participation and representation from each of the five California regions. The intent was
to ensure inclusion of regional ecological variations.

Selecting the Statewide Strategic Planning Workgroup (SPW) Members:  The AAHI -
SBCproject core collaborators included five regional consultants , and seven subject matter
consultants. Pre-planning involved de veloping the project work plan, developing the selection
criteria for the statewide workgroup membership and identifying appropriate workgroup
recruitment strategies. There were 165 individuals recommended for workgroup membership.
Final selection was basd on participant availability to meet workgroup requirements; regional
representation; lived, worked or professional experiences with mental and behavior health
issues; project funding to support workgroup activities; and subject matter expertise as defin ed
by project outcome expectations.

Statewide SPWmember categories included self-identified people of African ancestry clients,
client family members, consumers, stakeholders, mental health providers, psychologists,
sociologists, anthropologists, marriage and family therapists, social workers, faith and
community -based organizations, in addition to youth, older adults, LGBTQ | individuals, and
representation of sub-target group populations (African American, Continental African, Afro -
Caribbean, Afro-Latin o, and African other nationalities).

Final SPWincluded 42 members. All individuals signed a Membership Agreement with specific
individual expectations and deliverables. A $1,000 honorarium was given each member for

services rendered based on personal prgect deliverables submitted. See Table 2 for entire SPW
membership as of June 1, 2010, which includesmembed s ar ea o f ,andmprumaly v e me nt
community affiliations. Those unable to meet workgroup deadlines and due dates were invited

to serve as Projet Special Advisors, see Table 3.
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Table 22: CRDP African American SPW Members, June 1, 2010

Area of Involvement

Primary Community Affiliation

V. Diane Woods, DrPH, MSN,

Project Director

AAHI -SBC President /CEO; UCR Department of Psychology

Nacole Smith, MPH

Project Associate

AAHI -SBC Staff

Denise Hinds, DrPH

Prevention Specialist

AAHI -SBC Staff

Linda Williams

Office Assistant

AAHI -SBC Staff

Valerie Edwards, LCSW

Consultant, Northern CA Region

Berkeley, University of California, School of Social Welfare

Stephanie Edwards, MPA

Consultant, Southern CA Region

San Diego, Mental Health Services Response Team

Edwards T. Lewis, MSW

Consultant, Central CA Region

Sacramento, Association of Black Social Workers

Wilma L. Shepard, LCSW

Consultant, Inland Empire Region

San Bernardino, African American Mental Health Coalition

Reverend James C. Gilmer, MA

Consultant, Los Angeles Region

Oxnard, MHSAOAC Services Committee

Daramoéla Cabral, DrPH, PA

Consultant, Utilization & Culture

Contra Costa, John E Kennedy University, Research Scientist

SuzanneMidori Hanna, PhD, MFT

Consultant, Adolescent / Adult MH

Riverside, Private Practice Marriage & Family Therapy

Richard Kotomori, MD

Consultant, Psychiatric Medicine

Riverside, Private Practice;JW Vines Medical Society (NMA)

Walter Lam

African Immigrant Health Services

San Diego, Alliance for African Assistance

Temetry Lindsey, DrPA

Behavioral Health Provider Services

San Bernardino, Inland Behavioral Health Services

Erylene Piper-Mandy, PhD

Consultant, Psycho-Anthropology

Long Beach, University of California , Department of Psychology

Carolyn B. Murray, PhD

Consultant Psychology/Academia

Riverside, UCR, Department of Psychology

Maceo Barber, MFT Intern

Stakeholder /Provider TAY

San Francisco County Department of Public Health, TAY

Yewoubdar Beyene, PhD

Mental lliness in African People

San Frarcisco, UCSF, Department of Social & Behavioral Sciences

Marva M. Bourne, DMFT

Marriage and Family Therapy

Colton, Private Practice/Am erican Association of MFT

Gregory C. Canady

Client/Consumer/Stakeholder

Oroville, African American Culture & Family Center

Nancy Carter

Client/Consumer/Provider

Los Angeles, National Alliance on Mental lliness (NAMI)

