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“NOTHING COULD BE MORE TRAGIC THAN FOR
MEN TO LIVE IN THESE REVOLUTIONARY TIMES
AND FAIL TO ACHIEVE THE NEW ATTITUDES
AND THE NEW MENTAL OUTLOOKS

THAT THE NEW SITUATION DEMANDS.”
MARTIN LUTHER KING, JR 1967
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“We need more African American providers. The system must respond to that. We need someone
who understands where I am coming from culturally. I need someone comfortable enough to sit and
talk with use from my culture to understand what we need in our family. Right now, we do not get
the help we need. This system has failed, and continues to do so.”

37 year old Black single mother, daughter with schizoid-affective disorder
Solano County Client Family Member (Bay Area Region)

“It's amazing to me that Black people are not in an insane asylum. Some of the types of things in
my 79 years, I have had to put up with just to survive, is amazing to me. As I think back over it.
should have been in counseling a long time ago. I think, if counseling was available to me, [ would
have been in counseling a long time ago. I wish I had access to talk to somebody about what I feel. If
I can talk I can get this up. If I had access, I would have taken advantage of it. We need help from
ethnically qualified counselors.”

Helen B. Rucker, 79 year old Black community activist
Monterey County (Coastal Area)

“Major mental health problems for Blacks are depression, stress, and anxiety. We need safe
communities and free and open health services.”

25 year old African American, Latino, Caucasian single male

San Diego County (Southern Region)

“Proper diagnosis... I have two daughters; you know going through stuff...It’s very frustrating....
took them in for mental health services... But I think because one presented well, bright kid, it was
like, Why are you here? You alright, you come from a good family.” And I'm, I'm very upset about
that. I feel like she didn't get the help she needed, because there’s some things that we're talking
about now that, that I think could have been caught when she was 16. She did not have a proper
assessment.”

57 year old African American female, client family member
Fresno County (Central Valley Region)

“Thave a 17 year old son with ADHD. He does not like to take his medication. The medicine makes
him mellow. He doesn’t like that... I came from a family where my mother didn’t take anything
stronger than an aspirin, and she did not believe in pills and all of that....”

Glenn, 46 year old same gender loving gay male client family member
Sacramento County (Northern Region)

‘T hate my family. They didn’t treat me right. [ was abused. I did not get the help I needed. Nobody
helped me. That's why I am like this today. That's sad... I can’t take care of myself. I have to have a
care giver with me all the time.”

Sharonda Capers, 38 year old Black female diagnosed bipolar
member Black Los Angeles County Client Coalition (BLACCC) (Los Angeles Region)

‘T see mental illness as a dysfunction in a relationship, or something traumatic has happened to
you...”

22 year old Black female, diagnosed with childhood depression

Riverside County (Inland Empire Region)
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The African American CRDP is to be commended on the effort and quality of this first
report on the rationale and the approaches to eliminating mental health disparities in
the African American population in California. Although the report focuses on mental
health of the African American population in California, it is clear from the Surgeon
General’s Report that the insidious elements of racial disparities are disturbingly
nationwide.

The states of Ohio and Virginia have developed similar committees, studies, and
reports that parallel the CRDP’s findings and set of recommendations. In each of these
state reports, there should not be any doubt about the importance of the charge, its
complexity, or reality. Racial disparities are real phenomena and have devastating
results in communities already suffering from poverty, addiction, and unemployment.
There are multiple factors that make the work of the CRDP and their methodology
difficult and illusive. One of these factors is the long history of mental disorders in the
African American community and the contradictory policies and approaches that have
been instituted in California and the rest of the United States.

These policies were initiated as early as 1765 in Virginia with the unscientific belief
that Africans were immune from mental illness made its way into public policies. The
resulting policies created a system of mental health care that left Africans without a
means of accessing clinical services outside of the rubric of the Black church. Their
reliance on the church is a second complicating factor since there are few linkages
between the church and the more formal mental health system as was noted in New
Orleans following hurricane Katrina.

Numerous reports over the decades have identified key factors within the formal mental
health system that act as impediments to access by African Americans and their families.
In its relationship to the African American population, the formal mental health system
has offered inaccurate diagnoses, disproportionate findings of severe illness, greater
usage of involuntary commitments, and a woeful inadequacy of service integration.
Another impediment has been the tendency of African Americans to delay seeking
help, sometimes for decades following the onset of mental illness. The complexity of
these factors has created an intense stigma in the African American community that
disparages mental illness as crazy — a condition and a status that is viewed as personally
caused and difficult to resolve.

The California story, as shown in this report from the African American CRDP
parallels these same issues and the need for new approaches to address the remnants
of disparities. The African American CRDP Population Report offers a number of new
thoughts and ideas about how to address a series of old and interrelated issues that
need to be considered in this new decade. The African American Strategic Planning
Workgroup has outlined a path that if followed and supported offers a vision for change
and improvement.

King Davis, Ph.D., Professor and Robert Lee Sutherland Endowed Chair
Mental Health and Social Policy School of Social Work

The University of Texas at Austin

US. Surgeon General’s Workgroup on Mental Health, Culture, Race and Ethnicity
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The African American Health Institute (AAHI) of San Bernardino County took on the
enormous task of implementing the California Reducing Disparities Project (CRDP)
for African Americans. The task required gathering information, identifying issues,
and taking the time to understand and report community-defined practices from the
perspective of the population that support indicators of mental health disparities for
Black Californians. The CRDP African American Strategic Planning Workgroup
(SPW), in addition, identified disparities in mental health access, availability, quality
and outcomes of care regarding mental health issues.

This project, CRDP, services to continue the process of enlightening the general public
about the on-going lack of appropriate preventive or early intervention of mental
health services as well as services to initiate programs that address the disparities
among Black Californians. Without a doubt, issues of depression, anxiety, alcohol,
substance abuse, eating disorders, sleep disorders, sexual disorders, schizophrenia, bi-
polar, dementias, stress, death and dying, suicide, domestic violence and a host of other
physical causes of mental suffering, can be understood and treated. Therefore, a focus
on early interventions that includes an educational approach regarding mental illness
can lead to greater understanding, and awareness of treatment methods that eliminate
incidents of disparities among Black Californians.

Mental health researchers and practitioners have collaborated to create treatment plans
for groups, individuals and families as well as extended family members that address
the most common mental difficulties and disorders that affect adults, children, and
adolescents. The AAHI project identified barriers that especially prevent African
American individuals and families from receiving services, and offered reccommendations
as well as plans that address the mental health needs of African American people.

I believe the CRDP African American Population Report serves as a bridge that will
connect the dots for early treatment and appropriate intervention for people of African
descent. In addition, I believe the project’s goal is to end continued documentations
of disparities and, implement programs that actively administer services throughout
California that address the mental health needs of the African Americans. This
project also addresses the need to establish funds to fight against system wide racial
discrimination directed toward the African American population.

Efforts to address the issues of cultural populations that are presently “unserved,
underserved, or inappropriately served” in the mental health system is overdue. I
support the efforts of AAHI and the recommendation in this African American
Population Report. We must change our system here in California to establish early
intervention programs for Blacks and other cultural and ethnic groups.

Dee Bridges, M.F.T., B.C.P.C., President
African American Mental Health Providers of Sacramento
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DEFINITIONS OF COMMONLY USED TERMS

African Ancestry/Descent: People having origins coming from Africa

African American: A person of African origin born in America (American citizen)
African: 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 together 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 population’s worldview and historical and social contexts that are culturally
rooted. It is not limited to clinical treatments or interventions. CDE is a complement to Evidence Based Practices and
Treatments, which emphasize empirical testing of practices and do not often, consider cultural appropriateness in
their development or application. 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 (CSI,
2011)

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

Culture: “The vast structure of behaviors, ideas, attitudes, values, habits, beliefs, customs, language, rituals, ceremonies,
and practices peculiar to a particular group of people and which provides them with a general design for living and
patterns for interpreting reality.” Wade Nobles, 1986 African Psychology: Toward its Reclamation, Reascension and Revitalization

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: “Cultural consistency (congruency) means that the phenomena (prevention programs, training activities,
and so on) can be judged as congruent with the particular cultural precepts that provide people with a ‘general design for living and
patterns for interpreting reality’(i.e, giving meaning to) their reality.” That is the program emerges and is predictable from
the cultural substance of the group being served. Cultural congruent refers to the need for services and programming

to be in agreement and consistent with the cultural reality of the community being served. Wade Nobles and Lawford Goddard,
1993 / Toward an African-centered Model of Prevention for African-American Youth at High-risk

Culturally Proficient: A level of knowledge and skills used to successfully demonstrate interacting effectively in a
variety of cultural environments; consistently demonstrate what you know about a given culture; performance (Parham,
2004).

Culturally Relevant: 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 information that verify personal assumptions.

Health: Total person well-being, be it physical, mental, social, spiritual, or psychological
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Health Disparity: United States Public Law (P.L.) 106-525, Minority Health and Health Disparities Research and
Education Act of 2000 (page 2498): “A population is a health 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 compared to the health status of the general population.” 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 a systemic and systematic set 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 building 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 database referred to as “Comparison of Total Clients
to Holzer Targets” and “Percent Difference from Target.” The 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
multiplying that number by 100. California Department of Mental Health, 2011

Prevalence: California DMH prevalence data in the CSI database shows 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 disease in a population at a specific time (Webster’s Dictionary, 2009).
California Department of Mental Health, 2011

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 the attitude of race prejudice through the exercise of
power against a racial group defined as inferior. Carolyn B. Murray, 1998 / Racism and Mental Health, p 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,
nations, and the world. Scientists generally recognize five determinants of health in a population (CDC, 2011):

 Biology and genetics: such as, gender and age

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

e Social environment: such as, discrimination, income

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

o Health services: such as, having or not having insurance, or access to quality care
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Stakeholders: A person or organization with an invested interest

Strategic Planning: A disciplined effort to produce fundamental decisions and actions that shape and 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,
identification 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. R. Kaleba, (2006)
/ Strategic Planning; Healthcare Financial Management, 60(11):74-78

White Privilege: “In critical race theory, White privilege’ is a way of conceptualizing racial inequalities that focuses as much on

the advantages that White people accrue from society as on the disadvantages that people of color experience.” Wikipedia Encyclopedia,
2011

LIST OF ACRONYMS:

CDE Community Defined Evidence
CDMH California Department of Mental Health
CRDP California Reducing Disparities Project
CSI Client and Services Information
DHHS Department of Health and Human Services
GIS Geographic Information System
LGBTQI Lesbian, Gay, Bisexual, Transgender, Questioning, Intersex
MHSA Mental Health Services Act
MHSOAC Mental Health Services Oversight and Accountability Commission
NAMI National Alliance on Mental Illness
PEI Prevention and Early Intervention
PTSD Post Traumatic Stress Disorder
RFP Request for Proposal
SAMHSA Substance Abuse and Mental Health Services Administration
SMI Severe Mental Illness
SPW Strategic Planning Workgroup
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 manner and reports, statistics, and other resources use the terms in this manner.
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EXECUTIVE SUMMARY

The African American Health Institute of San Bernardino County, a non-profit 501c3
grassroots community-based organization, was awarded a $411,052 contract (#09-
79055-006) to conduct the California Reducing Disparities Project (CRDP) for the
African American population. Funds were made possible by the Mental Health Services
Act (MHSA) 2004. Contract period was for two years, from March 1, 2010 to February
29, 2012. The primary deliverable of the contract was the development of a Reducing
Disparities Population Report that would include an inventory of community-defined
strength based promising practices, models, and/or other resources and approaches to
help better address mental health needs. In addition, the Population Report will form
the foundation for the final California Reducing Disparities Strategic Plan.

“We Aint Crazy! Just Coping with a Crazy System” Pathways into the Black Population for
Eliminating Mental Health Disparities is the population report created by the African
American Strategic Planning Workgroup (SPW) during this contract period. It
contains the most current disparity data and related information about mental
and behavioral health prevention and early intervention (PEI) affecting the target
population. Information in this report is about people of African ancestry living in
California, including American citizens, Africans, Afro-Caribbean, Afro-Latino, Afro-
Native American, Afro-Asian, Afro-Filipino, and African any other nationality.

“We Ain’t Crazy! Just Coping with a Crazy System”is a descriptive investigative discovery of
mental health issues and recommended community practices. Recommendations are
based on meaningful practices as identified by the population.

DESIGN

The AAHI-SBC project design was framed according to a community grassroots
engagement approach successfully implemented in the past by Dr. Woods while
working with the Black population; see Figure I our community engagement logic model
(Woods et al.,2004a, Woods et al., 2004b; Woods, 2004c; Woods et al., 2006; Woods
et al., 2008; Woods, 2009). Community-based participatory research (CBPR) methods
were employed to implement a large scale population-based approach to engage Black
people for project input from the beginning of the process unto the end.

A community grassroots ecological design was necessary based on the expressed
needs of the population. According to their reported lived experiences Black people
throughout California repeatedly expressed that their local DMH system has failed
them and continue to do so. The population wanted assurance that participating in
the CRDP and producing a population report was not going to be “business as usual.”
Participating in the CRDP was an affirmation that the population believed that the
truth was going to be told. The Black population expressed they would no longer be
ignored, used, abused, or threatened, neither would they any longer tolerate
inhumane, insensitive interactions from the local DMH system. The CRDP
design was to ensure that Black people had the freedom to comfortably share their
perspectives without fear of retaliation or harm to client family members. This CRDP
African American Population Report is the reality of Black people living in California
and their experiences using the local DMH system for mental issues, as well as what
they believe is needed for PEL

1




Executive Summary | May 2012

S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

Social Ecological Constructs Increase engagement in
health planning and
decision-making

Environmental Dimensions
Public media, News ads
TV, Radio, Posters
Flyers, Brochures

Potential
Triggers
‘ Pclzljslonal A:‘mhutcf Health
(..ogmn\-‘c rep of liFait}i.- |1I?1css Screening
Psychological rep of health/illness &
Preventive behaviors Early
Medical history Diagnosis
Socio-demographics B — .
Insuran::e (cﬁver;a oe CXNIVERSIGN
£e PROCESS
P "hoi
ersonsl‘(_'hou:c Health
To Participate Educati
Interaction Person/Environment caton
Family/Friends
Healthcare professionals
Significant others .
Practice
Prevention

Domains of Human Activity
Black community
Black mentors

Utilization

Black community leaders Heml:;cam
Black businesses Provider
Black religion
Workplace
Medical
Treatment
Interdisciplinary Interactions Compliance

Institutional policy
Educational programs
Insurance policy
Shared database
Standardized practices

A Social Ecological Logic Model Operationalize for the African American Health Initiative Planning
Project in San Bernardino County, California (Woods, 2004¢ & 2009).

Figure 1: A Community Engagement Logic Model
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NO EXCUSES. This report is not an excuse document. Our CRDP Population Report
has been developed based on a fact finding approach. We have taken time to collect
extensive data and present factual information based on the data collected. A strategic
broad scale community-based approach was utilized to identify what Blacks in the State
of California need for prevention and early intervention (PEI) of mental health issues.

We triangulated our fact finding approach to obtain a better insight into the issues and
forthcoming recommendations. Therefore, a diverse Black population was engaged
to include those affected by mental health issues, those who provide mental health
services, as well as interested others. This approach involved broad scale information
gathering, identification and exploration of alternatives, with emphasis on
immediate 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 Blacks are treated and how
they are provided mental health services in the State of California.

During the CRDP SPW efforts to create an African American Population Report to
honor the request of the population for the truth to be told and that we must tell the
“entire story” was the community driving force behind the process. We present the
final CRDP results in a collection of several documents. Document #1 is the complete
comprehensive report, “We Ain't Crazy! Just Coping with a Crazy System” Pathways into
the Black Population for Eliminating Mental Health Disparities. It includes disparity data,
a discussion on various barriers, a historical context, an overview of the California
MHSA and how care is received and perceived by the population, presentation of
various meaningful community practices as identified during statewide data collection
with Blacks; policy, system, community and individual recommendations and resources.
The “We Ain't Crazy! Just Coping with a Crazy System” Executive Summary (document #2)
provides a snapshot of the CRDP community process used to develop the report, and
highlights major project findings. A “We Ain’t Crazy! Just Coping with a Crazy System”
Community Public Policy Brief (document #3) is two pages and contains facts and major
recommendations for the population. Finally, the collection of resources are separate
published 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 Curriculums in California, in
addition to specific county reports such as the Los Angeles County African and African
American Mapping Project and the Alameda County African American Utilization Study.
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STRATEGIC PLANNING PROCESS

The project was implemented in three stages: Phase 1, Phase 2, and Phase 3. A detailed
discussion is included in Section D (page 123) of this report. The goal for Phase 1 was
to establish the Strategic Planning Workgroup (SPW), and develop the background
sections of the report. Utilizing the African American Health Institute of San Bernardino
County’s extensive statewide and national partnership network, diverse people of African
heritage were contacted and invited to participate base on their availability to work on
the project. Final SPW members, advisors and consultants totaled 58 individuals. A
complete list of SPW members and their affiliation are included in Appendix L. Selected
SPW members volunteered for a specific team assignment and agreed to work with
the team based on a specific predetermined timeline for written project deliverables.
The following individuals participated in key informant interviews and project pre-

planning:
NAME AFFILIATION RESIDENT COUNTY & REGION
) o . Alameda County,
Valerie Edwards, LCSW Clinical Social Worker
Northern & Bay Area
Richard Kotomori, MD Psychiatric Medicine Riverside County, Inland Empire
Walter Lam African Immigrant Health, Consumer San Diego County, Southern
Rev. James Gilmer, MA Minister, Consumer Ventura County, Los Angeles
) Community Leader, .
Phyllis Jackson . . San Diego County, Southern
Client Family Member, LGBTQI
. . . San Bernardino County,
Gloria Morrow, PhD Clinical Psychologist )
Inland Empire
. . . Contra Costa County,
Terri Davis, PhD Counseling Psychology
Northern & Bay Area
California Black Social
Edward T. Lewis, MSW o Sacramento County, Northern
‘Workers Association
. . . Alameda County, Northern & Bay
Daramola Cabral, DrPH Epidemiology/Health Behavior A
rea
. Resource Development, Client .
Stephanie Edwards, MPA . San Diego County, Southern
Family Member, LGBTQI
Suzanne Hanna, PhD Marriage & Family Therapist Riverside County, Inland Empire
. . San Bernardino County,
Temetry Lindsey, DrPA Mental Health Providers Assoc )
Inland Empire
Erylene Piper-Mandy, PhD Psychological Anthropologist Los Angeles County, Los Angeles
Wilma Shepard, LCSW Clinical Social Worker Riverside County, Inland Empire
Carolyn Murray, PhD Psychology Riverside County, Inland Empire

Sequentially, an extensive literature review and archival resources were gathered
on mental health in the Black population with emphasis on prevention and early
intervention and published African American scholarly work. Over 200 articles were
reviewed. This information was used to provide background data to guide the strategic
planning process.

Phase 2 involved collecting information and data from the Black population. Phase
3 was the final stage that included analyzing all data, writing the report, conducing
validation meetings, finalizing the report, and collaboration in the development of the
State Reducing Disparities Strategic Plan.
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METHODS

We used a mixed methods approach framed in an ecological design to engage statewide
community participation. Community-based participatory research methods used to
engage the diverse Black population were regional focus groups, small group meetings,
one-on-one interviews, public forums, and surveys using standardized processes,
procedures and protocols. General information obtained from the population centered
on good mental health and how to prevent mental issues, and how to intervene early
when mental issues happen.

Participant recruitment targeted 19 different categories, such as: African American
citizens, African immigrants, Africans (born in Africa), clients & family members,
consumers, faith community, grassroots organizations, homeless, forensics, LGBTQI,
substance abusers, foster care, older adults, musicians, artist, youth (students),
government officials, mental health providers, social workers, Black mental health
workers, educators, teachers, and academics. Each regional consultant was responsible
for recruiting for project participation and for making sure regional input was
maintained in the project. After initial data and information was collected and compiled
in a draft population report, public forums were conducted in each region to validate
report content and to obtain additional information from the population.

A total of 35 focus groups, 43 one-on-on interviews and 9 public forums were conducted;
635 surveys administered; and 6 small group meetings attended to collect data. See the
summary participant demographics below across all target populations and methods of
data collection.

A Matrix of the African American CRDP Participants across All Methods of Participation

SPW, Phone Focus Group In-depth 1-on-1 Small Group Consumers, Public Forum
Advisors & & Email Participants Interviews Attendees Clients, Client Attendees
Consultants Surveys Family Member
Surveys
Female 72% 70% 53% 46% 59% 68% 68%
Male 28% 30% 47% 54% 41% 32% 32%
LGBTQI 1% NA 9% 2% 13% 5% 3%
Age Range 28-73 NA 17 - 81 29-81 NA 18-82 18-82
Average Age 54 NA 46 56 NA 51 52
Consumer, 57% NA 69% 42% 65% 47% 35%
Client &
Client Family
Member

' LGBTQI = Lesbian, Gay, Bisexual, Transgender, Questioning/Queer, Intersex
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MAJOR FINDINGS

A total of 1,195 “unduplicated” individuals statewide participated in the African
American CRDP, including SPW members, consultants, advisors, contractors,
volunteers, as well as participants in focus groups, surveys, individual interviews and
public forums.

Using the best available data, the African American population revealed alarming
statistics related to mental health, such as high rates of serious psychological distress,
depression, suicidal attempts, dual diagnoses, and many other mental issues. Co-
occurring conditions with physical health problems such as high rates of heart disease,
cancer, stroke, infant mortality, violence, substance abuse, and intergenerational
unresolved trauma provides a complexity of issues that places the population in a
CRISIS state. In the report we present the most recent California mental health data
available to provide a visual picture of the population’s condition.

In relationship to the Black population, the mental health system has offered inaccurate
diagnoses, disproportionate findings of severe illness, greater usage of involuntary
commitments, and a woeful inadequacy of service integration. The complexity of these
factors has created an intense stigma in the Black community that disparages mental
illness as “crazy” — a condition and a status that is viewed as personally caused and
difficult to resolve. The Black population has rejected the label “crazy” and continues
to work within their communities using strategies and interventions they know works
to help their people overcome physical, social, emotional and psychological limitations
and challenges.

But, data is missing that would clarify how “persons” use the mental health system, and
the actual level of care received which is critical in determining how to prevent mental
illness in the population. Findings in the CRDP are based on actual lived experiences
of the Black population in California and documentation about the population and
current mentail health system

RECOMMENDATIONS

As a result of reviewing the most current data available and information collected from
the people, we provide several new thoughts and ideas about how to address a series of
old, unresolved, interrelated issues that perpetuate disparities.

Participants were clear in articulating 274 PEI practices that are helpful at the individual,
community and systems levels. If practices are implemented in counties, they could
help to improve and enhance the existing mental health system, as well as assist in
re-designing the system to align with culturally congruent practices for PEI in people
of African heritage. Our CRDP African American Strategic Planning Workgroup has
outlined a pathway into the Black population to eliminate mental health disparities as
recommended by the people affected by mental health issues. If followed and supported
offers a vision for permanent change.

However, complex, aggressive, and urgent actions are needed. Immediate responses
are demanded by Black people based on what the population identifies as their need for
help. NOT what the system wants to do that is easy or convenient for the system. The
recommendations from the population need to be accepted to bring health and healing
to people of African ancestry living in California.
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INTRODUCTION

This is the 21st Century. Our world has drastically changed. We are a global community.
The past has shaped our present and is critical to our future survival. The California
Reducing Disparities Project (CRDP) African American Population Report is about
defining community-based evidence for mental health of people living in California
(a western regional state of the United States of America). This is a NO EXCUSES
report. 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 report
provides tools for individuals, communities, consumers, policy makers, providers, and
funders to improve mental health.

After the introduction there are four sections of the report; the Statement of Problem,
Service Delivery to Blacks, Data Collection and Analysis, and Final Recommendations.
Section B, the Statement of the Problem describes the complexity of various dimensions
of challenges faced by African Americans in the mental health system. Section C, Service
Delivery is a brief overview of how mental health services are currently delivered to the
Black population. Section D, Data Collection provides details of the CRDP including
how information was obtained from the population, the data collection methods and
analysis. Section E, Final Recommendations identifies meaningful community practices,
strategic recommendations for local, community and statewide implementation, as well
as examples of current projects, programs and initiatives conducted by Blacks.

The terms 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
nationality. We acknowledge that African people in America are different relative to
their country of origin. We also acknowledge that Black people living in California
(irrespective of country of origin), all use the mental health system and are included in
this report. All Black people in America have African ancestry.

BACKGROUND

Promotion of human rights, more than ever before, remains in the forefront of
international efforts. On December 21, 1965, under resolution 2106 A (XX) the United
Nations (UN) adopted the International Convention on the Elimination of All Forms
of Racial Discrimination (United Nations, 2010). About 45 years later on December
10, 2010, the UN General Assembly declared the year 2011 to be the International Year
for People of African Descent. To 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 is dedicated to the 2011 International Year for People of African Descent.

The U.S. Department of Health and Human Services (DHHS) continues to document
disparities in access, availability, quality, and outcomes 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: A Supplement to Mental Health:
A Report of the Surgeon General (DHHS, 2001) and The President’s New Freedom
Commission on Mental Health’s Report Achieving the Promise: Transforming Mental
Health Care in America (DHHS, July 2003).
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According to the mental health report by the DHHS (2003), across the nation’s racial,
ethnic and cultural populations are unserved, underserved or inappropriately served
in the mental health system. These disparities have been attributed to a limited 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, 2010, collectively known as
“The Affordable Care Act” have become law. The Affordable Care Act (ACA) 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 launching a significant landmark initiative to re-design the state public mental health
system to address 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, resources
and systems that will meet their needs for mental and behavioral health issues. In 2009,
the CDMH released a request for proposal (RFP 09-79055-000) 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
disparities that exist in mental health care for diverse populations.

The purpose of the California RFP was to:
“.. reduce ... disparities by bringing forward community-defined solutions and
recommendations developed by workgroups comprised of community representatives
(from five populations: African Americans; Asian/ Pacific Islanders; Latinos; Lesbian,
Gay, Bi-sexual, Transgender, and Questioning [LGBTQJ; and Native Americans) ...
to develop Strategic Planning Workgroups (SPW). These [SPWs]... would identify
population-focused, culturally competent recommendations for reducing disparities
in mental health services, and seek to improve outcomes by identifying community-
defined, strength-based solutions and strategies to eliminate barriers in the mental
health systems. This RFP will 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 Services Act(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 each of the five 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 the unique needs of the racial, ethnic, and cultural communities in
California” (California DMH 2009 RFP 09-79055-000, page 1).

Each of the five awarded population groups was to produce a specific Reducing
Disparities (RD) Population Report and to work with the MHSA Multicultural
Collaborative and the CRDP Facilitator/Writer to produce the California Reducing
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Disparities (CRD) Strategic Plan. The purpose of the RD Population Reports was to
provide inventories 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 implementing effective PEI programs.
The intent was to reduce barriers, improve services to better address mental health
needs and reduce disparities. Population Reports was to form the foundation for the
statewide CRD Strategic Plan.

CALIFORNIA MENTAL HEALTH SERVICES 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, see Table 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 wrap-around
services.

Programs are offered under several categories, such as state hospitals, forensics,
community, children and youth, adults, quality assurance, and veteran’s mental health
services resources. Table I also provides a list of services for each category. This CRDP
Population Report is specifically commissioned to provide recommendations for
culturally appropriate practices for 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 illness among individuals at high risk
and (2) those aimed at identifying and preventing mental illness in the general public.
The African American Population Report identifies the community perspectives 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) was
awarded the contract for the African American CRDP. AAHI-SBC is a nonprofit,
certified in January 2006 by the Attorney General of the State of California as a
501c3 corporation. AAHI-SBC’s corporate office is located in San Bernardino County,
California. AAHI-SBC is a Black-led and Black governed organization; 98% participants
are Black residents and 2% are other interested people or organizations. AAHI-SBC is
registered as a collaborative of diverse grassroots volunteers (this is a non-member
organization) that are community-based, faith-based, professional, business, as
well as others individual or organizational affiliates. Since its inception, AAHI-SBC
has developed a network of local, regional, statewide, national and international
partnerships. The impetus to develop AAHI-SBC was realized after the San Bernardino
County local residents conducted a countywide strategic planning project under the
direction of the County Medical Society, which utilized community-based participatory
research (CBPR) methods to identify the health needs of their Black residents. Based
on the results of this health planning project, local citizens came together to use their
resources to focus on addressing the needs identified, to reduce the disparities in their
people and to improve the overall health of the Black population.

9
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In responding to the DMH request for a CRDP proposal, AAHI-SBC submitted a
proposal to utilize the same community-based participatory research (CBPR) process
successfully utilized in a countywide African American Health Initiative Planning
Project (Woods, 2009) at the county level 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 29, 2012) for $411,052 was
received from the DMH on April 14, 2010 to establish an African American Strategic
Planning Workgroup (SPW) that would work collaboratively in developing the report,
and to integrate with other state contractors in developing the statewide Strategic Plan.

Table 1: List of California Mental Health Service Categories and Specific Programs

Service Categories Specific Programs

State Hospitals
Atascadero State Hospital | Inpatient Treatment Services for Serious Mental Illness

(San Luis Obispo County)

Coalinga State Hospital | Correctional Programs

(Fresno County)

Metropolitan State Hospital
(Los Angeles County)

Napa State Hospital

(Mapa County)

Patton State Hospital

(San Bernardino County)

Porterville Psychiatric Hospital
(Tulare County)

Salinas Valley Psychiatric Program
(Monterey County)

Vacaville Psychiatric Program
(Solano County)

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

Community MHSA Plan Review

Community Services and Supports (CS5) 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 Rehabilitation Cooperative Employment Programs
General MHSA Technical Assistance

Children and Youth Children’s System of Care/Interage Enrollee-Based Program (IEBF)
Early Mental Health Initiative (EMHI)

Early and Periodic Screening, Treatment, & Diagnosis (EPSDT 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 - 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

Veteran’s Resources Resources, tools and information

Source: California Department of Mental Health webpage, September 2011
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Community engagement processes differ for various ethnic and sub-group populations.
Understanding this fact, for the purposes of our CRDP African American Population
Report development we purposefully engaged as many diverse people as possible to
participate in the process. History has shown us that Black people in America have
not been given the opportunity to engage in decision-making efforts. And, many have
limited leadership opportunities to make decisions related to their health and mental
health outcomes. We have used the information we know about the population to be
inclusive and transparent as possible. We understand that Black people have personal
unique experiences. Their lived experiences have been respected during this process and
we have created a safe opportunity for expression, and a platform for their perspectives
to be heard.

It is important, however, to establish the context from which we write our Population
Report. We intend to identify 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 indirectly 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 heritage) 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 present the most current available information on mental
health PEI issues in 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 would be more appropriate in
addressing root causes that perpetuate gross disparities and impede effective PEI efforts
toward African Americans.

WHO DEVELOPED THE POPULATION REPORT?

This report has been developed with passion and the 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 “Harambee” to develop the CRDP. “Harambee”is a
Swahili word that literally means “all pull together.” “Harambee” is a Kenyan tradition of
community self-help events, such as fundraising or development activities. “Harambee”
is also the official motto of Kenya and appears on its coat of arms.

Harambee events 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 important 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
‘Harambee” drives, thereby gaining legitimacy. Encyclopedia, 2010
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The connection to our cultural heritage is not a misnomer. Therefore, embracing
the concepts of “Harambee” is reality for Blacks in America. Understanding African
culture provides the bases for American Black culture. It is a fact, one must understand
where you have come from to know where you are going, and how to get there. In the
United States, all Black people are placed in a category called “Black/African American.”
However, when you talk to Black people in America there is a great difference of
expression as to the identification of self. Consequently, when we engaged Blacks into
the CRDP process it was important for people to self-identify who they were and to
unashamedly express their personal worldview on the topic. People expressed great
appreciation for being asked to participate in the CRDP African American Population
Report development.

To appropriately conduct the CRDP with the Black community, it was critical to
embrace the diversity of our population. Therefore, we extended an invitation to
everyone to participate including clients, client family members, consumers, advocates,
psychologists, psychiatrists, sociologists, social workers, epidemiologists, 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. People were free to participate at whatever level
they felt comfortable.

Interest in the CRDP was overwhelming. The needs are great in the Black population.
Irrespective of social status, people did not want to be left out of the process to express
how to prevent mental issues and how Black people can regain and maintain good
mental health. It appeared everyone had something they wanted to say about the topic.
However, people were not readily available to participate or make a commitment to the
detailed and time consuming process of developing a report on the population. Those
who were available and could make the commitment to serve as a Strategic Planning
Workgroup (SPW) member are listed in Appendix L, a Profile of SPW Members and
Affiliations. The SPW structure is detailed in Section D of this report.

THE INTENDED AUDIENCE

The CRDP is commissioned by the California Department of Mental Health (DMH)
and funded by the Mental Health Services Act (MHSA). 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, including Black mental health consumers, the
general Black population, mental health students and future practitioners, mental
health providers, as well as DMH, MHSA policy and decision-makers and international
persons of interest. We have not created a scientific manuscript to be published in a
peer-reviewed journal. Neither, have we created a “feel good document” to be admired
and applauded. This report is a collection of factual information and perspectives from
the Black population, a review of archival information, and an objective assessment of
current service providers to better understand meaningful practices for prevention and
early intervention of mental issues. The African American CRDP Population Report is
a descriptive study about Blacks living in California.

We have, however, used 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
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cultural practice fully embrace oral communication, movement, and colorful displays.
We are a people who are “story tellers.” People tell their story so there 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 of the heart and soul of Black people related to mental health issues.

“BLACK LANGUAGE”

A subject that demands critical understanding is the language of Black people. Language
is the medium for verbal communication. Every culture has its own means of verbal
expressions. Dr. Ernie Smith is a Professor of Medicine, Clinical and Cognitive
Linguistics in the Department of Internal Medicine, Division of Geriatrics and
Gerontology, at Charles R. Drew University of Medicine and Science in Los Angeles
CA. He received his Ph.D. Degree, in Comparative Culture, from the University of
California at Irvine. With a specialty in Comparative Culture and a sub-specialty in
Comparative Linguistics as an interdisciplinary scholar, Dr. Smith has conducted
research and published works in several social science disciplines and taught a variety
of behavioral, social science and humanities courses over his 50-year professional
career. His research is in cognitive-linguistics, socio-linguistics, cultural and linguistic
competency in mental health counseling. Dr. Smith is the Co-Chair of the Los Angeles
County Department of Mental Health African and African American Underrepresented
Ethnic Populations Committee (UREP), and a member of the Black Los Angeles County
Client Coalition (BLACCC).

In a personal interview with Dr. Smith on June 28, 2011, regarding “Black language”

and how to write this report to be reflective of the expressions of people of African
heritage, his insight is included below in a summary discourse.

Dr. Smith: “In medicine, treatment without diagnosis is malpractice. It is axiomatic that the
consequences of a misdiagnosis can be as devastating as doing no diagnosis at all.”

Medical diagnosis and treatment involves communication. This is also true in
psychological diagnosis and treatment. If the care provider and the client speak the
same language, they will be able to communicate. If the care provider and the client can
communicate the two-way information transfer will be effective. To the extent that
the two-way information transfer or communications is effective the diagnosis is more
likely to be accurate. Logically, to the extent that the diagnosis is accurate the prescribed
treatment regimen is more likely to be effective and the patient is more likely to recover
from the illness.

On the other hand if the care provider and the patient do not speak the same language,
they will not be able to communicate. If the care provider and the patient cannot
communicate the information transfer will be impaired and as a result the diagnosis is
more likely to be inaccurate. Clearly if the diagnosis is inaccurate the treatment regimen
and medications prescribed are not going to be effective. Because so much hinges on
language and effective communications between the service providers and patients,
pivotal to the notion of cultural competency is the notion that there is language and
linguistic competency.

The fact is, there are Federal and State statutes that mandate all medical and mental
health care providers, receiving Federal and State funds to provide the care or services
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they deliver in a language the patients can understand. These same Federal and State
statutes prohibit discrimination against limited English speaking (LES) and non English
speaking (NES) patients on the basis of their race, language or national origin.

In behavioral science literature limited LES -NES patients are also called limited English
proficient (LEP) and non English proficient (NEP). Today in educational literature LES
-NES and LEP - NEP pupils are referred to as English language learners or ELLs. There
are several provisions within current Federal and State statutes and regulations as well
as DHS and DMH policy letters related to cultural and linguistic competency in the
delivery of personal health and mental health services. The specific DMH Regulations
and Letters are: DMH REG. Title 9 CFR Section 1705 DMH Information Notice #94-
17 issued December 7, 1994.

Dr. Smith: What do these, the statutes and regulations about LEP and NEP medical and mental
health clients have to do with the mental health disparities of African Americans?

In the science of linguistics the notion of linguistic competence is predicated on a
distinction that is made between what a person knows about any given language and
how a person uses what they know about any given language.

In linguistics what a person knows about a language is called their linguistic competence.
How a person uses what they know, in actual speech production, is called their linguistic
performance. By analogy, in medical health care delivery, what a person knows about a
given culture is their cultural competence. How a person uses what they know about a
given culture, in the context of a medical or mental health service delivery, is indicia of
their cultural sensitivity or performance.

Dr. Smith: This brings us to the issue of what do most medical and mental health service
providers know about the language and culture of African Americans?

Various studies indicate that educators and clinicians need a wider scope of information
on the language of descendants of enslaved Niger-Congo Africans. Even after the
Linguistic Society of America’s 1997 resolution in support of the Oakland Unified
School District’s finding that the word Ebonics refers to an African language system,
the genetic kinship of the native language of African Americans is still for some an
unresolved issue.

Of particular concern, in the development of the African American Population Report
is the fear of some people of African heritage to identify with their culture. Some
people do not want to identify with the name “African.” Others reject the art of the
“Kente” cloth, which represents the royal lineage of an African nation. And, others are
uncomfortable with Black conversational language, as reflected in the title of this report,
“We Ain't Crazy.” According to data collected by the CRDP, in every interview conducted,
Black people stated that they were labeled “crazy.” The title of this report is a response
from the Black population (including clients and client family members) refuting the
imposed label “crazy” and declaring a reality, “We Aint Crazy! Just Coping with a Crazy
System.” The title of the CRDP African American Population is not calling anyone crazy.
It is refusing the implied label. Neither is the title grammatically incorrect. Ain'’t is a
contraction of “am not,” “are not,” “has not,” and “have not.” It certainly captures the
attention in the market place, and calls for discussion and reflection. No mental health
provider should ever call a person with mental challenges “crazy,” especially
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people of African heritage.

Anyone who has a negative bias toward Black language should STOP IT. Black people,
Black culture and Black language are not bad. Every cultural and people group have
their way of communicating, but when it comes to Black language American society
has perpetuated the thought that it is wrong or bad. To be clear, Black language is not
“trash” talk, or “vulgar or obscene” expressions, or “insulting name calling” or “incorrect
sentence structure or syntax.” Black people are a versatile population. We cannot be
put in a box or labeled. When connected to our environment, or around family and
friends, we use common words (or codes) in a relaxed conversational manner that is
understood by the population, as well as body and hand gestures, and animated motions
in our communication style. We talk “to” people using eye contact, which is understood
that you are paying attention to what is being said and that you are respecting the
person talking. Several people may talk at the same time (called “talk over”) but, this
interaction is viewed as engaging in the conversation, or being a part of the discussion.
Or, people may shout out words or expressions while another person is talking which
gives testimony (agree or disagree) to what the person is saying. This is called “talk
back.” Within the Black culture, verbal as well as non-verbal communications are ways
of connecting to each other, the community and the world. Some Black people choose
not to use conversational “Black language” at any time. “Black language” is a major part
of Black culture.

GOING FORWARD

This CRDP process provided the opportunity to understand Black culture. The process
has been meaningful to the Black community by allowing individual and collective
experiences and input into critical decisions affecting our state. Information, thoughts,
ideas, opinions and perceptions presented in this report are the voices of Black people
living in California. Information is quoted directly from persons identified, or inserted
as submitted in writing from the stated author. Acknowledgment is given to ensure
respect and ownership of intellectual property. The intent has been to create content
that can be used to make a significant difference. It is our hope that the significance be
incorporated in PEI program and intervention re-design of our mental health system
demonstrating respect and responsiveness to the expressed needs of 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 pathways to healing.
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STATEMENT OF PROBLEM

To start a journey without knowing where you are going is not wise. One must
know where you have come from, to know where you are going. This 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 most
vulnerable 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 practices to 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 Bureau data. In 2010, the U.S. population count was 308,745,538
residents (Census Bureau, 2011); see Table 2 for breakdown by people groups.

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

RACE/ETHNICITY TOTAL POPULATION % 308,745,538
White 72.4% 223,553,265
Black or African American 12.6% 38,929,319
Some Other Race 6.2% 19,107,368
Asian 4.8% 14,674,252
Two or More Races 2.9% 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
ETHNICITY TOTAL POPULATION ]
Hispanic/Latino Only 16.3% 50,477,594
Non Hispanic/Latino Only 83.7% 258,267,944

Source: U.S. Census Bureau, 2010 Census Redistricting Data (Public Law 94-171) Summary File, Tables P1 and P2,
Overview of Race and Hispanic Origin: 2010, March 2011, page 4.

Nationally, an estimated 10% of all African Americans live in the Western region. California
is the largest populated state (37,253,956) with the most culturally and ethnically diverse
residents, of which 6.2% are Black or African American, see Table 3 (Census Bureau, 2011).