Gigi Crowder

Provider/Advocate

Alameda County, Behavioral He alth Care Services

Alemi Daba

Ethiopian Consumer/Provider

San Diego, Alliance for African Assistance

Terri Davis, PhD

Counseling Psychology

Pleasant Hill, John F. Kennedy University, Psychology Department

Don Edmondson

Consumer

Black Los AngelesCounty Client Coalition/MHSAOAC Committee

C Freeman, MD

Psychiatry & Neurology

Los Angeles, Psychiatrist

Sabrina L. Friedman, EdD, NP-C

Nurse Psychotherapy

Riverside, Private Practice; Azusa Pacific University

Lawford L. Goddard, PhD

African -Centered Sociolagy

Oakland, Institute for the Advanced Study of Black Family Life

Tracie Hall-Burks, LCSW

Clinical Social Work

Sacramento, African American MH Providers Association

Melvora (Mickie) Jackson, MPA

Provider/ Client Family Member

Contra Costa, Forensic Mental Health Clinical Services

Phyllis Jackson

Stakeholder/ Social Support

San Diego, Karibu Center for Social Support & Education

Luvenia Jones

Consumer/Client Family Member

Emeryville, POOL of Consumer Champions

R. B. Jones

Consumer/ Client Family Member

East Palo Alto, Mental Health Community Advocate

Bishop lkenna Kokayi, MA

Stakeholder

San Diego, United African American Ministerial Action Council

Lana McGuire, ACSW

Social Work/Client Family Member

Chico, Senior Social Worker Butte County

Gloria Mor row, PhD

Licensed Clinical Psychology

Upland, Private Practice Clinical Psychology

Musa Ramen

Consumer

Oxnard, Life Skills Education & Vocational, Inc.

Linda Redford, LVN

Consumer

San Bernardino, Caretaker/Elderly/ Foster parent

Daryl M. Rowe, PhD

Afric an-Centered Psychology

Los Angeles, Pepperdine University, Department of Psychology

Madalynn Rucker, MA

Provider

Sacramento, OnTRACK Program Resources

Essence Webb, ACSW

Clinical Social Work

Sacramento Association of Black Social Workers

Doretha William s-Flournoy, MS

Provider

Sacramento, California Institute of Mental Health
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Table 23: CRDP African American SPW Special Advisors

African American Population Report

Wade Nobles, PhD

Area of Involvement

African -Centered Psychology

Community Affiliation

Executive Director, Institute for the
Advanced Study of Black Family Life and
Culture, Inc., Oakland

The Association of Black Psychologists
Alameda County

Marye Thomas, MD

Psychiatric Medicine

Director, Alameda County
Behavioral Health Care Services Agency
Alameda County

Robbin Huff -Musgrove, PhD

Clinical Psychology

San Benardino County Private Practice
San Bernardino County

Tondra L. Lolin

African American Mental Health
QOutreach

Mental Health Association of San Diego
San Diego County

Nancy Carter and/or
Sharon Yates

Consumer/
Client & Client Family Member

National All iance for Mental lliness (NAMI)
The Carter Group
Los Angeles County

Nicelma King, PhD

Cultural Competent Focus
Group Facilitator,
Social Scientist,
Policy Analyst, and
Primary Client Family Member
Caregiver x 30years

University of California, Davis
YoloCounty

Gislene Mariette, PhD

African -Centered Focus Group
Facilitator

The Association of Black Psychologists
Private Practice
Licensed Clinical Psychology
Marriage & Family Therapy
African -Centered Psychology
Los Angeles County

Gwen Wilson, LCSW

Mental and Behavioral Health

G.O.A.L.S. for Women, Oakland

Resources Alameda County
Hannah L. Head, M SN, PHN, RN Stakeholder/Provider Pediatric/Adolescent & Older Adult
Forensic Mental and Behavioral Forensic Systems
Health Contra Costa County
Linda Tyson Consumer The Kiamsha Group, Inc.

Los Angeles County

Cheryl T. Grills, PhD

Clinical Psychologist
Development of Empowerment
Participatory Models of
Evaluation and Cultural
Competency
African Psychology Research

Community -based Research

Loyola Marym ount University
Los Angeles County

Page 124 of 249




DRAFT #4 & September 23, 20118 30-day Public Review Copy African American Population Report
Statewide California Reducing Disparities Project (CRDP)

CRPD Population Report Background Information Gathering : The first statewide
meeting convened on June 1, 2010 to begin the SPW work. Members preelected a topicof
interest and worked in one of five small groups to obtain background information for the
project report. The following were topics of interest identified in the DMH request for proposal
(RFP); each topic formed a section group:

. Section 1: Documenting Disparities

Section 2: Accessing Programs and Services

Section 3: Identifying Focused Areas of Improved Mental Health Outcomes
Section 4: Promoting Effective Relevant Approaches and Solutions
Section 5: Supporting Community Participatory Evaluation Approach es

A critical first step was organizing to obtain background information for the report. Dividing

the SPW into small section groups was intended to: (1) fully engage each workgroup member
in the process of assisting in writing the CRDP Population Report, since small groups facilitate
more active participation. The goal was to decrease the possibility of members becoming
overwhelmed with the mammoth task, and to enhance broader participation to ensure regional
input. (2) The SPW members were selected fromdiverse backgrounds to ensure that different
perspectives of the problem were articulated, identified, and investigated. To maintain diversity
of input, each section group consisted of at least a client or a family member, or consumer; a
stakeholder; a provider; a psychologist; a social worker; and a community organization
representative. There were seven to eight individuals in each section group.

Each section group created a report outline of issues they felt should be included in their topic
of interest, and proceeded to obtain background information related to the outline. After the
first statewide workgroup meeting , section groups worked from June 2010to December2010to
obtain relevant information on their topic of interest. Individuals used multiple sources to
obtain information including literature reviews, on __ -line computer searches, statistical
reports, and word -of-mouth through personal social and professional networks.  Information
collected was submitted to the CRDP African American SPW director to synthesize, organize
and merge into one document to create the report background. Ongoing telephone conference
calls, in-person statewide group meetings, and online meetings at a 24 hour project designed
computer meeting center (SharePoint®) were used for organizing, archiving, sharing and
refining information before submissions by due dates. A communication plan was developed to
standardize the exchange of information (seeCRDP page atwww.AAH| -SBC.org).

After the background draft of the CRDP report was developed and merged into one document,
it was sent to the writing team. The writing team reviewed the document for missing
information, formatting, including of qualitative and quantitative data, and finalizing for
publication.
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D2. Phase II: Population Data Collection for Community -defined PEI Practices
Data Sources. Data was collectedfrom 10 sources
Qualitative Sources
1. Key Informant Pre -Project Interviews
Focus Groups
Group Discussions
In-depth Interviews
Case Studies
Public Forums

ok wN

uantitative Sources

Telephone Surveys

Email Surveys

Focus Group Participant Surveys

Q
1
2
3
4. Consumer, Client and Client Family Member Solutions and Practices Survey

METHODS

Quantitative Data: Surveying

Survey design was created by SPW members and approved by the CRDP African American
SPW project director. Statewide and regional convenient and targeted sampling methods were
employed. To capture a broader worldview of current mental and behavioral health service s
delivered to the African American population in California , SPW membersconducted four brief
surveys, e.g., telephone survey, email survey, focus group participant survey, and consumer,
client, and client family member survey . The primary question askedwas, 0 WWatcurrent
community programsire you aware of that are desigiseécifically for AfricarAmericansthat you
believe are truly helping the population get good mental and behavioral kédatth may or may not
necessarilypefunded by thd®MH ? d&ach survey however, investigated different aspects of the
basic question. Survey questions are discussed in each sectiobelow.

Survey #1: Telephone Survey : Initial inquiry started in November 2010 with regional telephone
calls to the six counties with the highest concentration of the African American population (Los
Angeles, Alameda, San Bernardino, San Diego, Sacramento, and Riverside)followed by the
next highest, and lastly the less populated counties. There were atotal of 56 telephone surveys
conducted (35 Ethnic Sevices Managers & other county staff ; 12 CBOs;11 community leaders
and providers ), to obtain baseline data. Calls were made to key informants, stakeholders,
County Ethnic Services Managers, and regional workgroup members. Four simple questions
were asked:

(1) In your opinion, ae you aware of current prograros interventionsin your region that are
tailored to the African American populatidor PEI?

(2) What is the name of the program or intervention?
(3) What is the contact information for the program?

(4) What is the focus of the program or intervention?
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A follow -up call was made to the contact person and additional questions were asked
about the program, such as, how long the program or intervention has been in operations? Has
there been a formal evaluation of the program/intervention? What are the program or
intervention outcomes?