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 4.9% 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
e omeonon |
Hispanic/Latino Only 37.6% 14,007,488
Non Hispanic/Latino Only 62.4% 23,246,468

Source: California-U.S. Census Bureau, 2011
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Figure 2a, a GIS mapping
of the African American African American, Non-Hispanic Residents
population in California State of California by County, 2009

reve als that 73% live in Total African American, Non-Hispanic Populafion in California: 2,159,978

six counties: Los Angeles
(37.8%), Alameda (8.5%),
San Bernardino (7.7%), San
Diego (6.9%), Sacramento
(6.3%), and Riverside (5.8%)
[Census Bureau, 2010]. 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

African American Population
[ 20 957 or less persons
[]20.988 - 93,901 persons
[]8z.902 - 183,778 persons.
[ 182,779 or more persons
[INo data available

Note: In 2009, 73.0% of the African American,

. . . . Non-Hispanic residents in California lived in:
indicated in Figure 2b. We Los Angeles County (7.3%)
. : Som Gemarine Courty (7 7%) 1o
have included input from S Do County (155
! . . i Sacramento County (8.3%)

all five regions in this report Rverside County (.6%)

for identifying the problems [ N T H ﬁ.

and solutions. ferd
‘Sources: (1) U.S. Census Bureay, 2009 TIGER/LINE SNapemes *"“"‘.-‘_::"._"‘“"":_'

2) U.S. Census Bureau. 2003 American Community Survey Panded ¥y s Callareia Dreparvmect of Masisd Hasklh

Prepared by Coumty f San Bemanans, Dapariment of PLDEC Haaitn e ——
Map Creaied: January 11, 2011 A ey n R

According to the Centers
for Disease Control and
Prevention (CDC, 2011),
mental health disorders are common in the United States. One in two Americans has
a diagnosable mental illness each year, including 44 million adults and 13.7 million
children. This is a serious problem. In 2009, there was an estimated 11.0 million adults
aged 18 or older (approximately 4.8% of all U.S. adults) in the U.S. reporting serious
mental illness (SMI) in the 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).

Figure 2a: California’s African American Population by County, 2009

A significant outcome of the Surgeon General’s report on Culture, Race, and Ethnicity
(DHHS, 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 ethnic population (White or nonwhite). Each racial or ethnic group contained the
full range of variation on almost every social, psychological, and biological dimension
presented. Unfortunately, persistent problems, as concluded in the report, are that
African Americans were over represented in high need population groups especially
at risk for mental illness, 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 suggest to 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 disparities for people of African ancestry in America exist and are becoming
more prevalent (Miranda et al., 2008).
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African American, Non-Hispanic Residents, 2009
California Reducing Disparities in Populations {CRDF) Report:
African American Sirategic Planning Workgroup
Depariment of Menial Health

Total African Amercan, Mon-Hispanic Population in California: 2,159,878
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Figure 2b: California’s African American Population by County, 2009: SPW Regions

19




Statement of Problem | May 2012

.t e | et W e | e

S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

Identifying mental illness disparities as a major problem for ethnic minorities is not an
isolated situation. Numerous studies have clearly documented mental health problems.
Reports from the Institute of Medicine (IOM, 2003; Smedley et al., 2003) on the effects
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 Surgeon General'’s report on Culture, Race, and Ethnicity (DHHS, 2001).

The IOM (Smedley et al., 2003) report concluded (from extensive research) that racial
and ethnic minorities in the United States receive lower quality care than Whites which
accounts for differential access to care. Further, in the report the authors stated that,
“in examining the roots 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 all the way to prejudice.”

In California, during 2005 approximately one in five adults (about 4.9 million people),
requested some help for a mental or emotional health problem (Grant, Kravitz-Wirtz,
Aguilar-Gaxiola, et al., 2010). During this same time, African Americans (6.3%) were
significantly more likely to report symptoms associated with serious psychological
distress than Asian immigrants (3.7%) and Whites (3.3%). 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.

B1. DISPARITY DATA

The Individual Level

According to national and California data, the African American population continues
to display extremely high risk factors for severe mental illnesses, see Table 4. These risk
factors contribute to gross disparities resulting in persistently high premature death
rates and disabilities (Figure 3). Significance of risk factors at the individual level is that
African Americans are approximately 13% of the U.S. population, and 6% of California’s
population (Census Bureau, 2011).

Table 4: At-Risk Factors for Mental Illness Disparities in African Americans

RISK FACTOR US POPULATION CALIFORNIA POPULATION
Homeless 40% (of the homeless) 45% (est.) of the homeless are
African Americans African Americans
Juveniles in Legal Custody 40% African Americans 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 Bureau, 2009

Poverty data: US Census Bureau, American Community Survey, 2005-2009 U.S. Data
Homeless data: Interagency Council on the Homeless Report, 2011

Homeless data: HUD Annual Homeless Assessment Report (AHAR), 2009

Juvenile data: Office of Juvenile Justice & Delinquency Prevention, 2011

Incarceration data: California Department of Corrections and US Department of Justice
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All Causes
Age-Adjusted Death Rates per 100,000 Persons by Race
& Hispanic Origin: U.S,, 2005
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Figure 3: United States Death Rates by Major Ethnic Groups

BLACK PERSPECTIVE ON THE PROBLEM STATEMENT
“We don't know what mental health is.”

“Not clear about what is the societal, physical, and spiritual causes of mental illness in order to know
what should be prevented or/ and type of interventions needed.”

“The problems are unresolved traumatic events for African American people/ families/ communities.”

“Coping mechanisms that are harmful...”

“The nature of the mental health delivery system adapts a monocultural perspective under the guise
of multiculturalism, absent of culturally 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 issues.”

“...a lack of competent assessments that define healthy for African Americans.”

“Mental health as an illness is not recognized as a problem in African American communities.”
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THE COMMUNITY LEVEL: DISPARITY DATA

In this section of our CRDP Population Report, the disparity data will be presented
related to the entire population, the community of people. For the purposes of this
A . L report, we believe the discussion of African Americans will be better served if we not
"M”can Americans live in an, emphasize the differences within our group but rather focus on our “same root” (like a
extreme mundane stressful tree, the trunk and branches - all are connected to the same roots), then explain how it
environment and perceive s related to our health, healing, wholeness, and disparity reduction.
no rewards or relief”

-Dr. Chester Pierce (1974) 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 the Diagnostic and Statistical
Manual of Mental Disorders, fourth edition (DSM-IV), (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 2009 the 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.

Serious Mental Illness (SMI)

Percent (%)

White Black Hispanic Asian H/PI AI/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 Findings (Office of Applied Studies, NSDUH Series H-39, HHS Publication No.
SMA 10-4609). Rockville, MD.

Figure 4: Prevalence of Serious Mental Illness 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 sufficient 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 “_ institutional
illnesses. Any mental illness among adults aged 18 or older is defined as currently or ignorance and denial

a'F any time in th_e past year having had a diagnosable m.ental, behav1ora¥, or emotlopal throughout the society,
disorder (excluding developmental and substance use disorders) of sufficient duration )

to meet diagnostic criteria specified within the DSM-IV, regardless of their level of to_tally distorts and
functional impairment (APA, 1994). In 2009, about 17% of Asian, Native Hawaiian/ misrepresents the true
Other Pacific Islander, Hispanic, and African American groups reported having any PSychological picture
mental illness. Whites and American Indians/Alaska Natives were a little higher at 21%. of Blacks.”

The highest prevalence (32.7%) of any group who reported having any mental illness -Dr. Kobi K. K. Kambon
was among persons of two or more ethnicities. (1998)

Any Mental Illness

40
35
30
25

20

Percent (%)

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 Findings (Office of Applied Studies, NSDUH Series H-39, HHS Publication No.
SMA 10-4609). Rockville, MD.

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

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 populations,
African Americans, Asian/Pacific Islanders and those classified as “other.” Data for the
three 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).
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Poor Mental Health
«_..To heal a people, we B caitornia
need the resurrection 40 ue
of Black love in order to .5 -
empower relationships
to succeed and to restore 30
the warrior spiritin 2
Black men to stand strong 20
in our communities.” £
-Dr. Kevin Washington (2011) 15
10
5
0 White Black Hispanic Asian/Pl AI/AN Other

Note: PI=Pacific Islander; AI/AN=American 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

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, and the
category “other.” The most significant difference was in the American Indian/Alaska
Native (AI/AN) group, which reported the highest number of mentally unhealthy days;
Asian/Pacific Islanders reported the lowest, see Figure 7and 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 (CDC, 2010).

Mentally Unhealthy Days

= White
= Black
6
= Hispanic
14
E = Asian/PI
>
= 5 AVAN
Fi
5 === Other
)
2
s 4
=
U
=
=
2
3 J\/\/\/\/

2 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System (BRFSS) Survey
Data, 1993-2009.

Accessed November 2010 from http://www.cdc.gov/brfss/index.htm; .Downloaded from http://apps.nccd.cde.gov/
HRQOL.

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

— White
— Black
10
= Hispanic
= Asian/PI
AI/AN

= Other

Mean Mentally Unhealthy Days
o

0 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

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
Data, 1993-2009. Accessed November 2010 from http://www.cdc.gov/brfss/index.htm; .Downloaded from http://
apps.nced.cde.gov/HRQOL.

Figure 8: California Trends of Mentally Unhealthy Days for Adults by Ethnic Groups,
1993-2009

“Behavioral health care has not been a 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 butter issues “Behavioral health care
such as jobs and housing. African American activism has been directed principally has not been a priority
at civil rights issues with large — desegregation, voting, legal justice, equal pay, jobs,
non-discrimination in housing and education, and access to political office. Behavioral
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 behavioral 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 advocacy organizations
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 behavioral health policies. This is where ‘do something’
must start.”

in African American

communities.”
-Dr. King Davis (2011)

-Dr. King Davis, 2011

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 there 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

25




Statement of Problem | May 2012

.t e | et W e | e

“African Americans suffer
from ‘Post Traumatic Slave
Syndrome’, a toxic effect
of intergenerational
trauma that has damaged
the collective African

American psyche.”
-Dr. Joy DeGruy-Leary (2005)
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serious psychological distress than 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).

Major Depressive Episode

10

Percent (%)

White Black Hispanic Asian H/PI AI/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 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

In 2007 in the U.S., students in grades 9-12, 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, in
2009 the prevalence of adults with serious thoughts of suicide is less than 10% among
all populations (see Figure 10). White, Black and Hispanic populations all have about
the same prevalence, 3%. Obvious disparities are with the Asian population having
the lowest prevalence, and the highest is those reporting two or more ethnicities. The
second highest prevalence is with the American Indian/Alaska Native.
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Serious Thoughts of Suicide “Victims of ‘self-destructive

disorder’ respond through
10 practices of personal and /

or social destruction.”
-Dr. Na'im Akbar (1985)

Percent (%)

0 White Black Hispanic Asian H/PI AI/AN 2+

Ethnicities
Note: H/PI=Native Hawaiian or Pacific Islander; Al/ 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 Findings (Office of Applied Studies, NSDUH Series H-39, HHS Publication No.
SMA 10-4609). Rockville, MD.

Figure 10: Prevalence of Serious Thoughts of Suicide among U.S. Adults by Ethnic Groups, 2009

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 is approximately 6% (see Figure 11).

Mental Health Service Use

4
3
2
1

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

Percent (%)

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 Findings (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
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National reports indicate that data 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 children experience missed opportunities in our public school
system for prevention and early interventions associated with health screening and low
academic scores which could indicate mental illness, learning disability, developmentally
delayed or medical problems (organic disorders) that look like a mental illness. Black
youth are over diagnosed for conduct disorder, and under diagnosed 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 poorer (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 Americans
remain sorely underrepresented in mental health research.

The National Survey of American Life

(NSAL), which included 6,199 African
Americans, Caribbean Blacks, and
Whites, indicated that for mental illness
in America, the challenge is health
equity (NIMH, 2011). Health equity is
achieving equal and optimal health

care for all populations (DHHS, 2011).

Although literature shows that people
of African ancestry may not exhibit
greater levels of mental health disorders

-CAUTION-

For some people, research reports are
very technical and cumbersome to read.
But, research is critical in standardizing
findings and removing biases so that
truth is revealed. Research studies in
our Population Report are to facilitate
the reader’s understanding of the Black
perspective.

in comparison to their Caucasian

counterparts, they experience greater mental health issues related to “stress.” Those
“stressors” typically lead to multiple health issues. One major stressor is poverty. Mental
health illnesses rise 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 life in the urban area is often characterized by an
“extreme mundane stressful” environment. By “extreme mundane stress,” Pierce refers
to stress that result when actors perceive no rewards or relief from their constantly
worrisome quest to survive on a day-to-day basis.

Traumatic Life Experiences: “Like you lose...something. You might go into deep
depression....You might felt attacked and feel like your whole world come down
crushing on you.”

-FG: 20 year old Black male Oxnard College student

The extreme environment of the ghetto is loaded with “offensive put-downs” which
Pierce 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 psyche
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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 “status dislocation” wherein the individual cannot
effectively function in society and seeks 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 condition
he characterized as “self-destructive disorder.” The victim 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.

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 Discrimination Questionnaire, the Posttraumatic Stress Disorder
(PTSD) Checklist—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
Disorders (4th ed., text rev.; DSM-IV-TR; American Psychiatric Association, 2000).
In discussions of race and ethnicity 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 Shepard, O'Neill, and Guenette (2006) have argued 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). Franklin and Boyd-Franklin’s (2000) description
of racial discrimination as a type of invisibility provides a useful illustration of the
cumulative 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 of 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, difficulties in interpersonal relationships, and feelings of guilt and shame, as
documented by Carlson (1997).
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Results of a multivariate analysis of variance (MANOV A) indicated that Asian and Black
students reported more discrimination than White students. A hierarchical 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 that 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).

Although the findings do support an association between racial and/or 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, and out of one’s control, criteria that are consistent with Carlson’s
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 (Sanchez-Hucles, 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 further 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 light 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
testing, interview situations, predisposition of the clinician, and institutional
racism. Itislargely believed that error in diagnosis may be due to clinicians’ unfamiliarity
with mental illness as it is manifested in African Americans. Yet, in 2006, Blacks were
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:
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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 purview of intervention. This finding suggests that there is a
marked absence of networking and mutual referral processes between African
American ministers and behavioral health providers.

These data also confirm that African Americans significantly underutilize
behavioral health care services and may over-rely 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
years 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 non-compliance 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). PBE interventions are
practices developed in our communities that are successfully providing high
quality care even though they have yet to be formally evaluated. Through
researching the core practice standards and criteria associated with the high
quality care of PBEs, they can be moved on to the lists of evidence-based
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 external 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.12-13).

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

Angela (41 year old female): “.. I think a lot of people go to the church and if the
church don't lead you to the stuff that’s in the community, then they don’t know. For us as
African Americans, we gone pray it off. We gone pray about it and God’s ‘gonna remove
it and we gone be okay. You know even though I'm still ‘special’ and still going through
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it, and can't sleep, and can't eat. You know, coming outside with those strip socks on. You
know, I'm still praying for 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): “This is why God put us here, to help you.”(laughs....)

Angela (41 year old female): “For 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 it’s okay to go over and get our medication or it’s okay
you know to go talk to somebody.

“When ministers are trained in counseling and recognizing mental illness, people get the help they
need. The minister will know if he or she can help with the situation, or the minister will refer the
person in the right directions. But, the minister needs to know how to give mental health counseling.”

-In-depth Interview: Pastor Jules Nelson,

Inland Empire Concerned African American Churches

“Our parishioners come to us for help. We have a responsibility to help them. Our biggest need is for
community mental health resources to help our people get the right assistance they need.”

-FG#1: Reverend Joyce M. Whitfield,
Sojourner Truth Presbyterian Church, Richmond

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 (Surgeon General’s Report Mental Health: Culture, Race,
and Ethnicity, 2001). They vary according to country of origin. Blacks are 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.

“Thave a problem...I have three daughters, 12, 11, and 10...and my grandfather has made
them a couple in my country in Africa. They call it engagement... [ have difficulty with
that rule...I have a broken spirit. I don't like it.”

-FG#15: Fatima, 39 year old female,

Sudan Muslim wife/mother, San Diego

In a report from the Migration Policy Institute (2009) based 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 refugees
and asylees in 2007. About one-third (32.9%, or 19,986) were from Africa. The top five
countries of origin of African-born refugees and asylees admitted in 2007 were Somalia
(7,031, or 11.6% of all refugees and asylees), Burundi (4,571, or 7.5%), Liberia (1,655, or
2.7%), Ethiopia (1,525, or 2.5%), and Eritrea (1,116, or 1.8%).
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According to the Lewis Mumford Center (2009), in the 2000 Census the non-Hispanic
Black population in America had grown by over six million people. The diversity of the
American Black population demonstrates its complexity. Over 1.5 million Blacks were
classified as Afro-Caribbean, and over 600,000 as Africans. These two groups alone
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 Center, Afro-Caribbean now out numbers and are growing faster than well-
established ethnic minorities such as Cubans and Koreans.

African People in California

Of particular concern to African born people and African Americans is the identification
of whereour peopleareresiding and the conditions under which theylive; acculturation
experiences; and what must be done to intervene in the trauma of relocating to places
that are not indigenous to culture. African people live throughout the state of California.
Where they are located is no clearly known. There is no demographic profile of people
of African ancestry for the State of California at the neighborhood or community level.

THE BANCHE PROJECT

Our CRDP conducted a simple geographic information system (GIS) mapping. We
called it the Banche Project, conducted from March 2010 to June 2010 to obtain data
that would identify people of African ancestry by county, country of origin, or cultural
identity. The purpose of this information was to outreach to African born people and
obtain their input related to mental health issues. An undergraduate college student
used this project to fulfill credits for graduation. Below is a summary of the Banche
Project by Banchamlak Shita, BA student in the Department of Psychology, University
of California, Riverside (UCR). Miss Shita is an African student that worked as an
intern with AAHI-SBC specifically for this project.
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The Banche Project Overview

In order to understand why data like this should be collected we must first understand
why the African Diaspora occurred. Merriam-Webster defines Diaspora as the
movement, migration, or scattering of a people away from an established or ancestral
homeland. One of the largest migrations in human history happened through one of
the first African Diaspora which began during the slave trade. Africans were sold into
slavery and shipped throughout Europe, the Caribbean Islands, and North America.
Over nearly four centuries, 3 to 4 million Africans were forced into migrating to
their new homes. Later various other migrations happened as a result of displacement
because of political views, famine, and rivalry between various African ethnic groups.
Although the African Diaspora forced Africans out of their homeland many managed
to retain may of their traditions, family views and culture while still being able to
successfully integrate themselves into American culture. No longer needing to be forced
into migrating north, countless African people later longed to be a part of the American
dream essentially causing a constant Diaspora of African from their native homes.

We focused our attention on the African population that traveled to California. This
research was conducted because there are population break downs in categories as White,
Black, Asian, and Hispanic; however, we are unable to accurately give a population
breakdown of the various African ethnic groups in California. The CRDP extensive
literature review was unable to identify disaggregated data on African immigrants
in California, and their utilization of the mental health system. Further, geographic
identification of the population will provide invaluable information for program
planning, primary prevention intervention, and appropriate healing practices based on
cultural needs. Although knowing this information may give us more questions than
answers, like why did these groups decide to move to their respective areas? Or, why
are these groups concentrating in a few specific areas? However, the intent and aim of
this simple GIS population mapping project was to provide a guide for more in-depth
disparity information gathering. Further research is needed to significantly study this
issue, of which this CRDP is limited in scope and purpose.

Irrespective of migration reasons and nationality, African people in California must be
given opportunity for input into defining meaningful practices for good mental health.
All people in California are free to use the public DMH system of care. The expected
outcome of the Banche Project was to identify clusters of African people, and then
extend an invitation to participate in the CRDP to include their voices in this important
process.
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Methods
We used convenient sampling methods with a cross sectional ecological study design.

Participants

Target specific recruitment involved college campus international student union
associations. Miss Shita was the president of the UCR Abyssinian Student Union and
could obtain immediate access to college student associations throughout California.
Due to limited project funds, participation in this study was completely voluntary, no
incentives were offered. Verbal consent to participant in the study was obtained.

Survey

Each participant completed a nine question (one page) self-administered demographic
survey (Appendix A). Questions included, “What country were you born?” “What African
country’s culture do you identify with?” as well as, demographics for age, ethnicity, gender,
education, employment, resident city by zip code, and how long in America.

Procedure/ Sample Sites

The survey administration took place at four separate meetings with statewide
attendees. The first sample site was a Southern conference of the Abyssinian Student
Union cultural groups. The schools in attendance included California State University
San Diego, California State University Northridge, University of California Riverside
(UCR), University of California Santa Barbara, University of California Los Angeles,
and University of California San Diego. The second sample site was at UCR’s Nigerian
Student Association meeting. The third sample site was at the African Black Coalition
Conference at UCR during two of the conference workshops. And a final administration
was at the UCR Abyssinian Student Union’s 3rd Annual Culture show.

Analysis

We analyzed the data using the statistical package for the social sciences (SPSS) software.
We also conducted descriptive statistics (univariate analyses, frequencies and cross
tabulation) of several variables; such as ethnic culture and age, ethnic culture and
county of permanent residence, county of permanent residence and resident city, and
ethnic culture and birth country.
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Results

Total sample size was 200 people who self identified as having African ancestry. Of the
200 participants, 170 (85%) were current students and the remaining 30 (15%) were
not currently enrolled in school; 62% (124) were females and 38% (76) were males. Age
range was 18 to 65 years old. Age categorical breakdown indicated that 82.5% (165)
were between 18-24 years old; 9.0% (18) were over 30; and 8.5% (17) were between 25-
30 years old. See below for country of birth:

COUNTRY OF BIRTH # PARTICIPANTS (N=200) % OF TOTAL
United States 138 69.0%
Ethiopia 25 12.5%
Sudan 15 7.5%
Nigeria 10 5.0%
Eritrea 3 1.5%
Kenya 3 1.5%
Somalia 2 1.0%
Italy 1 0.5%
Philippines 1 0.5%
Liberia 1 0.5%
Uganda 1 0.5%
Jerusalem 1 0.5%

When asked “what culture” you identified with, the following responses were noted:

CULTURE IDENTIFIED IDENTIFY WITH 1 CULTURE IDENTIFY WITH 2 CULTURES
(N=200)

Ethiopia 70 6
Nigeria 52

Eritrea 46 1

Somalia 10 2
Ghana 7
Kenya 5
Sudan 4
Uganda 2
Egypt 2
Liberia 1

Sir Leone 1 1

All identified with one culture, but 10 identified with two cultures (probably because of
mixed marriages).
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However, when asked identification with geographical location in California, 14
different counties was identified, see below:

CALIFORNIA COUNTY RESPONDENTS (N=200) % OF RESPONDENTS

Los Angeles 89 44.5%

Riverside 20 10.0%

San Diego 20 10.0%

Alameda 14 7.0%

San Bernardino 11 5.5%

Fresno 10 5.0%

Orange 6 3.0%

Other: Kern, Sacramento, 30 15.0%

Contra Costa, Yolo, Sonoma,

Placer, Stanislaus

In cross tabulation with ethnic culture and California County of permanent resident,
participants identified as below:

CALIFORNIA COUNTY ETHNIC CULTURE RESPONDENTS (N=200)
Los Angeles, n=89 Ethiopia 37
Nigeria 21
Eritrea 16
Somalia 8
Ghana 3
Egypt 2
Sir Leon Sudan 1
Uganda 1
Riverside, n=20 Nigeria 10
Eritrea 3
Ethiopia 2
Kenya 2
Sudan 2
Uganda 1
San Diego, n=20 Eritrea 16
Ethiopia 3
Somalia 1
Alameda, n=14 Eritrea 4
Ethiopia 4
Nigeria 3
Kenya 2
Ghana 1
San Bernardino, n=11 Nigeria 7
Ethiopia 4
Fresno, n=10 Ethiopia 10
Orange, n=6 Nigeria 3
Ethiopia 3
Yolo, Kern, Sacramento, Central Costa, - 30
Sonoma, Stanislaus
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The results indicated that 84% identified with Ethiopian (35%), Nigerian (26%), or
Eritrean (23%) culture. Participants where spread across 45 cities in California, with a
majority of the participants concentrated in LA County, Riverside County, San Diego
County, and Alameda County. See Figures below mapping participants from African
cultures and mapping clusters of participants by resident regions in California. No
generalizations are drawn from these findings based on a convenient sample; the intent
was to identify clusters of African people and to invite participation in the CRDP.

GIS Mapping of African Culture of Participants in the Banche Project

Ethnic Culture Association
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Study Limitations

One limitation was time, due to the
fact that this survey was completed
in spring quarter many universities
were unable or unwilling to
participate. The next limitation was
the number of participants; a larger
sample size was anticipated. Finally,
how much time needed to collect
and analyze the data and write the
report, limited follow-up and more
investigation of identified locations as
well as traveling to other association
meetings around the state for a more
representative sample. Ten weeks
for an undergraduate project in the
spring quarter was limiting.

GIS Cluster Mapping of the California Resident Region of Sample Population in Banche Project
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Signi ficance to Mental Health
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 throughout
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 in getting
“whatever it takes” to promote “help
first” for prevention and early
intervention for people at risk and in
need of mental and behavioral health
services.
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African people in California are not all the same. Understanding the differences and
experiences of Africans in California will help to bridge the gaps and connect Africans
and African Americans based on individual and community needs. People of African
ancestry cannot fit into one box; there must be respect of diverse values, norms, and
practices.

The CRDP was successful in conducting a focus group with Africans in San Diego who
were from countries identified in the Banche Project; both refugees and immigrants.
We also conducted a small group meeting in Santa Clara with Ethiopians. Several
Africans participated in focus groups and public forums in Alameda, San Diego, and
San Bernardino Counties. Of critical significance is that this CRDP acknowledged the
importance of including diverse people of African ancestry, and demonstrated the value
of obtaining cultural perspectives from lived experiences of Black people. Black people
in America vary greatly related to personal preference. Not one group can speak for the
entire population. We must hear the worldview of people from their perspective and
respect personal preferences. We must never forget our roots, where we have come
from, because therein lies the answers as to where we are going and how to get there.

Similar to the Banche Project is one of the primary critical reference resources for this
CRDP is the Los Angeles County DMH Mapping Project for Africans and African
Americans conducted by Dr. Karen S. Gunn (African/African American Report, 2011)
in Service Area 6 (which includes high concentrations of the population in Compton,
Watts, Lynnwood, Paramount, Florence/Firestone, Baldwin Hills, and USC East &
South). Funded by the MHSA, the primary goals of the Mapping Project were: (1)
to develop a repository and informational manual of MHSA relevant resources for
African/African Americans communities in Service Area 6; (2) identify and document
existing community resources and needs; and (3) provide a platform for resource
consortium through which African/African American providers can network and build
collaborations. A complete copy of the African/African American Report (2011) can be
obtained from the County of Los Angeles DMH Planning, Outreach and Engagement
Division. Significant resources, such as the “Life Links,” a resource listing for residents
of South Los Angeles County, are identified that will facilitate access to culturally
appropriate mental health resources. Additional plans are underway with the Los
Angeles DMH to provide culturally appropriate information for African people within
their county. Thank you, Los Angeles County for this important initiative.

THE SYSTEM LEVEL: CALIFORNIA DISPARITY DATA

“There really is a difference. Sometimes, I'm in the community and there is a meeting
about mental health. You see the White consumers, and they are talking about it like
it’s nothing. Something that you just go to your counselor, get treatment because this
is what is owed, basically, and it’s okay. It’s totally different... with African Americans.

-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 (July 2007 to June 2008, Volume I & II (August
2008) as part of the Centers for Medicare & Medicaid Services (CMS), mandated
external quality review of Medicaid managed care programs. Under Section 1915(b) of
the Social Security Act (1915[b] wavier), California may operate a statewide system of
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“Where is our help?

| am serious. Black
people are not getting
treated like everybody
else. This happened to

me personally.”

-FG#33: Marilyn,

57 year old Black female
Resource Volunteer,
San Bernardino County
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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 this Statewide Report (2008), the public mental health environment in
California is challenging and the MHPs have significant conflicting 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 services received
by different groups.

In conversation with the California Department of Mental Health (Bryan Fisher,
personal communication, April 14, 2011), on July 1, 2006 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. To
ensure that this CRDP had the most current data from the DMH CSI, a request
was made to provide specific reports.

Table 5 displays the most accurate data (as of March 17, 2011) of the unduplicated
count of clients served by race for all modes of services in all California counties for
fiscal year 2007-2008. Unduplicated count means any person who came to the DMH
and registered for services, and was seen for services during a specific year has been
reported only once. As reported by the DMH CSI system for fiscal year 2007-2008, the
highest users of mental health services in California were Whites (36.0%), followed by
Hispanics (30.7%) and African Americans (16.6%).
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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%
Asian' 34,193 5.1%
Other Race 16,393 2.4%
Multi-Race 13,418 2.0%
American Indian 4,862 0.7%
or Alaska Native
Hawaiian Native 2,970 0.4%
or Other Pacific Islander
Not Reported/Unknown 40,567 6.0%
Total 671,343 100.0%

Source: California Department of Mental Health, Client and Service Information System. Data as of March 17, 2011.
"The Asian category contains all 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.

When considering age groups for the highest number of clients served, individuals age
26 to 59 were consistent across all races except Hispanic (Table 6 and Figure 12). The
Hispanic age group served the most during this time was 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 Race for All Modes of Services, All
Counties, Fiscal Year 2007-2008

AGE IN YEARS
P
16-25 26-59 OLDER REPORTED
White or Caucasian 39,912 38,346 142,633 20,687 241,610
Hispanic 79,999 45,871 72,854 7,210 205,957
Black or 27,686 21,748 57,329 4,600
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 1,186 818 2,704 224 0 4,862
Alaska Native
Hawaiian Native or 545 505 1,611 309 0 2,970
Other Pacific Islander
Not Reported/ 6,643 7.951 22,611 3,355 7 40,567
Unknown
TOTAL 168,989 125,559 333,384 43,331 80 671,343
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Source: California Department of Mental Health, Client and Service Information System. Data as of March 17, 2011.
'The Asian category contains all 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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Figure 12: California Department 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.
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Figure 13: California Department 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

In 2007-2008, more male clients (52.2%) were served than females (47.4%), except

for Asian, American Indian or Alaska Native, and Hawaiian Native or Other Pacific
Islander (Table 7).
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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 REPORTED TOTAL
White or Caucasian 121,234 119,728 32 616 241,610
Hispanic 110,364 95,288 205,957
Black or 61,669 49,558
Asian' 15,337 18,566 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 2,210 2,641 1 10 4,862
Alaska Native
Hawaiian Native or 1,407 1,558 0 5 2,970
Other Pacific Islander
Not Reported/ 23,199 16,575 5 788 40,567
Unknown
Total 350,662 318,343 51 2,285 671,343

Source: California Department of Mental Health, Client and Service Information System. Data as of March 17, 2011.
"The Asian category contains all 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.

See Figure 14 for gender distribution of African Americans served during fiscal year

2007-2008.
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Figure 14: California Department of Mental Health Client and Service Information (CSI) System
Percent of African Americans within the Total Unduplicated Count of African American Clients
Served by Gender for All Modes of Services, All Counties, Fiscal Year 2007-2008
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Of the total unduplicated count of clients served in fiscal year 2007-2008, Figure 151s the
rank order of all modes of services for all counties by diagnosis. The top three conditions
were depressive disorders, schizophrenia, and bipolar disorders, respectively.
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Source: California Department of Mental Health, Client and Service Information System. Data as of March 17, 2011.

Figure 15: California Department of Mental Health Client and Service Information (CSI)
System of Total Unduplicated Count of Clients Served by Diagnosis for All Modes of Services,
All Counties, Fiscal Year 2007-2008

See Table 8 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.
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Table 8: California Department 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

g
% :

Two Diagnosis 200,625| 81,840 61,478 30,774 9,235| 4,564| 4,352| 1,720 664| 5998
Depressive Disorders 97,129| 30,944| 32,371 13,985 8,036| 3,010 1,407 589 716 6,071
More than two Diagnosis 76,933| 34,790 21,084 13,014 2,057| 1,288| 2,093 721 237| 1,649
Schizophrenia 46,956| 18,989 9,241 9,348 4,926 1,055 598 268 320| 2,211
No Diagnosis 43,881 11,707 11,799 8427 1472 1,007 1,259 242 2501 7,718
Bipolar Disorders 43,869| 20,902 9,025 6,921 1,580 933 736 326 148 3,298
Adjustment Disorders 38,712 9,681 16,754 5,633 1,432 1,179 947 292 160 2,634
Disruptive Behavioral Disorders 22,447 3,397| 11,754 4,421 651 572 472 94 69 1,017
Psychological Disorders (not Schizophrenia) 18,698 5,388| 4,479 4,800 1,419 494 171 108 97| 1,742
Substance Related Disorders 18,647| 5,836 4,023| 4,080 242 298 126 92 40| 3,910
Attention Deficit Disorder 18,550 5,192 7,346 3,701 434 399 407 94 53 924
Other Anxiety Disorders 16,067 5,345 6,277 1,492 710 523 250 129 54| 1,287
Post Traumatic Stress Disorder 10,707 2,674 3,510 1,751 1,204 373 245 90 85 775
Other Disorders Childhood Diagnosis 10,607 2,347| 4,679 1,718 453 496 249 56 38 571
Other Conditions 5,163 1,558 1,689 918 227 141 59 27 29 515
Cognitive Disorders 1,298 576 193 211 81 a1 27 6 6| 157
Unspecified Diagnosis (Non-Psychotic) 650 232 177 128 24 16 14 6 2 51
Personality Disorders 404 212 78 51 10 4 6 2 2 39

Total| 671,343| 241,610| 205,957 111,373| 34,193| 16,393| 13,418 4,862| 2,970| 40,567

Source: California Department of Mental Health, Client and Service Information System. Data as of March 17, 2011.
"The Asian category contains all 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 Diagnoses
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Figure 16: California Department of Mental Health Client and Service Information (CSI)
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

Source: California Department of Mental Health, data reported as of March 17, 2011.

MENTAL 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 usage is 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, a basic
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.

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
rates. 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%,
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Whites, 1.18% and Hispanics, 0.73%. In 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 California
have significantly improved in using the mental health system and do not need any
specific PEI. A more 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 2005-2006
(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. Of the 103,220 clients
served, the number of African American clients receiving day services was 19.1%
(13,218); number receiving inpatient services was 14.8% (6,414).

‘T have been in the mental health system since 1997. I know for a fact African American
people are not being seen. When I go in I make sure [ am seen, and somebody is going
to take care of my needs, or I ain’t leaving the clinic until I am seen.”

-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 self-reported barriers to care.

The RFP for the CRDP project required documenting demonstrated disparities,
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 requested in April 2011 from the DMH on
African American diagnosis and the type of care received was not available. 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 2007-2008 total number of clients served by number of services
taken from data on the CSI website, 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 2007-2008 identified that 111,373
African Americans (“unduplicated” counts) used serves, 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. Using the updated
“unduplicated” count (111,373) and comparing it to the total African Americans in the
State of California (2,159,978), it means that 5.16% of the African American population
used the DMH services. When we compare the 111,373 to the total California population,
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African Americans are less than 1% of the population using the DMH services. Let’s
compare the total number of all “unduplicated” client services in the DMH (671,343) to
each ethnic population (see Table 5) again we have African Americans at 16.6% of all
the clients seen in DMH, compared to 369% White clients and 30.7% Latino clients. This
information provides a different view of African American utilization.

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, not just
the number of clients served. Service outcome data gives better directions into what
must be prevented or where early detection efforts must be targeted.

In the California DMH, prevalence of mental health conditions is a critical factor in
determining underutilization or over utilization of services, as well as identifying
points of target specific approaches for PEI. See Table 8 and Figure 16 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 gross underserving the needs of the population because many people of African
ancestry stay away from mental health service providers (Ojedea & McGuire, 2006).

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 goes in 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 Psychiatrist’s Prospectus

by Curley L. Bonds, MD

Medical Director, Didi Hirsch Mental Health Services

Chair, Department of Psychiatry and Human Behavior,

Charles 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 cultural 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 result 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 population numbers among those who receive
services in safety-net 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. Exceptionally 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). Recent 2011 California 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 process that 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.

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.
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This affects all African American consumers’ ability to obtain culturally congruent
services regardless of where they go for care. Safety-net 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 self-pay.
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 exception were the residency programs
affiliated with Charles Drew University 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 these 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
aloss 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.

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 information 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
underrepresented minority providers are one way to increase the number of service
providers equipped to serve African American consumers.

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 laziness is 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 are 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
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this problem is the lack of readily accessible emergency mental 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 State
of California has mandated Crisis Intervention Training for Law Enforcement (CIT).
The purpose is to train law enforcement on how to respond to individuals that have
a mental illness, during a “crisis” intervention. Using the CIT is intended to possibly
prevent hospitalization or a 5150 process. There needs to be an assessment of the CIT,
and examining alternatives for jointly utilizing PMRT.

The populations of mentally ill inmates receiving services at Twin Towers Correctional
Facility 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 Model developed by
Mark Munetz and Patricia Griffin can be used to direct community leaders to points of
intervention so that the burden of imprisonment can be reduced.

Overall, African Americans consumers with mental illness face many challenges in
receiving mental health treatment comparable to their peers. These disparities also
extend 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 and community
participation may help to lead us to clues about how to design and implement successful
programs and interventions for African Americans throughout Los Angeles County.

W hat service units are recorded in the CSI database for actual mental health clients served?
Table 9 identifies for fiscal year 2007-2008, all services provided by ethnicity; Table 10
contains a description of the service categories. NOTE: At the time of this report, data in
Table 9 for clients served by number of services was the only current data available from CSI. As of
January 16, 2012, this data is still posted on the CSI website. The total number (534,812) is different
from the total in Table 5(671,343), because the data report generated for Table 5 was prepared for
this CRDP with the most current data available in the CSI system. The DMH staff was unable to
generate updated reports on the services in Table 9.
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Table 9: California Department of Mental Health Client and Service Information (CSI)
System Total Number of Clients Served by Number of Services, by Ethnicity All Counties,
Fiscal Year 2007-2008

ETHNICITY 24-HOUR | 1-DAY OUT- | 2-4 DAYS | 5-15 DAYS GREATER

IN- PATIENT OF SER- | OF SERVICE THAN 15

PATIENT VICE DAYS OF

SERVICE
White 1,812 40,624 44,062 60,086 57,665 204,249
Hispanic 768 31,630 34,100 43,858 40,027 150,383
Asian/Pacific 152 4,873 6,472 11,018 7,961 30,476

Islander
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 Services, Department of Mental Health, Data Management and Analysis
Section, CSI Report, retention data as of June 8, 2010

NOTE: At the time of this report, data in Table 9 for clients served by number of services was the only current data available
from CSL As of January 16, 2012, this data is still posted on the CSI website. The DMH staff was unable to generate updated
reports on the services in Table 9.

Table 10: California Department of Mental Health Client and Service Information (CSI)
System Description for Service Category, Fiscal Year 2007-2008

24-HOUR SERVICES DAY SERVICES OUTPATIENT SERVICES
Hospital Inpatient Crisis Stabilization- Case Management
Emergency Room Brokerage-Collateral
Hospital Administrative Day Crisis Stabilization-Urgent Care Professional Inpatient
Visit-Collateral
Psychiatric Health 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 Professional Inpatient Visit-MS
Intensive-Half Day
Adult Crisis Residential Day Treatment Intensive- Crisis Intervention-(CI)
Full Day
Jail Inpatient Day Rehabilitation-Half Day Professional Inpatient Visit-CI
Residential-Other Day Rehabilitation-Full Day
Adult Residential

Semi-Supervised Living
Independent Living
Mental Health Rehab Center

Source: California Department of Mental Health, Client and Service Information System, Data Dictionary, Page
5-06.0 SERVICE FUNCTION, revised June 2001.
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Although African American clients are counted as being served, questions that need to
be answered are, “What is the actual service received? What is the mental and behavioral health
wellness status of the African American population in California, weather served in the DMH/ or
private service providers, or if they are not served at all?” Wellness indicators provide a more
appropriate insight into the outcome impact and success of mental health services and
the wellness condition of African Americans. This information is extremely relevant
and critical to PEI strategies, programs and services that need to be provided.

To obtain wellness indicator data is beyond the scope of the CRDP project.
Understanding 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 ancestry in
California, “What does good mental health mean?” In order to prevent and intervene 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, to effectively target PEI efforts, a greater question needs to be answered, “How
are population needs determined?” How do we identify those at need? And, who and where
should PEI efforts be directed and targeted? Traditional target populations are high risk
individuals such as the homeless, children in 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 forecast the number of African Americans to reach, there must be a real assessment
of the need. The question remains, “How are the mental health needs of the African American
population determined?”

As reported by the DMH, service outcome data was not available as of 04/12/2012.
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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 California (2007), commissioned by the California
Legislative Black Caucus revealed a “brief” snapshot of the African American
population in California compared 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 civic engagement index measured (1) armed services
participation, (2) union representation (membership), and (3) English fluency.

Table 11: Results of State of Black California Equality Index, 2007

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: A Report from The California Legislative Black Caucus. 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, stroke
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(Figure 17), HIV/AIDS, infant deaths (Figure 18), respiratory disease, and autoimmune
conditions such as arthritis and lupus, to name a few. Measurement of a population’s
health status is reflected in its infant death rates (WHO, 2008).

Leading Causes of Death, United States
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Figure17: US. Leading Causes of Death by Major Ethnic Groups, 2006
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Source: CDC, MMWR, 2011
Figure 18: U.S. Infant Death Rates by Major Ethnic Groups, 2006

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 19) in California
is two times that of other ethnic populations, except for Pacific Islanders and Native
Americans. In California’s Black Infant Health Project, nearly all of the targeted counties
had death rates over two times the California rates for all races/ethnicities (Figure 20).
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California Infant Deaths, 2007
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Source: State of California, Department of Public Health, 2007 Birth Cohort Files; 2011
Figure 19: California Infant Death Rates by Major Ethnic Groups, 2007
20 19.4 Statewide Black Infant Mortality Rate, 12.7

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 Rates by Black Infant Health Project
Counties, 2000-2002

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 these poor
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disparate outcomes as well as many others, the U.S. life expectancy at birth for Blacks is
73.2 years, five years shorter than Whites (78.2 years) [DHHS, 2010]. When comparing
male and female life expectancy, the differences are six years between males, and four
years between females, see Figure 21 (data only reported by Black/White).