SPWmembers also attended diverse coalition, community , and professional meetingsto
obtain additional information , such as the MHSA Oversight and Accountability Commission,
Ethnic Services Managers, Association of Black Social Workers, African American Mental
Health Providers, and others. Table 24 provides the results of self-reported current community
identified African American practices and interventions focused on mental and behavioral
health PEI issues These programs, practices,and interventions may or may not be funded by
the DMH. We believe this list is not complete. Several individuals contacted promised to send
information or email information, but up to the complet ion of this report (August 2011),no
other information has been received.

Survey #2: Email Survey : In mid January 2011,we administered an online survey, and
repeated administration in February and March. Figure 32is a sample of the survey instrument.
In our efforts to identify emergent and promising practices, workgroup members chose
selection criteria based ongroup input and what African American scholars determine are
factors contributing to good mental and behavioral health for our populati on. Our workgroup
called the selection criteria PERAS (Table 25), which means promoting effective relevant
approaches and solutions.

The PERAS Index is a list of specific community defined promising practices, with strength -
based, culturally competent approaches that support improved services for people of African
heritage living in America, irrespective of nationality . Identification of both traditional and
non-traditional, effective mental health service models contributing to the overall health and
wellness of individuals in the population are listed in the index. The PERAS Index consists of
four levels or pillars: Pillar 1. African -Centered, Pillar 2: Faith or Spirit Based, Pillar 3:
Ecological/Community, and Pillar 4. Wellness, Resiliency and Recovey. PERAS Pillars
represent the following:

PERAS Pillar 1: African -Centered
African -Centered: Using African values, traditions, and world view as the lens through which
perceptions of reality are shaped and colored.

African -Centered Psychology: Examinesthe processes which allow for the illumination and
|l i beration of the spirit (oneds spiritual essen

PERAS Pillar 2: Faith or Spirit Based
A faith -based organization (FBO) is either a religious organization or a group with
administrative or financial t ies to a religious organization(s). Faith perspective, however, must
be rooted within an established and recognized religious tradition (Christianity, Judaism,
Islam, Hinduism, Buddhism, etc). FBOs should be distinguished from secular organizations
that provide health services sensitive to the religion of clients or that utilize the religious beliefs
of patients as part of the treatment they offer, although their primary mission is not faith based
(Spirit-Health Connections, Templeton Press, 2008)
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PERAS Pillar 3: Ecological/Community
oCommunity P $3scabt becommg g s@ience of prevention, community intervention
and social epidemiology, and its original focus was on social and cultural influences on mental
heal t h. Today, 0 Co mmunasietolpgicBl sssuesibaeydnd theyindlividuad a mi
level, explores the value of diversity, and challenges narrow uni -dimensional measures of
health, and views psychologists and providers of care as agents of social change. While the
research continues to be limited as it relates to who the African American consumer really is
and the identification of best practices for tr
promotes the following themes which tend to be promising as an effective approach for
working more effectively with the African/African American community: (1) ecological
perspectives; (2) cultural relevance and divers
Psychol ogyd takes into consideration soci al rel
members, and studies factors outside the individual when looking at the problems of
individuals, so as to avoid blaming individuals solely for their problems. This model promotes
the inclusion of community members in identifying mental health needs and relevant soluti ons
for meeting those needs in a given community. Once the needs have been appropriately
assessed by those who are in need, specific programs are developed and implemented. After
implementation, the programs are evaluated to determine outcomes and effectiveness.
oCommunity Psychologydé stresses prevention, emp
and contexts, andthe creation of settings for community involvement and improvement.

PERAS Pillar 4: Wellness, Resiliency and Recovery
General definition of wellness, resilience and recovery must be developed and customized at
the African American individual, family and community level to align with individual, family
and community goals and values

The survey was administered electronically by email, or by f ax, or in-person with a one-on-one
interview. E -mails were sent to over 690 including: community and faith -based organizations,
County Ethnic Services Managers, fraternities and sororities, various community stakeholders
and coalitions such as NAMI, Africa n American Underrepresented Ethnic Populations Group in
Los Angeles, African American Mental Health Coalition in San Bernardino, Los Angeles Black
Health/Mental Health Task Force, Kappa Alpha Psi Fiaternity, California Alliance of African
American Educator s, California Black Social Workers, African American Mental Health
Providers, Southside Community Center Butte County, 100 Black men of America, Association
of Black Correction Workers, and the AAHI -SBCcommunity mass email list (which includes
over 500 addresses) Email responses were almost non-existent. We received on 4 responses.