Life Expectancy, United States

Black Female 765

Black Male 69.7

o
N
o

50 75 100

Agein Years

Source: CDC/NCHS National Vital Statistics Reports, 2010
Figure 21: US. 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 State, there have been no significant or sustained reductions
in the gap between African Americans and Whites since the end of World War II
(WWII). As an example, people of African ancestry, in California are less than 7% of
the state population, however:

o They are 40% of California’s 283,000 felons

* African American men have a life expectancy of seven (7) years less than White
men

e African American women are 60% of California’s new or current HIV/AIDS
cases

e African American women are 20 times more likely to be diagnosed with HIV/
AIDS in comparison to their White counterpart

e African American children (0 - 18) account for (nearly) 39% of California’s
80,000 most vulnerable population, foster youth (in out-of-home placement)

o 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

o 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
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HIV/AIDS Epidemic

Since June 6, 1981, the date of the first recorded case of what is now known as the
acquired immunodeficiency syndrome (AIDS) caused by a retrovirus, the human
immunodeficiency virus (HIV), the scourge of HIV/AIDS has been a constant in the
world. Unfortunately, the scourge of HIV/AIDS has been even more of a constant
in the African American community throughout this epidemic. In California, by the
beginning of 2007 African Americans, who constituted less than 7% of California’s
population, represented 18% of all cumulative reported AIDS cases (California
Department of Health Services, Office of AIDS, 2008). Likewise, at the beginning of
2006 African Americans accounted for 40% of all AIDS cases in the United States.

The National Institute of Health (NIH, 2006), on the 25th anniversary of its first
published reports (June 1, 2006) on AIDS, released statistics that were overwhelming.
HIV/AIDS had affected 65 million people worldwide, of whom 25 million have died.
In the United States, it was estimated that one million people were living with HIV
infection, and 40,000 new infections were occurring each year. The reports indicated
a progressive trend for climbing HIV infection rates among women, racial and ethnic
minorities and people over 50 years of age. During this time in the United States,
African Americans made up approximately 13% of the population but accounted for
49% of the new HIV/AIDS cases diagnosed.

According to the Kaiser Family Foundation Fact Sheet (August 2011) on Black
Americans and HIV/AIDS, the devastating epidemic has not changed its course. In
2009, even though Black Americans were 12% of the US population, they were 44% of
new HIV infections, 46% of people living with HIV, and 48% of all new AIDS diagnoses.
Further, the AIDS diagnosis rate was the highest among Black men (78.0/100,000
population) than any other ethnic group, and Black women followed at 35.1/100,000.
When comparing the AIDS diagnosis rate for adults and adolescents per 100,000
populations in 2009 across all ethnic groups, Blacks were alarmingly higher than any
group; Blacks (44.4), multiple races (15.1), Latino (13.9), Native Hawaiian/Pacific
Islander (11.2), American Indian/Alaska Native (6.6), White (4.7), and Asian (3.1).
The overall US rate is 11.2/100,000. And, in California in 2009 the statistics were
unchanged; African Americans represented 19% of HIV cases and 18% of all AIDS cases
(California Department of Public Health, Office of AIDS, July 2009).

The impact of sustained premature death, disability, and loss in quality of life for
individuals living with HIV/AIDS has untold psychological effect. Crisis level
prevention and early intervention are critical at this point in time to aggressively address
the systemic suffering and devastation within the African American community.

Foster Care

The National Survey of Child and Adolescent Well-being: One Year in 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 children
each year encounter the child welfare officials through reports of suspected child abuse
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, diagnosed
and referred to a broad range of mental health services, including early intervention.
Findings of the California Child and Family Services Review Statewide Assessment
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(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.

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

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

o Less likely to reunify than any other group

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

o Are brought to the system because of several contributing factors, such as

racial bias, cultural misunderstandings, and distrust between child welfare
workers and families

o Experiencing difficulty in finding appropriate permanent homes

o Have longer stays in foster care

Children and youth of African ancestry in foster care have been exposed to violence,
abuse and neglect, substandard limited and limiting environments, 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).

Children and Y outh

Of particular concern within the African American community is the psychological
impact of intergenerational trauma on the young. Patricia Nunley, Ph.D., of the Bay
Area Association for Black Psychologist, presents the following exposé on children and
youth sub-groups within the African American community.
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Children and Youth

by Patricia Nunley, Ph.D.
Bay Area Association for Black Psychologist

The well being of young children, pregnant teens and women, Black male youth
who have police contact and the Mothers of these youth, children and youth with
incarcerated parents, students with untreated trauma, and abortion consumers should
be of particular concern to African Americans based on the fact that mental health
begins at the point of conception and is first experienced in the womb (Abdullah, 2007).
Growing acknowledgment that racism is a source of stress supports those who posit
a correlation between racism and the overrepresentation in the death rates for Black
Infants born in the U.S. (Parker-Dominguez, 2009). Geronimus’ (1992) concept on
Black Women’s health entitled “Weathering” is supported by negative health outcomes
that include disproportionate negative outcomes for infant delivery and birth. These
experiences include infant death, low and very low birth weight, and premature
delivery that results in underdeveloped vital organs (Abdullah, 2007; Center for
Disease Control and Prevention, 2008). These issues require significant resources to
address mental health care needs in effected individuals and their families.

Black infant abortion rate (Cohen, 2008), as well as teen pregnancy are life conditions
that have individual and community impacts that includes a mental health component
that go unaddressed. The collective Black church, a place where support and healing
may be possible, typically does not have a healthy model for addressing these two life
conditions that disproportionately impact our community. Statistics show California
has the highest teen pregnancy rate and is one of the leading abortion consumer States.
Significantly a 2008 Associated Press article, entitled, “Who’s Getting Abortions? Not Who
You Think”, noted the national abortion consumers are Black and Brown women over
the age of 25 who already have children. As economic conditions become more severe
the election of this birth control option conceivably will increase.

Literature is readily available on incarcerated individuals but less is available on
the impact on their families and youth who, while not physically incarcerated,
are disproportionately subjected to surveillance, interrogation, and threats of
imprisonment (Alexander, 2010; Rois, 2011). A fact sheet on the Children of Incarcerated
Parents by the Annie Casey Foundation notes the disparate impact this phenomenon has
on our children. They report a Black child is nine times more likely than their White
counterparts to have a parent incarcerated (La Vigne, et al., 2005; Nieto, 2002). It is
conceivable that these children will experience a sense of loss and/or abandonment that
can negatively impact their attachment capacity and other related human skills.

Increasingly interest in issues related to re-entry has generated efforts to address the
challenges faced as a result of incarceration, yet | am not aware of the same efforts
being directed toward addressing the trauma experienced as a result of encounters
with representatives of the criminal justice system, including but not limited to, police,
probation, public defenders, and judges. New concepts such as Racial Micro-aggressions
by Yosso, Smith, Solorzano and others and Racial Battle Fatigue (Smith, et al., 2007) are
relevant but do not begin to address the developmental impact on young children and
youth who experience and/or witness chronic, negative police encounters.

In a personal conversation with the father of two of the young men who were with
Oscar Grant on the day of his assignation, New Year’s Day 2009 in Oakland, CA, by
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Bart Police Officer Johannez Mehserlee, the father shared a story that best illustrates
the need for concern. He said when his son was driving in the car with Grant’s
daughter in the back seat the young child saw a police car and immediately stated her
fear that the officer was going to kill her. Studies have been conducted on the unique,
contextualized community violence experiences of urban Black children
(Jipguep & Sanders-Phillips, 2003; Jones, 2007; Oravecz, et al., 2008; Zalot, et al., 2007)
and the requisite unique skills for effectively addressing the resultant trauma (Parson,
1994). These authors have conceived concepts such as Urban Violence Traumatic Stress
Response Syndrome or U-VTS (Parson, 1994) and Chronic Community Violence or
CVV (Jones, 2007).

In his book, Punished, Policing the Lives of Black and Latino Boys, Victor (2011)
provides details from his study on how Black and Brown youth are targeted and
dehumanized by the police and other representatives of this system. We are
keenly aware of the fact that Black males are overrepresented in the typical quality of
life indicators (Alameda County Public Health, 2010; Noguera, 2008; Toldson, 2008)
and some argue many have drifted into a state of complacency that made also explain
why more documented concern for the mental well-being of the mothers of these Black
males is not found. These mothers share a common fear that crosses socio-economic
boundaries; the disproportionate untimely incarceration and/or death of their child.

The personal experiences of professional Black mother’s of sons suggest the Black male
youth that do not fit the Urban Black Male stereotype may experience greater risk
for unwarranted police contact. As a result of the privileges that come with a middle
class income, they are not part of the criminal justice system and thereby represent a
potential “threat” to White males by virtue of their non inclusion in what Alexander
(2010) dubs as the New Jim Crow system. According to these mothers their son’s
become a rarely discussed “target” for police harassment. It is critical that we address
the unique fears, pain, etc of Black Mothers. Statistically all Black male youth are at
highest risk for becoming a victim of violence. The issue of violence related to Black
male youth and the trauma from being a Black male victim of violence is masterfully
addressed in the book, Wrong Place, Wrong Time (Rich, 2009). Rich describes the Black
male victim of violence phenomenon and has published other related literature (Rich
& Gray, 2005; Rich, et al., 2009) on the issues. Rich is an emergency room physician.

As reflected in the experiences of Black males in this Nation’s Public Education System,
the negative societal images of Black male youth is not limited to the criminal justice
system. The school environment, a place that some studies have found can represent
a protective factor against the multiple risk factors experienced by low-income (Henry,
et al., 1999; Toldson, 2008), children and youth of color, is also an environment where
the mental psyche of Black’s is disproportionately under attack (Hu, 2007) as evidenced
by their experiences of suspension and expulsion (Fenning & Rose, 2007; Lewis, et al.,
2010). There is a need for school psychologists to possess and use a skill set that moves
the members of our next generation from the place of at risk articulated in a Task Force
Report on Resiliency in Black Children and Youth (2008) to a place of “at promise.”

A seminal study on the adverse impact of early childhood experiences (Felitti, et al, 1998)
provides evidence of a need to critically assess the mental health of our youngest Black
children and particularly our Black males. As a result of another seminal study
we now know the youngest Black male students are subjected to the same disparage
treatment of their older male counterparts (Gilliam, 2005; Stewart, 2005). We are
also aware of the overrepresentation of the diagnosis of Black males with ADHD and
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behavioral disorders (Fenning & Rose, 2007). In an in-depth literature review, I found
support for my suspicion that it is possible the classroom behaviors teachers identified
as challenging may be trauma informed. While internalized behavior is the more likely
trauma response for young children (Levine & Kline, 2007), I posit for the young,
urban Black male the intersection of racism, sexism, classism, and chronic exposure
to community violence from the point of conception creates a unique developmental
trajectory that manifests itself as “externalizing” classroom behaviors (Nunley, 2011)
that may represent untreated trauma (Kaplow, et al, 2006; Perry, 2001;2002; 2009;
Shore, 1997). Just as specific trauma intervention models are suggested for Black youth
living in neighborhoods were community violence is prevalent (Parson, 1994), trauma
treatment should also consider the individual developmental life stage. Perry and the
Child Trauma Academy offer such treatment. Perry’s comprehension of the need for
client concern that exceeds professional boundaries as stated in his books (Perry &
Szalavitz, 2006; Szalavitz & Perry, 2010) suggests a comprehension of the African sense
of community and healing.

Lastly, more needs to be done on resiliency as it relates to low-income, young
children growing and developing in urban communities were community violence
is prevalent. Poverty translates to lack, as such residing in this environment creates
negatively subjects children to what Akom (2011) and others call Eco-Apartheid. The
out-of-school factors that negatively impact poor student’s school experience (Berlinger,
2009) are magnified when the student is also one of our young children. The U.S.
ranks first as the most violence industrialized nation and is the only nation that has a
governmental agency, Child Protective Services, to protect its children from their parents
(Perry, 2002). As a resident in this violence prone Nations where the incidence of
violence is most likely to occur in the home and the most dangerous person for a young
child is his/her mother, special consideration should be given to the mental well-being
of young Black children who are also member of an ethnic group who have experienced
untreated, and for many, unacknowledged historical trauma, i.e. Post Traumatic Slave
Disorder (Leary, 2005). This same child may also live in a household where domestic
violence occurs. If this child is fortunate enough not to be subjected to this cross racial
and socio-economic phenomenon, exposure to an act of violence is more likely to be
waiting outside the door of this child’s home.

These realities support my call for teachers to become trauma-informed, literature such
as Healing Invisible Wounds (Adams, 2010) provide support for this position. Based
on the negative student-teacher relationship that typically exists between many teachers
and their Black male students (Nanam, 2000; Neal, et al, 2003; Kesner, 2000), care must
be taken to avoid teachers using their trauma knowledge as a means for placing yet
another label on our students. The behaviors of a traumatized child can mimic that
of a child who has been diagnosis with ADHD or other behavior disorders (Carlowe,
2007; Kaplow, et al., 2008); therefore it is conceivable untreated trauma victims are
among the Black students with ADHD and other labels. Our belief in the collective,
group resiliency of the African people group should also be carefully considered when
applied to young Black children. Studies show traumatic experiences can defer the
development of young children (Perry, 2009, Shore, 1997); consequently our children
should be provided an opportunity to grow and develop in environments where
thriving, as opposed to surviving, is the norm.

#H#H##
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Incarceration

In 2003, of the 159,654 prisoners in California, 47,819 (30%) were African American,
including 3,030 women, yet African Americans represented less than 7% of California’s
population (CA Dept of Corrections, 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). Additionally, 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 racial and 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 devastating obstacles for their families, children and communities; including
high unemployment, disenfranchisement, trauma, poor health, mental illness, limited
housing options, poverty and stigmatization.

According to the Judicial Council of California Task Force for Criminal Justice Collaboration
on Mental Illness: Final Report (2011, p.291), data from the Bureau of Justice Statistics on
mental illness indicate that 56% of state prisoners and 64% of jail inmates nationwide
were clinically diagnosed as having a mental disorder, received treatment by a mental
health professional, or experienced symptoms of a mental disorder in the previous 12
months. Additionally, it is reported that a significant portion of this population has a
serious mental illness, which is usually defined to include mental disorders that cause
the most serious impairment, such as schizophrenia and other psychotic disorders,
bipolar disorder, other severe forms of depression, and some anxiety disorders.
Although only 5.7% of the general population has a serious mental illness, 14.5%
of male and 31% of female jail inmates have a serious mental illness. Similar to jail
populations, approximately 23% of California’s prison inmates have a serious mental
illness. According to the Judicial Council’s report, it was noted that inmates with serious
mental illness often need the most resources and can be the most challenging to serve
while incarcerated.

Furthermore, the task force reported that California’s state psychiatric hospitals
currently provide treatment primarily to a forensic population. California’s forensic
state hospital population of approximately 4,600 includes mostly individuals who have
been found Not Guilty by Reason of Insanity (NGI) and Incompetent to Stand Trial
(IST) or who are categorized as Mentally Disordered Offenders (MDO) and Sexually
Violent Predators (SVP) (page 291). In many instances, according to the Judicial Council,
the traditional adversarial approach is ineffective when processing cases in which the
defendant has a mental illness. Connecting the defendant to mental health treatment
and support services is often essential to changing behavior and reducing recidivism.
The report suggested that the courts need to adopt new collaborative approaches in
working more closely with criminal justice partners and other community agencies if
outcomes for offenders with mental illness are to be improved.

The report accurately identified the cycling of mentally ill persons in the criminal justice
system. Acknowledging that once this population is released back to the community
from either jail or prison, it is difficult to secure housing, treatment, and other necessary
support services. In part, this is because many community agencies are hesitant to serve
those with a criminal history and because services are often uncoordinated and supported
by different funding sources. Many federal, state, county, and city government programs
have complicated, overlapping, and sometimes conflicting eligibility requirements and
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fiscal restraints that can serve as barriers to accessing needed services and supports such
as health coverage, housing, and employment.

Nationally large numbers of people with mental illness are released back to the
community on probation or parole only to recidivate and return to the criminal justice
system often because they lack access to services that support a smooth transition back
into the community (Judicial Council of California, 2011, p. 292). One study cited in
the Judicial Council’s report found that recidivism rates for probationers with mental
illness are nearly double that of those without mental illness (54% compared to 30%).
In addition, probationers with mental illness are significantly more likely to have their
probation revoked than those without mental illness (37% compared to 24%). Similarly,
parolees with mental health issues are at a much higher risk of committing violations
than those without mental health issues (36% higher risk of all types of violations and
70%higher risk of technical violations other than absconding).

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 analysis revealed 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 as 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 Model (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 Sanctuary Model (2011) represents a trauma-informed method for creating or
changing an organizational culture in order to more effectively provide a cohesive

context within which healing psychological and social traumatic experiences can be
addressed.
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Psychiatric Assessment

Psychiatric assessments of the mental health problems in African Americans are a
part of the 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 clinician’s observation. With the advent of the
DSM tradition, the study of mental health outcomes generally focused on symptom
reduction or 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 light on mental health disparities and subsequent treatment needs of
people 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.

Psychosocial assessments do not identify imbalances between mental, physical,
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 those concepts
around the globe that relate to a person’s or group’s successful functioning in life (New
York Times, 2010). Treatment as usual for African Americans does not assess the
consumer’s definition of mental health or optimal functioning. Instead, the assignment
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.

“National Institutes of Mental Health (NIMH) research does not get used to help people
as mental health professionals rarely use 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 isignored. 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 included 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 disparities, 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 discrimination 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 was the most current and available at the
time this report was developed. It was also the data that the African American SPW
was given access to. It is believed that other data was available, but this SPWW was not
given access to the information.

Using utilization data to understand mental health prevention and early intervention
needs does not tell an accurate story for the African American population. Data must be
properly interpreted relative to population size, and disparity data must be compared
across populations. During 2007-2008, African Americans were 5.8% of California’s
population but accounted for 16.59% of clients served in the California DMH system;
Whites served were 35.99% and Latinos were 30.68%. Based on this data, African
Americans were the third highest group served according to actual “unduplicated”
persons counted in the CSI system. Compared to the largest population groups in
California during 2007-2008, Whites (57.6%) and Latinos (37.6%), this would indicate
that the Black population was in CRISIS, or that the predominantly urban residence
pattern or other demographic factors of the population accounts for its greater access
to services.

In 2009, African Americans accounted for almost the same percent of mental health
disorders as the two largest populations (i.e., Whites and Latinos) in the State. Based
on this fact alone (that reported data for Blacks is almost the same as the majority
population), all of the disparity data reported indicate that the Black population is in
CRISIS.

But, data is missing that would clarify how “persons” use the system, and the actual
level of care received which is critical in determining the severity of the intensity
of the crisis. From the perspective of African American clients in the DMH system,
many indicate they register at the clinic to be seen; and someone often comes to 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. But, to
African Americans the service is only “counting bodies” not providing care. Therefore,
according to client’s perception, reported diagnoses are not accurate. They believe
disparity data comparisons are suspect. They also believe diagnoses and disparity data
are not to be trusted as an accurate source of how African Americans truly receive
services, or how they are treated in the mental health system, or what prevention and
early interventions are needed for the population.

Based on the data reviewed, the following statistics are associated with mental issues
in Blacks:

e In 2009, 17% of U.S. African Americans reported having any mental illness

e In 2007, U.S. African Americans were 50% more likely to report symptoms
of depressive episodes

e In 2007, U.S. African Americans were 30% more likely to be diagnosed with
serious psychological distress

e In 2007, U.S. African American males in grades 9-12 were 1.6 times more
likely to attempt suicide than White males

e In 2007, U.S. African American females in grades 9-12 were twice more
likely to attempt suicide than White females
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e During 2007 to 2008, in California African Americans were the third highest
users of mental health services, 16.6%, compared to Whites at 36.0% and
Latinos at 30.7%

e During 2007 to 2008, in California the top three mental health diagnoses in
African Americans were depressive disorders (12.6%), schizophrenia (8.4%),
and bipolar disorder (6.2%)

e During 2007 to 2008, in California 27.6% of African Americans using mental
health serves were diagnosed with dual diagnoses, probably a mental health
disorder and substance abuse disorder

e During 2007 to 2008, in California less than 1% of the statewide African
American population used the DMH services

e During 2007 to 2008, in California the total African Americans who used
the DMH services (111,373) represented 5.16% of the total statewide African
American population (2,159,978).

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.

“Mental health is not really available in a timely manner. Mental health staff does not
listen to what the client is saying about how they feel and what the medication is doing...
Case managers need to pay attention to the level of mental health people are in... and
conduct better assessment of people in their mental disorder.”