Email survey results are also included in Table 24.
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Survey #3: Focus Group Participant Survey : Regional focus groups were conducted
from August 2010 to November 2010. At th e beginning of each focus group meeting participants
were asked to complete abrief survey with demographic information and six thought
provoking questions about services,preferences mental health issues, and identification of self.
The six questions were intended to be an ice breaker, and to help participants become relaxed
and to be more comfortabl e in engaging the focus group discussion. Survey outcomes are
included in the results section of this report. Total participants were 260. The six questions were:

1. Have you sought mental health services in the last 2 years?
2. What is your preferred ethnicity of a mental health provider?

3. Are African Americans more prone to mental health issues/problems than others?
4. Who is most likely to have mentaalth problems, males or females?

5. When you have mental health troubles who do you want to go to?
6. Where do your people come from?

Survey #4: Consumer, Client and Client Family Member Survey : After statewide focus
groups were conducted, there was a heighten interest from consumers, clients and client family
members in giving their input on what mental health practices were meaningful to them. A
brief one page survey was created with demographic information and three primary questions.
A convenient samplin g method was employed to collect the data based on the limited available
project funds. There were several large meetings taking place throughout the State of California
during 2011 that would provide access toBlacks and those with mental issues Meetings
included : a statewide CRDP African American Strategic Planning Workgroup sessionwhere
each member was expected to bring a consumer, or client or client family member; statewide
DMH regional stakeholder meetings, National Alliance for Mental lliness (NAM 1) regional
meetings and a statewide conference, CRDP African American Strategic Planning Workgroup
public forums, as well as other gatherings where the target population may be in attendance. At
eachmeeting participants completed the survey onsite, which took less than 10 minutes.
Consumer, Client and Client Family Member survey is on -going during the 30-day public
review period. The final survey results will not be known until the last project public forum is
conducted. At the time of this 30-day public review period 153surveys have been collected.
Primary questions asked were:

1. Identify at least three major mental health problems for Blacks.
2. List three solutions to major mental health problems for Blacks.

3. List critical community practices for mentaealth PEI for Blacks.
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African American Population Report

Table 24: Self-Reported Community ldentified African American Mental Health PEI Efforts by County, 2011

County Intervention Focus | Contact

Alameda G.O.A.L.S. for Women African American womennental Gwen Wilson, MSW
health counsatig, supportive (510) 9850500
services, mpowerment, mentoring, www.goalsforwvomen.com
coaching, peer counseling, higkk
case management, TAY

Alameda Institute for the Advanced Study of Blak | Education, training and research; Wade Nobles PhD

Family Life and Culture reunification of the Black family, (510) 8363245

reclamation of Black culture; www.iasbflc.org
revitalization of the Black
community

SanDiego Harmonious Solutions African American young @es (16 | Charles Kahalifa King, MS
17 years) culturally compassionatg IMF 52740
conflict resolution, counseling and Harmonious Solutions
community education male imagel (619) 2661181
trauma, cultural influences; suppot info@harmoniouslifesolutions.org
groups and community forums;
mental healthtggmaforums

San Diego Family & Youth Partner Programs Family youth partnership ithe Andrea Steward, MFT

Black comnunity

Harmonium
(858) 6843080

San Bernardino

CASASTARTM

African American students (high
risk elementarymiddle and high
school age) and their families,
alcohol andotherdrug prevention

Christine Bierdrager, PhD
Inland Behaviora&Health
Services
(909) 8816146
www.ibhealth.org

Sacramento

Araven Holistic Mind Institute

13 years and older with mental
illness and learning disabilities;
education; mental health
prevention; life management;

promoting holistic lifestyle

Diann e Ross, RN
(916)3912464
www.ahmi4u.orqg
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Table 24: Self-Reported Community Identified  African American Mental Health PEI Efforts by County, 2011, cont