-In-depth Interview: Charlyne, 54 year old Black female, Skid Row Los
Angeles resident: Diagnosed bipolar disorder, LA County

“The majority of Blacks are going undiagnosed and unidentified.”

-Consumer, Client, Client Family Member Survey: Sherman Blackwell,
Board of Directors, NAMI California, 6lyear old father of an
institutionalized son with developmental disabilities, and another son
diagnosed bipolar schizoid, Sonoma County

“White folk go to rehab, and they send us to jail, ‘cause Black folk are suppose to deal
with mental health from a different level.”
-FG: Marie, 66 year old female, The Children of Promise, Sacramento County

“First, the medical field needs to have protocols to get people help. When people come for
intake, whether a child or adult, the protocol needs to include follow-up. 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 plan, and it does not work. Clients are told to
keep on the plan for 12months.”

-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 PEI services African Americans receive
and their outcomes.

Data is needed to determine what level of mental illness in the African American
population the MHSA initiative will use for PEL
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Data is needed to more accurately target African Americans that need to be reached by
efforts under the MHSA initiative.

Data is needed to understand what symptoms are warning signs for Blacks with early
indication of mental challenges.

Data is needed to calculate incidence rates of mental illness in Blacks.

Too much specific data is missing regarding the Black population to properly plan for
PEL
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B.2. HISTORICAL CONTEXT

[t 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. This CRDP could not just list
practices, programs, interventions or strategies for PEl without a contextual examination
of potential recommendations to appropriately understand the perspective. Mental
health just as in physical health, when there is a deep festering purulent infection, it will
NOT heal unless all the infection is removed. Then healing begins from the inside out.

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 being. 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 fact. The post-traumatic effects of slavery have not yet abated.

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
under the control of a dominate group is called racism. Murray (1998) in her article on
Racism and Mental Health provides a clear distention between racism, prejudice, and
discrimination.

“Prejudice is a type of attitude; generally negative toward the members of some social
groups; discrimination refers to unfair or unjust actions toward those individuals.
Racism refers to more than attitudes and behaviors of individuals; it is the
institutionalization of that attitude (Murray, 1996, p 345).”

Research supports 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.

“African Americans have unwittingly adopted habits and traditions that influence how

we think, what we eat, what we believe about health and health care, how we manage
interpersonal conflict and even how we behave sexually. No cursory view of African
American lifestyle will explain the state of slavery’s children (DeGury-Leary, 2005,
p147).”
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Racism

Camara Jones, a family physician (MD) with a PhD in epidemiology, at the time of
this report was Research Director on Social Determinants of Health and Equity at
the Centers for Disease Control and Prevention (CDC) in Atlanta, Georgia. Dr. Jones
has developed a framework for understanding racism on three levels (Jones, 2000) -
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.
Jones proposes 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; LaVeist, 2002; Williams
& Mohammed, 2009;) indicates a direct correlation between this systematic approach
and poor health outcomes, such as environmental stress. It is clear racism causes stress.
Understanding precipitating factors provides the opportunity for developing effective
PEI to mediate the factors.

Racism/White supremacy, 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).

Racism/White supremacy’s effect on the psyche of African 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 are 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. Similarly, even today, the debate over IQ differences in
the field of psychology, still not settled by psychologists who maintain the possibility
that the IQ 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,

“The differential between the mean intelligence test scores of Blacks and Whites (about
one standard 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 socio-economic status. Explanations based on factors of caste 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 knows what causes this
differential (Neisser e;al, 1996).”
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Serious mental illnesses are 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 religious orientation. According to
SAMHSA (2011), at any given moment more than 48 million Americans are suffering
from a “diagnosable” mental illness, and 11 million are suffering from a “severe” mental
illness.

“I watch other providers pathologize our children and their parents. Not
of conscious malice, but out of ease, generalization and bias; at times, it is
clearly punishment for ‘not doing what they are told’ or not fitting into the
practitioner’s paradigm of what is true.”

-57 year old African American County Service Provider

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 genome, all human beings are similar (Guttmacher
& Collins, 2004). This is conclusive scientific evidence that mankind, Homo sapiens is
one species. There are no human subspecies. It is a scientific fact that human race
and the term “racial” groups are 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 of human race. The term race perpetuates a
sociopolitical construct that reinforces socially constructed stereotypes which denotes
superiority and inferiority of one group over another. Californians of African ancestry
are unlikely to eagerly seek help from institutions that believe them intellectually
inferior. 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. All humans are 99.9% biologically the same. Humans are basically equal
biologically. How we are socialized makes the difference in how we view the world.
This is where culture plays a critical role for humans.

Culture

Dr. Wade Nobles (2003), expert in African and African American culture, and author of the
seminal article “African Philosophy: Foundations for Black Psychology” (1972) articulates values,
customs, attitudes and behaviors of Africans in Africa and the New World (p. 18). Dr. Nobles
provides concepts for understanding the attitude of mind, logic, and perception behind the
manner in which African people think, act, or speak in different situations of life. African
Americans and 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 responsibility, 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 ideas and

n

Statement of Problem | May 2012

S ) e ] e e | B B ] e




Statement of Problem | May 2012

.t e | et W e | e S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

beliefs that serve as the CRUCIAL (more often than not disregarded and misunderstood)
African American cultural template (see Table 12).

Table 12: Key Components of African American Cultural Orientation®

CULTURAL LAWS CULTURAL VIRTUES CULTURAL PREREQUISITES
Consubstantiation (Ma’at) Sense of Family
Interdependence Truth Sense of History
Egalitarianism Justice Language Orientation
Collectivism Righteousness Significance of Names/naming
Transformation Harmony Importance of Sings & Symbols
Cooperation Balance Sound (Music) & Rhythm (dance)
Humanness Propriety Dietary Habits
Synergy Order
Belief in God (Moral Character) Respect (Elders) Spirituality
Sanctity of Family & Children Self Mastery Resilience
(relationships) (thought/behavior)
Sense of Excellence Patience Humanism
Sense of Appropriateness Race Pride Communalism
Importance of History Collective Responsibility Orality and Verbal
Restraint Expressiveness
Devotion Personal Style and Uniqueness
Cognitive Flexibility Realness
Persistence Emotional Vitality
Reciprocity Musicality/Rhythm
Productivity
Resiliency
Defiance
Integrity

Note: Used by permission of Wade W. Nobles, Ph.D., © 1981, The Institute for the Advanced Study of Black Family
Life & Culture, Inc. Oakland, CA

African American Culture

The U.S. Census Bureau sees race as a person’s self-identification (Belgrave and Allison, 2010).
Thus, the Census Bureau defines Black or African American as: “A person having origins in
any of the Black racial groups of Africa” (p.97). Literature suggests that racial identity refers
to a sense of group or collective identity based on one’s perception that one shares with
others (Yip, Seaton, & Sellers, 2006). Currently, there is no consensus as to the best way to

conceptualize or capture African American cultural reality (Marks, Settles, Cooke, Morgan
& Sellers, 2004).

When examining African American reality, one has to take into account the group’s
lineage, place of origin, current residential status in the geopolitical state of U.S.A., and their
experiences of systematic discrimination by practices, laws and social policies (Alexander,
2010; Steinhorn and Diggs-Brown, 1999; King, Moody, Thompson, and Bennett, 1983); this
context makes up the African American culture.

Due to the historical legacy of enslavement, acculturation, and racial oppression, all Black
people around the world share a history which gives relevance to an African heritage and
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culture. No one has yet to demonstrate or substantiate how African American people are not
fundamentally African. At best, social commentary, not scientific fact has simply declared
that African Americans somehow magically stopped being African due to crossing the
Atlantic and living for a long time in America, even though that stay has been for the most
part isolated, rejected and segregated from mainstream society. There is an African American
culture in America, which is unique, rich, and distinguishing (Belgrave and Allison, 2010).

Table 12 clearly outlines components of African American culture. Major aspects of African
American culture is Black family kinship (Stack, 1974), healthy psychological functioning
(Martin and Martin, 1978), and collective personhood (Penningroth, 2009; Rowe & Webb-
Msemaji, 2004). The intricate relationship between culture and mental health remains an
important topic of discussion. There cannot be mental health without culture and, therefore
it has been argued for the need to see culture and mental health as mutually embedded.

‘I personally need help, and I have been trying to get it from the mental health department.
With my problem I've had since I was a child, [ went to a therapist; all he did was give me
medication. I need to have a good assessment of the problem. I am not getting the help I need.”

-In-depth Interview: Paris Jonell Warr, 29 year old female mental health
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 a deficit 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 focuses
on 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, prayer— 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
the services offered are not relevant to their experience (Davis, 2011). 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 problems.
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,
and “cultural pain” (Bell, P. 2002, Chemical Dependency and the African American).
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B3. CURRENT BARRIERS

B3A. CONTRIBUTING FACTORS TO MENTAL ISSUES IN BLACKS

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 exceeded 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 health 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
include 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 individuals 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.

Insurance Coverage

Adults 18 and over may not have access to viable insurance coverage. Their insurance
may not cover 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 insurance coverage is provided by employment. The economic
crisis in America has caused Blacks to lose not only their jobs, but insurance coverage
as well. Those without jobs become high risk for Medicare, and will need to be covered.

On March 23, 2010, history related 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. ACA and the nation’s health reform initiative will
make 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, 2011).
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Table 13: Insurance Coverage by Race & Hispanic Origin, U.S. 2009

ETHNIC GROUP TOTAL EMPLOYMENT- DIRECT MEDICAID MEDICARE | MILITARY NOT COVERED
INSURED BASED PURCHASE

White, alone 88.0% 62.5% 11.3% 10.7% 17.1% 4.6%

All Races 83.3% 55.8% 8.9% 15.7% 14.3% 4.1%
Asian, alone 82.5% 58.4% 9.4% 13.9% 9.3% 2.6%

Black,alone | 70% | 447 v | o

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, Current Population Survey, 2000 to 2010 Annual Social and Economic Supplements

Financial Resources

Access to health care is often limited by financial resources and the availability of
resources and localized systems of care. A study done by the National Women’s Law
Center (2001) 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 “very little” or “no choice” in where to go for medical care.”

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 providers 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.

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 the Black 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 questions about what are current barriers to seeking
services, as perceived by clients. Perceptions, values, and beliefs are just as critical as
trust in mental health treatment and should 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 where the
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.
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B3B. MENTAL AND BEHAVIORAL HEALTH WORKFORCE

African Americans prefer trusted providers. 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 providing mental and behavioral health
services, with special emphases on those providing PEI services. According to SAMHSA
(2007), workforce data has 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 available information, the licensed mental health professional
workforce considered to be essential to the operations of the public, community-based
mental health service system are 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
statewide demographic profile of mental health professionals with current valid
California 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%
MEFT 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 (DCA), Licensee and Registrant Statistics, 2011
Note: Licensed Clinical Psychologists were not listed by the DCA.

At first glance, there is an obvious critical shortage of professionally trained mental
and behavioral health workers. California has over 36 million residents, and has less
than 100,000 properly trained mental health professionals. Most of the mental health
workforce resides in urban areas. In 2006, the California Board of Behavioral Sciences
(BBS, 2007) 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
survey. Figure 22 identifies by ethnicity, the percent of respondents. There were 25,548
who identified their ethnicity; 3.59% (917) were African Americans.

Table 15 is the actual number of African American respondents in the 2006 California
Board of Behavioral Sciences survey 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.
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Table 15: Percent of California Board of Behavioral Sciences African American Licensees and
Registrants by Professional Category, 2006

PROFESSIONAL CATEGORY AFRICAN AMERICAN % IN PROFESSIONAL
RESPONDENTS CATEGORY

Associate Clinical Social Worker (ASW) 168 7.72%
MEFT 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 Licensed Clinical Psychologists were not
listed by the DCA.

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
congruent 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 Table 3: California Population by Race/ Ethnicity, 2010).

‘T have a big problem. I have a problem especially my, my people that it’s not enough
Black, truly Black mental health workers or professionals in that field where we aren’t
getting the necessary help that we need from our culture to understand our culture.”
-FG#14: David, 46 year old Black male, National Brotherhood Association
member, Bakersfield

“There is not enough information, resources, and people to give directions to help.
Whether with a family or individual, you cannot get resources or help. There is nobody
to help you with these mental problems when people get in trouble.... I don’t know, ah
that’s bad.”

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

“A lot of Black people do not like talking their personal problems with people not of their
race. Many people would like to see African Americans mental health workers.”

-FG#10: Tommie, 66 year old African American female, The Children of
Promise, Sacramento

Based on the statistics of African Americans currently in the mental and behavioral
health workforce, immediate access to a predominance of African American providers
isn’t an existing reality. Nonetheless, the effort to build upon this workforce is a priority
that is essential to changing the status quo. An equally critical element is training the
existing mental health and behavioral workforce to meet the needs of the African
American population.

Contracts on state and county levels require a minimum level of cultural related training
for mental health providers. Specifically within the MHSA, the priority of relevant,
individualized cultural specific services is clearly delineated. This is difficult for service
providers to meet this standard due to the very limited number of workshops offered
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that focus on cultural issues. A smaller number targets general and/or specific issues
of the African American population. Although the Governor of California has made
it a priority that disparities relative to African Americans and mental health services
remain a focal issue, missing are enforceable accountability standards. The long-
standing trend has resulted in a repetitious awarding of state and county contracts to
agencies who continually fail to meet a minimum level of culturally relevant care to
African Americans. Their recruiting of African Americans in all levels of service is far
below expectations.

Plans which are outlined in the proposal for funding must be accompanied by a
minimum level of funding allocated to achieve outcomes specific to African Americans.
The initial step requires assessment of senior-level management training and awareness
related to African Americans and disparities within mental health care. These topics
ideally cover recruitment of African Americans within all levels of agencies, policy
decision-making, and curriculum-training development. To accomplish this objective,
a range of activities throughout the life of the funded projects would include larger
scale training where open dialogue is facilitated within smaller groups. In order to be
effective, the feedback must be accompanied with outcomes and a timeline for follow-
up after recommendations are implemented. It would also include inviting experts
on African American issues if they do not exist within the organization. If they do,
collaboration between African American staff and the experts is a must in order to
validate the inclusion of staff most appropriate to assist with developing the training.

The meeting of the minimum standard indicated herein would be contingent upon
funding and the continuation of funding. If not achieved, a corrective action process
would be implemented with specific timelines to achieve the stated expectations.
Funding sources who do not meet this standard would have their funding reduced.
Those providers who continue to disregard the expectation would lose the specified
funding until compliance is demonstrated and maintained.
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Source: California Board of Behavioral Sciences, Demographic Report on Licensees and Registrants Summary,
December 2007.

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

Note: MFT = Marriage and Family Therapist; LCSW = Licensed Clinical Social Worker; LEP = Licensed Educational
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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

African American mental health professionals are critically lacking across all categories.
While the perception of service providers 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.
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“He diagnosed me and put me on a lot of medications that didn’t work for me... what
medication you are on and the dosage is a whole ‘nother thang because as we talked
about before depending upon your genetic makeup and your cultural background, it
will determine how well your medication will or will not work.”

-FG#9: Mona, 43 year old female client and mental health advocate, Chico

“We do not have African American therapist who are trained to, we don’t even have
African American therapist who are culturally competent to treat their own people....
The bottom line is we do not have culturally competent therapist in this county who
have been trained to treat their own people.”

-FG#6: Torclanna, 44 year old Black female, Office Manager, San Diego

“It’s like nobody cares. Like you have nothing; like when you wanna talk to somebody,
there’s nobody there. So when you already in a depressive state, your're thinking man
I need somebody but you don’t have anybody, so it’s just man so you get even more
depressed and more depressed as the day goes on, by each day.”

-FG#11: 18 year old gay male college student, Sacramento

“Major mental health problem for Blacks is a lack of a culturally competent and
appropriate system.”

-Consumer, Client, Client Family Member Survey Contra Costa: 63 year
old female parent of a son diagnosed with bipolar, depression, and
substance abuse

T'm just going to tell it like it is. It seems nobody understands us Blacks. We have culture
too. We are all not the same but, nobody gives-a-damn. They try to treat us all the
same. We are not the same. We keep talking. We keep telling them, look, I had a
problem. Things weren't clear in my head. I went down to the mental health place to
talk to somebody. They put me on this medication and it made me feel ‘weird’. [ went
back down there and told them folks I don’t need this medication. I just want to talk
to somebody to get my thoughts straight. They told me to keep taking the medication.
That is not what I needed.”

-FG#20: 40 year old Ethiopian male, mental health client, Oakland

“We keep talking, but it appears nobody is listening, or is it they don’t understand us.”
-FG#19: 21 year old TAY African American female mental health client,
Alameda

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
result 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
affect individual’s views of service providers.

“Prevention and early intervention practices need more people like ‘us’ (African
Americans) who understand. People need to be culturally sensitive, a person who
cares, communicates differently, NO stereotypes, and will get to know the person.”
-In-depth Interview: 48 year old gay business man and social activist, San
Francisco
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‘T'm a, I'm a father of, of 5 children and so I, in, in remembering how [ was brought up
you know again everything that’s said in the home stays in the home and you don’t
really talk about it but um but we introduced um another member of our family, our
nephew and I'll say this in a safe space Ernest who is with us now and we went to see
Ernest a couple of months ago in Las Vegas which is where 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 I know the trials and tribulations that come with that and you
learn to suppress a lot of stuff and you can’t really be who you are so when I saw Ernest
a couple of months ago, my partner and I were driving home and I 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. He could start running 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 I can tell you putting a child or a person in a safe environment where they
can really blossom and be exactly who they are, you'll see a lot of things lift and the my
thing now is I don'’t even see that same boy that I saw a couple of months ago. Now I see
this striving youth who is sure of himself and ready to go so it’s amazing of what 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, life just have you 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 to wear his hair pink one day, fine. If you want to wear your hair green one day
then we’ll go buy green hair color cause I want you to be the person that God has called
you to be and you know who that person is. On the other hand I have another son who's
17 and he has ADHD. And Ivan knows he has ADHD and we don't make, um, a secret
about it cause in our community everything’s a big secret and we don't live in secrets. So
in his situation we talk about it openly and that this is not a um a curse against you but
because we know what you have now we can deal with it. Okay so you have ADHD so
that means you gotta take your meds. I don't like to take my meds. Well why don’t you
like to take them and then we begin to have that dialog with Ivan around he doesn't like
it because it makes him too mellow. He, he doesn't like to be mellow and he’s 17 years old
he wants to be out there cutting up with the other kids. But when he takes his medicine
he becomes very just like this and it makes him very focused. He can get his homework
done which is what he supposed to do. That’s what the medicine is for. He doesn’t like
that. So again we, we constantly have that dialog around mental health authenticity ah
in the home and it doesn’t become this kind of secret, secrecy because again going back
to the beginning my family was taught because we had so many people in my family
with mental health issues, never talked about it.”
-FG#11: 46 year old same gender loving father & partner, with sons and
other family members with diagnosed mental illnesses, Sacramento

Another major challenge is the geographical variation of California’s population.

However, geographical findings present the same dismal outlook. In some rural and
isolated areas there are no mental health professionals at all.
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REGIONAL BARRIERS TO 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 physicians 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 Valley—the heart of the Central Valley—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 San 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 insurance programs
are the most impacted (Riordan & Capitman, 2007).

The most severe provider shortages in 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 currently practice in the entire San Joaquin Valley, but the national
standard is 14.8 per 100,000 persons. Six out of the eight San Joaquin Valley counties
have county-wide mental health professional shortage area designations (Riordan &
Capitman, 2007).

San Diego Region

On June 24, 2010, the Breaking Down Barriers Program (Current Change Consulting,
August, 2010) assembled a group to discuss the challenges to accessing mental health
services for the African-American community in San Diego County. Though there are
many organizations that provide mental health services there isn’t a comprehensive
plan in place that addresses this population’s mental health needs. Many regional
barriers and recommendations were identified by the Breaking Down Barriers Program
and will be presented in the recommendation section of this report. The overarching
theme discussed among this assembled 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. Table 16 provides a synopsis of barriers and mediators to
equitable mental health care. Understanding and accepting regional perspectives will
facilitate or hinder mediations to equitable care.
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Table 16: Barriers and Mediators 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

Association, May 22, 2009 at University of California Davis Health System, Sacramento, CA

BARRIERS
Personal/Family
Acceptability
Cultural beliefs
Language/literacy
Attitudes, beliefs
Preferences
Involvement in care
Health behavior
Education/income
Structural
Availability
Appointments
How organized
Transportation
Financial

Insurance coverage

Public support

Reimbursement levels

USE OF SERVICES

Visits
Primary care
Specialty
Emergency
Procedures
Preventive
Diagnostic

Therapeutic

MEDIATORS
Quality of providers
Cultural competence

Communication skills
Medical knowledge
Technical skills
Bias/stereotyping
Appropriateness of care
Efficacy of treatment

Patient adherence

OUTCOMES
Health Status
Mortality
Morbidity
Well-being
Functioning
Equity of Services
Patient Views of Care
Experiences
Satisfaction

Effective partnership

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

83

Statement of Problem | May 2012

S ) e ] e e | B B ] e




Statement of Problem | May 2012

.t e | et W e | e S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

B3C. PHARMACEUTICALS/MEDICATIONS

Psychotropic Drugs and Mental Health Disparities in Healthcare of African
Americans: A Prospectus

by Douglas Ray-Breaux, M.D., Pharm.D.

Content was taken (with permission of Dr. Ray-Breaux) from Chapter 8 of “Slavery and Its Impact
on Today’s Healthcare of African Americans” (Ray, 2011). Dr. Ray has been a member of the
National Library of Medicine Study Group and conducted disparity research with Historically
Black Colleges and Universities (HBCUs). Dr. Ray is the founding director of the Pharmacy
Technology Program at Charles R. Drew University of Medicine and Sciences in Los Angeles.

Brief History of Medicine in USA

The history of the practice of medicine began in Africa around 2000 B.C., then Greco-
Rome around 1st Century 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
believed in God and sought cures for the people’s sins and illnesses. For example, Moses,
Aaron (a high priest), and Joshua were 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 effective
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 between
the spoken word (instructions) of his or her therapist.

Therefore, the knowledge of healing process using herbs is based on believing in
the “belief/trust language” used or spoken by the healer. During ancient times the
knowledge of healing came through the spoken word of spiritual leader, today, healing
comes through many ways, such as healers, physicians, pharmacists, herbalists, nurses
and others. But, 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, emphasizing the power of spoken word thru “belief/trust”
and 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: 10-15, 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 leaders lead to a knowledge of herbs for healing.
This knowledge of herbal healing 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 entitled, “The Power of Belief and the Importance of Culture” (2011), “people in
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different cultures and different societies have different ways of thinking about medicine,
different types of healing modalities, different tools, and even different illnesses.” This
can literary translate to mean the many different cultures thru out the world each have
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 illness/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 healthcare 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 authors of “An American
Dilemma: Medical History of African Americans and the Problem of Race”state, “the healthcare
of this country was established on a European culture base system.” This system was
further described as a double standard of health care 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/herbal medicine was the standard practice of medicine until
the up rise of pharmaceutical companies, which began to peak in the 1900’s. Herbal
medicine became 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 companies 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 label known by the term “drug.” Drugs became recognized by the Food and
Drug Administration (FDA) and had to be labeled properly for approval for treating
systemic 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 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 consumed 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 same illness 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.
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One of the main reasons for ADR having such a high mortality rate is due 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 Family Foundation article, “Prescription Drug Trends” (May
2010), spending in the 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 2009.
A research study by Han & Liu (2005) found that Blacks (8.3%), Hispanics (6.1%), and
Asian-Indians (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
Asian-Indians 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 associated 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 old days of “one drug cures all” or, the same drug can be used to treat different
diseases, is 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 “Pharmacogenetics
of Antidepressants and Antipsychotics: The Contribution of Allelic” presents the position that
“pharmacogenetics can improve efficacy and reduce ADRs.” Pharmacogenetics is a
laboratory test that can be used to 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.

Pharmacogenetics mandates that drugs be formulated based on culture/genetic traits
differences in evaluating and formulating drug efficacy and reducing ADR in the
general population. Pharmacogenetics also involves the testing of patient’s genetic
material (DNA) and specific enzymes that are made or manufactured 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 allergies, 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.
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African American culture unlike any other culture in this country, born 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 & Ibrahim (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. This 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 health
maintenance organizations (HMOs) like Kaiser Permanente, and others such as Blue
Shield, Blue Cross during the 1960’s, created standards of healthcare that improved
outcomes for African Americans and other minorities. Still a much greater problem
was the African American medical 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 multitude of other support necessary to
provide good medical care for African Americans.

This is another example of the existence of double standards within the healthcare
delivery system. For more than a century, institutional racial inequality toward
African American physicians persisted. Such race-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. In California, Black physicians are less that 3% (USCF
Center for California Health Workforce Studies, 2011) 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,
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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 to have one or more chemical dependency program visits.
These results persisted after controlling for education, income, having a regular health
care provider and length 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 (Lawson, 1986; Lawson 1990) suggests that Blacks
may metabolize some psychiatric medications more slowly 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. However, dosing cannot be used as a measure of appropriate
pharmacotherapy because an extensive literature has shown that African Americans often
receive higher doses of antipsychotics despite evidence of more side effects (Lawson, 2008).

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 allegations are the same (Pope, Smith, Shack & Hargrove, 2011;
Shabaka & Smith, 2003; Smith, 2005, 2002, 2001a, 2001b). Many of 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. Consequently,
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 hypothalamus
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 of the psychotropic agents may unnecessarily “label” these
children for life. Moreover, the exposure of this agents at such an early age increases the
risk for suicide, abnormal muscle or body movements known as pseudo parkinsonism
(dystonic, 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 to be 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, 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 ethnicities. African Americans continue to have the highest
death rates for heart disease, high blood pressure, strokes, cancer, diabetes, suicide,
respiratory 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.
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In addition, expert research conducted by Dr. William Lawson, (professor and chair
of the Department of Psychiatry at Howard University College of Medicine, and
president of the Washington Psychiatric Society), on racial and ethnic factors in
psychiatry (Lawson, 2008; 1986), neuropsychiatric disorders (Lawson, 1990), and
pharmacotherapy of African Americans (Lawson, 2000) must be considered. With an
increasing ethnically and culturally diverse American population important implication
for pharmacotherapy is inferred (Lawson, 2008).

It is now commonly accepted that genetic differences between the various ethnic
groups are quite small and probably less than individual differences. Based on clinical
trials there is evidence that ethnicity must not be ignored in psychopharmacology. The
relationship between culture and illness occurs in persons of all ethnicities (Malik,
Lake, Lawson, & Shashank, 2010) and, these differences must help provide guidance for
appropriate early intervention of mental issues. Genetic variation in drug metabolism
processes, and nongenetic biologic factors such as diet, smoking, and complementary
and alternative medicine (CAM) treatments are also critical considerations in
providing care for diverse ethnicities (Malik et al., 2010). Related to culturally adapted
pharmacotherapy, several descriptors are suggested during the information gathering
assessment for developing a treatment plan (Malik, Lake, Lawson, & Shashank, 2010).
The descriptors provide a biopsychosocial framework with five domains (Malik et al.,
p795):

1. Predisposing Factors: areas of vulnerability that increase risk for the
presenting of problems. Examples- genetic loading for affective illness,
ADHD, or prenatal exposure to alcohol, or possessing a poor metabolizer,
which could lead to abnormal metabolism of many psychiatric drugs.

2. Precipitating Factors: stressors or other events with temporal relationship
with the onset of symptoms and may serve as precipitants. Examples -
conflicts about identity or separation-individuation that arises at culturally
relevant developmental transitions, i.e., puberty onset or graduation from
high school.

3. Perpetuating Factors: conditions in the patient, family, community, or
larger systems that serve to maintain rather than ameliorate the problem.
Examples — unaddressed parental conflict, unsafe neighborhood, poor
teacher-child fit, or inadequate educational services to meet the child’s
learning needs.

4. Protective Factors: (Strengths) areas of competency, talents, interests,
supportive elements in the family or extrafamilial relationships. Examples —
a good relationship with a mentor, a talent in sports, music, or video gaming
that can be helpful in engaging in treatment and enhancing self-esteem or
self-efficacy.

5. Prognosis and Potential for Change: identification of areas most amenable
to change and potential obstacles. Example — when a youth with school
avoidance is rewarded by being allowed to stay home for long periods.
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B3D. SYSTEMS ACCESS ISSUES: CONDITIONED FAILURE MODEL

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; Lamberty, 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 different ‘tracks’ that offer academic classes only to
those who fit an appropriate prototype (e.g., middle class, Caucasian, “standard English”
speaker). Students who do not fit this ideal prototype (e.g., poor, Black, “nonstandard
English” speakers) find themselves placed in more general or vocational tracks (Apple,
2004).1thaslongbeenknown that African American studentstend 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 restricted 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 disproportionately high rates
of drop out, school violence, and school suspension and correspondingly low rates of
per pupil expenditures, and performance test scores. Furthermore, there is mounting
evidence that shows the detrimental mental health impact that these practices have on
at-risk and disadvantaged students (Joseph, Slovak, & Broussard, 2010).

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
opposed 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
placements, 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 long-standing achievement
gap (Ward, 2010). Blanchett (2006) points 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
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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 receive 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 even argued that special education for African
American children is a “legalized form of structural segregation and racism” (Blanchett,
2006, p. 25).

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 families concerned
about their children’s behavior, both at home and at school. Several scholars argue that
there are racial 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, self-administered 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 9th through 12th grade 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, 2003), 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 used criminal “justice system” as the preferred method to address
school discipline problems. The process of criminalizing social problems, policing
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communities, and, in general, punishing African American students (Giroux, 2003) has
had little success. Specifically, “zero-tolerance” policies in schools have been shown to
be an extension of the racial bias that exists in the larger American society.

Criminal “Justice” System

Prior to the mid 70’s only about 2% of the US population went to prison at any point
in 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 “freedom and
justice for all”. Thirty years later, more than a third of non-college African American
males had been or were incarcerated (Western & Wilderman, 2009). This has had a
devastating impact on African American 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 to 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 frequently out-sourced to countries
overseas. At the same time, the welfare system, by design, further diminished the Black
man’s legitimate role as providers for their families. During the Clinton Administration,
the demise of the African American family was further accomplished by requiring that
mothers work, taking them from their children even though the wages earned were
hardly enough to live on.

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 late 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
penalties—such as a five-year 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 misdemeanors. Further adding to this picture, was the use of “zero tolerance” parole
supervision to re-incarcerate African American males.

The impact of the high incarceration rate on African American families is widespread.
Being incarcerated further reduces 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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In April 2011, the Judicial Council of California released the Task Force for Criminal
Justice Collaboration on Mental Illness: Final Report detailing recommendations for changing
the paradigm for persons with mental illness in the Criminal Justice System. Funding
in part was provided for this report by the California Department of Mental Health
and the MHSA/Proposition 63. The purpose of the task force was to provide improved
practices and procedures for adult and juvenile offenders with mental illness, to ensure
the fair and expeditious administration of justice, and to promote improved access to
treatment for defendants with mental illness in the criminal justice system.

Final recommendations included all facets of the criminal justice system with specific
guidance in six major areas for improved responses to people with mental illness:

o Community-based services and early intervention strategies that reduce the
number of individuals with mental illness who enter the criminal justice
system;

e Court responses that enhance case processing practices for cases of
defendants with mental illness and reduce recidivism for this population;

e Policies and procedures of correctional facilities that ensure appropriate
mental health treatment for inmates with mental illness;

o Community supervision strategies that support mental health treatment
goals and aim to maintain probationers and parolees in the community;

e Practices that prepare incarcerated individuals with mental illness for
successful reintegration into the community;

 Practices that improve outcomes for juveniles who are involved in the
delinquency court system; and

o Education, training, and research initiatives that support the improvement
of criminal justice responses to people with mental illness (Task Force for
Criminal Justice Collaboration on Mental Issues: Final Report, 2011, page
290).

Significant to the Judicial Council’s recommendations are the continual involvement
of the community in working collaboratively with the criminal justice system to
appropriately provide wellness interventions for persons entangled in their system.

Testimonies from Within the Criminal Justice System

“...being made to feel ‘invisible’ during case conference with mental health and medical
staff professionals.... Unable to make comments on what I am feeling based on my
mental illness. I get the feeling, “They know what is best for me.”

-47 year old female, Pittsburg Adult Mental Health Clinic

“Feeling ‘insignificant’ because I ask questions about the medications and why I am
taking them. No explanation given to me by my doctors only says to me that Tt's what
you need. Don’t worry about it, just take your medications and you'll be fine.”

-39 year old male, Correctional Facility, Martinez

Now listen to me, I know what I am talking about. The prison system and TAY's, if you
do not have a serious mental illness you are on the street. They bring baggage from the
prison system into residential. When you go into the prison, the one who has the most
serious diagnosis is Blacks. I have two sons in the system. My son has been in prison 24
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years (tears in her eyes). My youngest one (is) in for six years. They have the youngest
one on Thorazine, Seroquel, Paxil, and Haldol. He is only 30 years old, okay!

My recommendation is, what about training the ones before they come out. Train them
in the prison system. I want to open a “prison without walls.” And, train the one’s
incarcerated. Why), because they are one’s incarcerated that can never be housed (pause).
These are prisoners like arsons, sex offenders, methamphetamines, cocaine and PCP
user. These people can never be housed. They need to be trained as criminal psychologist
and forensics peer-specialist. They can revolve the doors in the prison system and train
others, and have them come out by life experiences. Not have them trained in schools.
‘Cause, all those trained in schools don’t know what they are doing. But, if we train them
in prison, then they can be helped. That's what [ want to do.
-Balenciaga Muldrew, 58 year old female, Survivor, Black Los Angeles
County Client Coalition (BLACCC)

Note: All four medications (Thorazine, Haldol, Seroquel, and Paxil) are commonly
prescribed psychotropic medications. Thorazine, Haldol and Seroquel are classified as
antipsychotics. Thorazine and Haldol are typical antipsychotics and Seroquel is atypical
antipsychotics. All three are used in the treatment of schizophrenia and mania. Paxil
is classified as a mood stabilizer and is anti-panic agent, anti-obsessive agent, and anti-
depressant. Paxil is used in the treatment of bipolar disorder (NAMI, Policy Research
Institute, 2011, online at www.NAMI.org).
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11-10-2011
CSP Solano State Prison

Dear Dr. Woods,

Thank you for the opportunity. I found your draft (30-day draft CRDP African American
- Population Report for public review) to be well prepared and very informative. There was
a section on prison I found interesting.

[ also believe you 're right, when you say, when a person receive mental health assistance
though the penal system, the treatment won't be administered the same. My question to
you is what can I do to help?? How can I be part of the solution?

At 21 years, I forfeited my freedom. For the past 27 years, I have improved my level of con-
sciousness to a position to help my fellow inmates. I have facilitated many self-help
groups/workshops.. I'm in contact with several non-profit organizations that do positive
work in our communities. I have composed letters to at-risk youth covering the importance
of (1) a positive sense of self; (2) The ability to control-self; (3) a positive moral belief-
system; (4) also, a pro-social connectedness.

Dr. Woods, a lot more brothers than me are of a true social conscious. That want to branch
out and help in any way we can with our communities. If you can find a way to utilize our
_ talents, it would be our honor to serve. :

I'wanted to ask your opinion about, obtaining PTSD from the hood? I have noticed a lot of
- these young inmates have been through, some very sad experiences. Any information con-

cerning this matter will be helpful.

Dr. Woods, Thank you again for the opportunity to read your draft (report). It was an
honor. May God continue to bless you and the work that's being done.

. Respectfully,
J. Hegler D23036
P.O. Box-4000/4 226
Vacaville, CA 95696

 “What can 1 do to help? How can I be part of the solution?”
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B3E. LACK OF MENTAL HEALTH FUNDS

The system of funding mental and behavioral health services is California directly
and indirectly impact population outcomes. During the development of the CRDP
Population Report, the constant inquiry was, “Where is money going to come from to fund
the recommendations put forth by the Black population?” And, “Should we make recommendation
knowing that there will not be money to pay for the implementation?” Answer: a resounding
YES. This CRDP Population Report is a roadmap of meaningful practices that the Black
population 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, PEI is frontline, proactive
community level approach to good mental health.

A much larger question related to funding is getting significant funds to Blacks for the
community to work with their own population. Based on the information collected
during the CRDP process, there is a perception within the community that Blacks have
received less than 1% of the MHSA funds to support tailored programs targeting their
population. Numerous attempts have ended without discovering a comprehensive
report on MHSA funding distributions that were awarded to minority-led organizations.
Specifically, we could not find a report on how much MHSA funds have been awarded
directly to Black led organizations to work directly with their population on culturally
tailored programs. We strongly believe insufficient funding has direct consequences
that are displayed in persistent disparities, and extremely poor mental health outcomes.

“There are no resources. Your love one has a mental deficiency. There is a great need but
no resources in the community to help. You need medication. You need someone to talk
to the person who has a mental illness, but there are no resources in our community to
help. Then people just get worse, and worse.”

-FG San Bernardino County: Charyce, 54 year old Black female advocate/servant

In 2008, The Greenlining Institute published Funding The New Majority: Philanthropic
Investment in Minority-Led Nonprofits (Gonzalez-Rivera, Donnell, Briones, & Werblin).
The report analyzed funding of national independent foundations and California
based foundations and reported by ethnic distribution. According to Greenlining, only
8% of national grants awarded went to minority-led organizations of which African
Americans received 2.7%. California awards were higher at 17.7% to minorities; however
African Americans only received 1.5% of the awards. In California, multi-cultural
nonprofits received the largest percent of grants to minority-led organizations (8.5%).
The second highest awards went to Latino (4%), followed by Asian /Pacific Islanders
(3.2%). Unfortunately, Native Americans received only .5% of the awards to minority-
led nonprofits.

Mental and behavioral health funds have affected the following service provisions:
outreach to the Black community; there aren’tany “one-stop” shops for mental health
services and/or social services (validate - references); need access to a wider pool of
services that connect mental health and social services; not enough African 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 .
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Because of limited or no health insurance, many families’ primary method of help-
seeking for mental care needs is using primary care or emergency facilities (Grant,
Kravitz-Wirtz, Aguilar-Gaxiola, et al., 2010). Sometimes mental illnesses may manifest
as physical conditions such as psychosomatic illnesses, 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 also attempt to reify or magnify their symptoms if they
believe this would help to qualify them for disability benefits.

The evidence is clear, mental healthcare is costly; see Figures 24 and Figure 25.

For over seven years the MHSA (2004) has been in force. From the perspective of the
Black population, there is no evidence that any significant funds have gone directly
to Black lead organizations to assist with mental health issues within 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, “How much MHSA
funds have been awarded to Black organizations?” How much of the MHSA funds have been used
on specific outreach and community efforts directly targeting the Black population?”

Obtaining statewide financial reports on how MHSA funds have been used for specific
programs, interventions, 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.

“Theissueisn’tfundingitselfbutthe misuse of funding absent corresponding accountability.
African American clients remain underserved. Most non profits who hire African
Americans as managers exclude them from any form of policy development, decision
making, or program implementation. The result is African Americans continue to be
used merely as statistical references for non profits to maintain or garner additional
funding. To the detriment of African Americans, the focus on their needs remains only
within the four corners of a proposal for funding.”
-Andrea, 48 Marriage and Family Therapist/Community Advocate
San Diego County

The new California behavioral and mental health system for funding the community
needs to be directly from the State to the community. In the California re-design, a
mechanism must be put in place that ensures funds go directly to ethnic community-
based organizations.
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Mental Healthcare Cost Data for All Americans
(2006)
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Figure 24: U.S. Mental healthcare Cost Data

Total Expenditures for the Five Most
Costly Medical Conditions (1996 vs. 2006)
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Figure 25: US. Expenditures for Most Costly Medical Conditions
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B4. POPULATIONS OF SPECIAL INTEREST

B4A: AFRICAN AMERICAN OLDER ADULT MENTAL HEALTH ISSUES

“Those who respect the elderly pave their own road toward success.
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 comprehensive
and coordinated service systems for the elderly. In California, the 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 established standard
age categories for calculating age specific diverse population statistics. Standard adult
age categories are: 25 to 34, 35 to 44, 45 to 54, 55 to 64, 65 to 74, 75 to 84 and 85 years
and older. Data is usually reported based on this age grouping. Further, distinctions in
age groups are also used to identify 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), the
world’s population is aging. “For the first time in history people age 65 and older will soon
outnumber children age 5” (page 13). In 2012, Americans 50 and older will reach 100
million, and 1 in 5 persons will expect to be 65 or older by 2035. Providing for the care
of older adults creates a tremendous challenge and requires understanding of the aging
process. 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. Biological 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 consider the adult group to be individuals age 25 to 64, and older
adults to be sub-divided into the “poung old” (65 to 74), the “0ld”(75 to 84), and the “oldest
old” (85 and older).

In 2009, according to the Department of Health and Human Services, A Profile of Older
Americans: 2010 (DHHS, 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 Aging, 2009-2013 (California DHHS, 2010) that by 2020, persons age 60 and
older will comprise nearly 20% of California’s total population. With the increase of
diverse older adults, including the extremely healthy and independent to the extremely
poor, frail and 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 living arrangements, reasonable income, and healthcare services (DHHS,
2010). One 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 the Health People 2020 objectives, Health People 2010 objectives, the 2005
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White House Conference on Aging, and the 1999 Surgeon General’s report on mental
health (CDC, 2008).

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

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

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

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

In 2009, 19.9% of persons 65+ 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
W hat are mental health issues for African American older adults living in California?