Contact

Intervention

Frank Rice Safe Haven LAMP Art Project | Skid Row LAMP Community; ShannonMurray,
Los Angeles mental illness; recreational optiong DeputyDirector
housing shannonm@Ilampcommunity.o
(213)488-9559x 140
Los Angeles Skid Row Housing Trust(SRHT) Low income housing, supportive Mike Alvidrez
care, case management & networl} Exeaitive Director
of social activities mike@skidrow.org
Phone (213) 688522, x1B
Los Angeles Single Room Occupancy (SRO) Housing | Low income housing, supportive Anita U. Nelson, Executive
Corporation care, case management & networl} Director/CEO
of social activities anitan@srohousing.org
(213)229- 9640
Los Angeles Volunteers of America Drop-In-Center Supportive services and social Jim Howat CEO
activities housing, host annual jchowat@voala.org
Black History Month celebrations (213 3059658
Los Angedes United Coalition East Prevention Project | Engage the most vulnerable Zelenne Cardenas
populations of Central City East zcardenas@socialmodel.con
(skid row)to challenge systemic 213.622.1621
conditions and social disparities th
threaten a healthy environment.
Prevention programsiealth
promoting recreatioal and social
activities; cultural study group,
improve neighborhood; volunteer
driven; host cultural celebrations
Los Angeles Downtown Mental Health Array of mental health services Larry Hurst
includingneighborhood clinic, Lhurst@lacdmbh.org
crises resolutiorand PEI (213)6332903
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Table 24: Self-Reported Community Identified  African American Mental He alth PEI Efforts by County, 2011, cont

African American Population Report

County Intervention | Focus | Contact
Los Angeles Community Wellness Center Host numerous support group Jason Roberts
(SHARE Downtown) meetings as part of their wellness Jason@shareselfhelp.org
center. Their goal is to empower 310.846.5270
people to change their owwvés and
provide them a loving, safe, non
judgmental place where they can
find community, information and
support.
Los Angeles Central City Community Churc h of the Neighborhood church in Skid Row|  Rev. Dr. Jeffery Thomas
Nazarene that hosts numerous social annoited2000@yahoo.com
activities decrease isolation; inspir
hope
Los Angeles Downt own Womenos Ce| medcal and mental health centers Lisa Watson, CEO
for women on Skid Rowprovide (213 6800600
permanent supportive housing ang
safe and healthy communitipster
dignity, respect, and personal
stability, advoca¢ ending
homelessness for women
Los Angeles Los Angeles Community Action Network | Advocacy, civil rights, Pete Whiteor Becky
neighborhood empowerment Dennison
Beckyd@cangress.org
(2132280024
Los Angeles Weingart Center for Community Health medical fcility providing center@weingart.org
integrated care through a variety g (213 6279000
medical services (including
subgance abuse and mental healtl
under one roof
Los Angeles Emanuel Baptist Rescue Nksion To meet spiritual as well as physic Mike Davis
needsincrease selésteem; raals, mikedavis@baptistrescue.or
clothing, & free lodging for the me] (213) 6264681
of Skid Row.
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Table 24: Self-Reported Community Identified  African American Mental Health PEI Efforts by County, 2011, cont

African American Population Report

County Intervention | Focus Contact

Los Angeles Avalon Carver Community Center Cares for the physical, mental and Darnell Bell
spiritual needs of individuals and kofi@sbcglobal.net
families inSouth Central Los (323) 2324391
Angeles whose lives have been
severely disrupted by the use of
alcohol and other addictive
substancesehaviorchange to
productivésatisfying roles within
the communityfull range of direct
and supportive services that
holistically adiress the needs of
clients, their families and the
community

Los Angeles Los Angeles Mission Provide housing, mealand other (213) 6291227
supportive servicesgcreational
acivities

Los Angeles Fred Jordan Mission Provide housing, meals, and other (626) 9151981
supportive services fimoffice@fjm.org

Los Angeles Union Rescue Mission Provide housing, mealand oher Andy Bales
supportive servicesgcreational abales@urm.org
activities (213)347-6300

Los Angeles The Jonah Project Provide positive activities during Patrick Ersig
the day times hoursuild personal patrick@jonahproject.org
oneon-one relationshipand (626) 2321057
friendships while building a vibrant
Christian community amongst the
people of Skid Row

Los Angeles School on Wheels Provide educational (tutoring Matt Raab
school supplies, uniforms) and Mraab@shcoolonwheels.org
social support for homeless and lo (213)896-9200
income youth & children in Skid
Row
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Table 24: Self-Reported Community Identified  African American Mental Health PEI Efforts by County, 2011, cont

County Intervention | Focus | Contact
Los Angeles Say YegCentral City Community Youth program, after school care, Sophia
Outreach) meals; neighborhood school creat|  Sophia@Iacentralcity.org
to meet needs of homeless amay (213) 6891766
low income children
Los Angeles 3 on 3 StreetBall L eague Gladys Park) Social and recreational forum for g Manuel Compito
agesn Skid Row; games on Ognservicela3@yahoo.com
Saturdaymeeting on Wednesday
practices throughout the week
forum for the Skid Rovartists
collective
Los Angeles Skid Row Photography Club, Skid Row | Recreational social agtty focused Michael Blaze
Films on highlighting the beauty of Skid Skidrowfilms@yahoo.com
Row; provides cameras for club
members & instruction on how to
create media and digital story tellir
Los Angeles Movies onthe Nickel Free social entertainment forum ol Wendell Blasingham
(James Wood Community Center) the weekends Wendellbxl@netzero.com
Los Angeles Hospitality Kitchen of The Catholic Free meals and supportive serviceg Jeff or Catherine
Workers (Hippie Kitchen) for the homeless, garden courtyart House: (323) 26B789
social area Kitchen: (213) 614€615
Los Angeles Set Free Ministries Services inside and outside of Skif Pastor Rm
Row for those most in need (213 9091915
Los Angeles Los Angeles Public Library Central Provides safe social, educational, (213) 2287000
Library recreational space for many Skid
Row members
Los Angeles Los Angeles Public Library Little Tokyo Provides safe social, edational, & (213)612-0525
Branch recreational space for many Skid
Row members
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Table 24: Self-Reported Community Identified  African American Mental Health PEI Efforts by County, 2011, cont

Intervention

African American Population Report

Contact

Los Angeles St. Vincent Cardinal Manning Center Provides meals, shelter, supportiv Joan Sotiros
services, groups, therapy, and clig (213) 2299963
advocacy resources for Skid Row

Los Angeles The Midnight Mission Provide housing, meals, and othe Orlando Ward

supportive services; recreational
acivities for Skid Row

oward@midnightmission.org
(213) 6249258

San Bernardino

Solomon Ujaama Center

Parenting Education

F.R.E.E. (Family Resilience
Education Empowerment) prograr
a parent ducation & bonding
program; Motherread/Fatherread
program; Center for the
Improvement of Child Caring
(CICC) program; Effective
Parenting programurturing
Fathers program

Pastor Owusu Hodari
sucinc@yahoo.com
(909)880-3200

San Bernardino

Knotts Family Resource Center
Knotts Family Parenting Institute

Playback: Digital Storytelling
Effective Black parenting

Gwen Knotts , NP
Jean Kayano
(909) 8860600
jkayano@Kkfpinstitu te.org
www.knottsfamilyagency.org

San Bernardino

SANKOFA

African and African American
cultureto increase student
achievemen& self esteemn Rio
Vista Elementary School and Dr.
M. L, King, Jr. Middke School,
studentmentoring and parenting

program

Tanya Fisher, MS
(909) 8911009
Tanya.fisher@sbcusd.com
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Table 24: Self-Reported Community Identified  African American Mental Health PEI Efforts by County, 2011, cont

County | Intervention Focus Contact |
Sacramento The Gardens - Family Care Community -based program; Ron T. King
Community Center, Inc. Not funded by DMH Business (916) 4271593
Target African Americans TAY Cell (916) 4106888
6oProject Cease R thegardens@sbcglobal.net
mental health issues in TAY 18to
25 years old, such as PTSD,
counseling, intake & referrals, skills
building; goal is to intervene,
prevent reoccurrences, and to get
MH services needed
Merced Harvest Park Educational Center African American character Gloria Morris
Principle Based Lifestyle Training development and confidence Valley Harvest Church
building program for children (209) 7234344
grades 1-8; vhcofmerced@yahoo.com
Merced TSI-Total Self Insight, Inc Anger/stress management; Valerie K. Anthony
parenting and family conferencing; (209) 3847606
domestic violence treatment vanth357@aol.com
Sacramento Guardian Knights Drum Corps African American youth, 8 to 21 Ron Norman
years old; increase selfesteem, (530) 7529497
mentoring, drug, alcohol & http://guardianknightsdrum.com
pregnancy prevention; address
issues that lead to mental iliness by
using a family approach and
connect to performance arts
Marin Operation Give -A-Damn 2 Mental health access across age Elberta Eriksson, BCD, MFT
span, a mentoring program (415)383-2073
eneriksson@comecast.net
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