Fear
“And, one thing we have to realize also that a lot of people especially African Americans,
they have a fear, inner fear, a hidden fear I should say of even admitting that there
might be something wrong.”
-FG: Betiye, 68 year old Black female mental health advocate,
Contra Costa County

Trauma
“In the case of mental health, my experience was that once when I was ah going through
a traumatic situation ... with people.... And stuff like that, and then stuff started
happening to me and I was reacting abnormally, but I didn’t know at that time that [
was abnormal till after I came out of it and then I started getting some help.”
-FG: Arthur, 70 year old Black man mental health advocate, Richman

Stigma
“We don't like people into our business. I don’t want my sister to come over and say I'm
crazy, and why do I need mental health.”
-FG: Norma, 59 year old female African American, The Children of
Promise, Sacramento

Misdiagnoses

“‘Twas hearing voices you know. I had been through a lot of deaths at that time in my life
and you know it was like they were coming to me talking to me... I done went to my
doctor and started telling my doctor and he telling me, are you sure. And, I'm telling
him yes I'm sure. And, I'm constantly telling you this... I'm trying to explain to him
what’s going on in my life, what’s going on with me and I need it to stop or whatever,
... Twas diagnosed with ah schizophrenic. That’s what they told me.... To actually look
up the word and see what it actually mean and just because I had these dreams, it, it
happened for a while, I don’t classify myself as schizophrenic.”

-FG: Jacquelyn, 81 year old Black female, San Diego
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No Appropriate Access

“.... get on the right medication, the right help. You know you can go to like a, ah mental
health department and, and state you have a problem and they wanna pass the buck
and give you the shuffle and that frustrates you like ah ain’t nothing wrong with me.
Then, and then I tell them this, and they say no, that’s not it. And, they just give you the
runaround but they don’t wanna believe what you saying about how you feeling inside,
or what you're going through. And they send you, like you stuck at downtown mental
health. You go there and they wanna send you way to, to um east LA somewhere you
don’t know how to get there. Don’t know the streets, don’t know the streets, or nothing
and you get lost and frustrated so you just push it to the side, and keep going and it
gets worse.”

-FG:Brigitte,50 year old female, African and French descendents,advocate
for visually impaired/counselor/legally blind, Oxnard

Not Being Understood
“There is a difference between African Americans and Whites. If [ am mentally ill,
want the resources and somebody around to help; somebody who understands about
what is going on. I don’t want it to be like, sometimes, Blacks get arrested and police
do not understand that it is a 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
“People are just lonely. People don’t understand when all your folk are gone. You don't
have anyone to turn for help. I try to help my daughter, but see doesn’t understand. I'm
just lonely and don’t have anyone to help.”
-FG:Gloria,81year African American mother ofa60year old bipolar daughter,
member of Black LA County Client Coalition (BLACCC), Compton

B4B. TRANSITION AGE YOUTH (TAY)

The Alameda County Behavioral Health Care Services African American Utilization Study
(2011) provides valuable insight into county level mental health issues across the life
span. 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 Alameda County website at www.acbhcs.org.

Overview of the mental health issues in Alameda County (African American Utilization
Study, 2011, pages 16-27):

e 33.1% African American adults 18 to 39 need professional health for mental
health issues

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

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

e TAY - a story is presented about a typical young African American male
living in Alameda County. John’s Path represents how the system has not
appropriately or effectively served young adult African American males.
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John’s problems started at an early age resulting in severe drug addiction,
violent 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.

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

e 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 mental illness starting a vicious downward cycle at
age 15. Christine’s struggles continued until her early 50’s when she began a
mental health day program and encountered a spiritual experience.

“Not everyone is able to afford health insurance. You be seeing like more and more
people is not just dying from gunshot wounds and stuff like that. People also dying
[from mental health issues and stuff like that, that’s a health problem.... Cause they don’t
have that insurance to help them out, to provide the uh medicine that they need.”
-TAY FG Alameda County: Erica, 20 year old Afro-Latina female

“Alameda County has their own, like um.... outreach programs and stuff... You know,
and therapy for people you know ... they want you know, someone that being a victim
of something, you know uh... domestic violence ... They don't just have regular mental
health programs.”

-TAY FG Alameda County: Marcus, 23 year old African American male

“... for my cousin for instance, like he has a mental problem ... And, nobody’s trying to
help him, like he, let him run wild, so you see.... He just seems like he’s, well people will
tell us, ‘you turn 18, you're grown’ and I have to tell him you're not..you're, I don’t want
to tell him like you're not normal but you're, you're 18 and still people gonna have to
care for you and stuff like that; trying to break it down to him.... So I try to help but
it’s only so much you can do with a person who has mental issue and you know, some
of them listen and some of them don't .... Yeah, he knows because of the other family
members that say stuff but they say it so rudely, to him, they don't say it like, oh like
you have a problem. They just call him retarded.... I think that’s wrong. I think that’s
very wrong for people... I think some services help and some do not.... you can'’t just get
one opinion, to get several opinions because it can be different... They can be bipolar,
and then they can have like schizophrenia and all that other stuff like that... like
doctors just say anything, just to just say, they can just be like...oh...you okay then
two days later, oh we found this and stuff like that...makes people like oh...makes them
go crazy, makes them really think that they're sick and there’s nothing wrong with
them....”
-TAY FG Alameda County: Deliesha, 22 year old African American female

“Yeah, because they had me on Haldol when I was 19... And that’s supposed to be a last
resort when nothing else is working and they worked, went through me so fast that
I had a drug induced like episode where I was hallucinating and I al...when they put
me on Haldol um I did some really crazy stuff and my mom called the police on me...
And they arrested me and um took me to the hospital but when I was in the um, the
police car, my jaw locked because I had been switched around so much, and like I'm still
weird. The police didn’t do anything. They didn’t care.... Yeah, I don’t understand why

102




Statement of Problem | May 2012

Pt it | B PR ]S | B Rt B St | BRSO B | B | B Bt B et | e | e S ) e ] e e | B B ] e

they would put me on it. And... they diagnosed me as one thing and then changed my
diagnosis and when they changed my doctor. He changed my diagnosis, so I felt like
they really didn’t know what they were doing. Like they really were guessing, and it’s
hard for me to have trust in my providers now because I feel like they did all this stuff
with me since [ was 19 and I'm 34 now, and um, I still have to deal with the same facility
and I don't really have that much trust for them... And, I feel like they don't really know
what my diagnosis is. It’s like they're just guessing.”
-FG Bonita House Alameda County: Naeema, 34 year old African American
female; diagnosed: schizoid effective

As a result of the Alameda County African American Utilization Study (2011), 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 (ages 16 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 experiences the same mental health
issues throughout the State of California.

“Um, I think part of it too is ... actual recognition that there is a problem... We don’t talk
...about family too...like um my dad’s brother suffers from mental 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 though he was an adult...When [ was little, it was cool ‘cause I had somebody older
to play with me. But, I mean as you get older you kind of like, you don’t understand
what’s going on. And, having this sort of like shame and a guilt that's around it... |
think... that my parents sort of were ashamed of him... So instead of talking about it
openly and really trying to get help for him, it was just sort of like, well we'l just kind
of like hide him in the back and let him do his own thing...And, not really address the
issues that he’s dealing with instead of really getting him help. It was more like sort of
like push under the rug type thing.”

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

“Twouldn'’t personally go to a doctor to ah help my mental issues because they don't know
me. And, [ would have to go through the motions of explaining everything to them and
my life to them, when I can just go to someone that already knows me and they would
be able to help me a little better than someone who doesn’t know me.”

-FG College Student: Aaron, 24 year old Black male, Riverside

“Like I've been to people who were straight and White and they look at me different
than someone who is Black or gay. And, they don’t really, they don't really understand
like what I'm going through. They just listen, and like I need someone who really
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understands. Theyve been through it, or they've been through something like it. So like
they, when I say it, they know what I'm talking about; not someone just looking.”
-FG LGBTQI: Ernest, 17 year old gay student, Sacramento

“Um, well my sister has dealt with mental illness for the last 10 years I think, and so |
pretty much my whole life...  was trying to differentiate between um like stigma labels
and medical labels because the wrong medical labels even can lead to the wrong drugs. ..
So I feel like sometimes the medical terms are not accurate and sometimes they are just
as bad as you saying you're crazy or, whatever because sometimes the doctors are still
coming up with new labels...”

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

‘Tdon't, I don’t know what to say but I do think that it’s hard. The stigma coming from
Black people is the hardest thing to deal with, the lists, the labels, what people think.
People are saying that you are that ... you have to deal with that, but then also being
labeled ... for the services that you're getting, that’s even more worse.”

-FG Chico: Jamilah, 27 year old Black female client; diagnosed: bipolar

“You know what happened to you, happened to me when I was 14 and ah I was doing
something...so I was taken in... and they were testing me for all these drugs. At the
time when [ was 13, or 14 [ wasn’t messing with anything...I felt like for the fact that
you know that wasn’t the solution... drug. He was confused on how to treat me, so he
just gave me all these things that I didn't like. It didn’t work and that ended up pushing
me to drinking. By the time I was 15, um between the ages like 15 and 18, you know...
doctors could treat me so... it ended up pushing me in self medication and drinking. So
I, I think that’s interesting you know how they wanted to paint me as somebody who
was doing all this stuff and wasn't and it pushes me. They can’t treat me. They don't
wanna treat me. They don’t know how to treat me. So, I might as well drink.”

-FG Chico, Jessica, 20 year old Black female; recovering mental illness/
advocate

‘I feel speaking from experience that um, I slightly got mental health problems from
everything else that I've been through and it lead into drugs, marijuana, and ecstasy
pill, whatever. You know what I mean, 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 Hispanic lady trying to tell her my business and they put me on
paper like I'm crazy. You know, so a lot of the time, it mental health problem do lot
of the time drug addiction come from mental health. Majority 99% of the time, you
ask me I think that’s where drug 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 time, when it comes to the mental health workers, you
have to have good mental health workers you can’t just have a mental health worker
in here to get her paycheck by the end of two weeks. You got to have a good mental
health worker that knows what she’s doing. That’s gone really, really help this person,
and know how to talk to this person and know how to guide this person. ‘Cause a lot
of times when you got a mental health person, you got to be I mean a lot of times you
got a mental health problem you have to talk to somebody that’s really got experience
in dealing with mental health people. .. The first thing ...they gonna ...tell you, you
got this depression and here go these pills, try this. I'm gonna prescribe you this and
majority of the time that’s what they do.”

-FG Bakersfield: Brannish, 20 year old Black female, client, National
Brotherhood Association
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B4C. THE DEAF, HARD OF HEARING, LEGALLY BLIND
Testimony from a mother of a deaf son:

“Thank you for allowing me to comment on the gaps in mental health care for the deaf. | was forced
to relocate my son to Washington D. C. in order to get relevant mental health care. While here in
California crisis treatment was rendered by writing notes, and I had to interpret, which violated
his confidentiality. I am happy to report that he is now doing well and not using drugs but refuse
to return to California because of the experiences. Some of the things that California should look at
in changing how mental health services are provided are:

o 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.

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

o 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 “isms” are the same.

e 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
participating in the group?

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.

o Communicate clearly prior to giving out medications that are not needed,
STOP THE BOILER PLATE 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 in the Inland Empire/ Riverside
California. I hope that some of these issues will be considered in your discussions. Again my thanks
for allowing me to share and this wonderful work you are doing for us.”

Peace & Blessings,

Nosente A. Uhuti

Moreno Valley, California
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“Everything I do is a challenge. I suffer with pain all the time. It's prolonged suffering. I
have limited vision and hearing. I am an individual who has suffered trauma for years.
I was hit when I was three years old. My mom and dad were fighting. Mental health
decision-makers are not willing to take on my problems and do something about this
pain. That gives me more pain. It makes me think they really do not care. I believe God
designed me for a purpose. [ am human. [ want to be a part of greatness.”

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

“‘Deaf and hard of hearing do not have priority among law-makers. The State of
California programs are woefully in adequate and inaccurate. We live in two worlds
and we do not fit.”

One-on-one Interview: Ralph and Judy Singleton, White married couple,
both deaf, NAMI Client Family Members, Sacramento

“People, who can hear, do not ‘give-a-damn.” The State of California 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
year without a diagnosis. First, they locked him up in 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 California for young adults. There are no good
medications. No good communication. Assessment does not use appropriate tools. I am
very angry.”

One-on-one Interview: Ralph Singleton, White male, Deaf NAMI Client
Family Members, Sacramento

“Um what matters most to me as a Black person, okay when I go to these institutions for
help ... I'm starting to know something about these people I'm in the group with you
know I pass them on the street, a lot of them I don’t even recognize now and I dont see
and I'm learning that they got a lot inside to say. You know, and when I go for help
and I go to them, it’s like, ah Brigitte [ know you. ‘Come on in have a seat. What, what’s
going on with you? ... Instead of treating me as a number or case file. Oh, you just a
file, okay, well next. You know what I mean. That’s what matters the most, treat me
as a person.”
-FG Oxnard Women’s Support Group: Brigitte, 50 year old Black-French
female, Advocate for visually impaired/Counselor/Legally Blind,
Ventura
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B5. SUMMARY OF PROBLEM STATEMENT

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 available indicate that
one third of all Blacks seen in the mental health system have dual or triple diagnoses
(data reports do not specify the combination of these diagnoses). The highest reported
psychiatric diagnostic group for African Americans is depressive disorders.

According to the limited data on the type of serves received, 26.5% of Blacks receive 5
to 15 days of services. These services could be crises stabilization, day treatment, day
rehabilitation, or vocational. For PE], 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 mental health problems in Blacks indicate
that structural and systems problems, such as a through and accurate mental health
assessment 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 mental health problems. Not listening is internalized
as a “lack of interest.” 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 system. The overwhelming perception of the
population is that they are “used and abused” and not properly treated for the right
mental health problems.

“The county people are always asking Black folk to give them information, and they
always use the Black statistics to get money for projects, programs and other initiatives.
When the report is done and the money comes to help with the ‘proposed” projects, it
never makes it to the Black community. The county gets money, but it has not made
any difference in the health of our people. We are always being used for somebody else
to get the benefits.”

-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)
documented disparate overall health outcomes for Black Americans over 100 years ago.
In 1906, he reported in The Health and Physique of the Negro American that 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 Secretary’s Task Force on Black and Minority Health from the U. S. Department of
Health and Human Services (Heckler, 1985).

In sum, complex problems are associated with mental illness in African Americans,
such as:
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e Being ignored

e Dehumanizing societal encounters

e Mischaracterization

e Oppression

 Intergenerational traumatic experiences

e Ongoing micro-aggressions

e Perpetual societal imposed negative marginalization

e Ongoing abuse and stress

e Overt and covert racism

e Benign neglect

 Personal unresolved identity issues

e Lack of accurate mental health assessment

e Over prescribed medications

e Lack of follow-up

e Timely access to meaningful interventions

e Misdiagnosis and incorrect treatment

o Lack of understanding mental problems, signs and symptoms
e Missed opportunities for early detection and intervention

e Severe lack of “good mental health” promotion based on cultural beliefs
e NO cultural programs to support “good mental health”

e «Lack of community resources to address mental health issues
e Lack of properly trained community individuals

e Lack of properly trained professionals available to help with mental issues
e Invisible mental health outreach in the community

o Fear

e Isolation

e Shame

» Do not have a safe caring place to go for help

o Lack of respect

e Lack of caring for the mental health of the population

As recommended in the Institute of Medicine [IOM] (Smedley et al., 2003) report and
other reports from DHHS (2004), 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 been to 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 decision-makers understand. There is no evidence that what has been expressed
resulted in meaningful interventions. With this CRDP Population Report hope has
been ignited. The challenge is to ensure the trust of the people that this time their
voices will be heard and acted upon.
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C. MENTAL & BEHAVIORAL HEALTH SERVICE DELIVERY TO BLACK
PEOPLE IN CALIFORNIA

C1. CALIFORNIA MENTAL HEALTH SERVICE ACT (MHSA)

The California 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), “by
implementing the principles and values of the MHSA, enhancing funding for effective
treatment for people with serious mental illness, and initiating new prevention, early
intervention and innovative services, California is moving its public mental health
system to a ‘help first’ system with a commitment to service, support and assistance
when needed” (MHSOAC, June 2011 online website).

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

« Community Services and Supports (CSS): provides funds for direct
services to individuals with severe mental illness.

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

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

» 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.

 Innovation (INN): funds and evaluates new approaches that increase
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 communities to recognize early signs of mental
illness, deteriorating emotional and physical health, and to improve early access to
services, increase prevention activities, and to reduce stigma and discrimination.
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C2: COUNTY CULTURAL COMPETENCE PLANS

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 language 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 receives ongoing cultural competency
education and training in culturally and linguistically 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 providers, 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
Multicultural 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.

C3. APPROVED COUNTY MHSA PEI PLANS

The MHSOAC Prevention and Early Intervention Trends Report 2009 (Dec 30, 2009),
by Dr. Deborah Lee, Psychologist, Oversight and Accountability Commission, reported
on the analysis of 32 counties’ 223 approved programs in their approved PEI plans. The
intent of the Trends Report was to address: (1) intended focus areas; (2) ages intended
to be served and programs directed toward specific racial/ethnic communities; and (3)
key program features. In the initial county planning stages, the following were reported
as planned targeted interventions for the African American population for their 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 Peri-natal PEI
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- Fresno School-Based PEI

- Fresno Horticultural Therapeutic Community Center
- Fresno Team Decision-making

- Fresno Functional Family Therapy

- Kern Integrated Physical and Behavioral Healthcare

- Madera Community and Family Education

- Marin Student Assistance Program

- Merced Public Awareness and Education

- Monterey African American Community Partnership/Village Project and
Screening Services (listed in final PEI Plan)

- Riverside Mental Health Outreach, Awareness, and Stigma Reduction
- Riverside Effective Black Parenting (listed 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 Integration

- 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. In addition, we reviewed all 58 approved
PEI plans to identify language indicating specific outreach efforts to African Americans.
Some counties recorded intentions to have multicultural programs and interventions,
but they were not specifically tailored to one population. Based on the approved
MHSA PEI plans, a number of counties prioritized programs focusing explicitly on
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 two counties have identified African Americans as a priority population with
carefully designed tailored programs — Butte County and San Bernardino County. Two
counties, Monterey and Riverside funded tailored programs and projects for Blacks.
Riverside County did not list African Americans as a priority population but funded
three carefully designed tailored programs in three different county locations. Two
counties (Los Angeles and Alameda) funded studies with the Black population, the
African and African American Mapping Project in Los Angeles County, and the Alameda
County African American Utilization Study.

All approved MHSA PEI plans are posted on the Oversight and Accountability
Commission (OAC) website at http://mhsoac.ca.gov/PEl/Prevention-and-Early-
Intervention.aspx.

Those counties and specific designed PEI tailored African American programs are:

Butte County:

- African American Family Cultural Center

San Bernardino County:
- Resiliency Promotion in African American Children

- African American Family Resource Center

m




Service Delivery | May 2012

.t e | et W e | e

S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

Riverside County:
- Effective Black Parenting Programs
- Africentric Family and Youth Rites of Passage Program

- Cognitive-behavioral Interventions

Monterey County:
- The Village Project

NOTE: Information in this section was taken directly from the approved MHSA PEI plans as posted
on the OAC web site. If the information was in the approved plan it was included in this section of
the report.

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 to design and fund tailored African American PEI programs under the MHSA
as listed in the county approved MHSA Plans. To be clear, tailored African American
programs are designed specifically for the population utilizing principles and concepts tested in
scientific research and presented in peer-reviewed literature. Please see Table 47 for research
studies on tailored African American mental health prevention and early intervention
programs; also see the compendium created by this CRDP of African American Mental
Health Scholars and their Scholarly work.

According to the CSI data, (see Table 19) during fiscal year 2007-2008 compared to the
state’s overall population, less than 1% of African Americans used the DMH services.
In 2009, African Americans were 5.8% (2,159,978) of California’s total population. It
is unconscionable to think that a population with so many high-risk factors for mental
illness, premature deaths from co-morbid conditions, high inter-generational poverty
and unresolved trauma, do not use mental health services. It was critical therefore
during this CRDP to obtain from the population their perception of low access to
mental health services while existing in a crisis level mode.

Figures 26-31 are graphic displays of California’s population distribution by ethnicity
and county related to number of clients in the DMH system and the actual number of
mental health professionals in the county, in each of the six counties where 73% of the
statewide African American population lives. Even with the current usage pattern of
African Americans, in each of these counties there is a critical shortage in the mental
health workforce to address the current needs. Data in Figures 26-31 and Table 19 have
been updated with CSI data reported as of March 17, 2011.
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Los Angeles County
EHispanic m White
HAsian H African American
O Amind/AN ENH/PI

1% 0.5%

Source: California MHSA Approved PEI Plan as posted on the OAC website, 2011

Figure 26: California Population Distribution by Ethnicity, Los Angeles County as Reported
in the MHSA Approved PEI Plan

NOTE: A profile of African American clients served and the number of properly trained
California mental health workforce.

LA COUNTY DMH COUNTYWIDE TRAINED MENTAL HEALTH
AFRICAN AMERICAN | AFRICAN AMERICANS PROFESSIONAL WORKFORCE,
POPULATION, 2009’ SERVED 2007-2008? ALL ETHNCITIES?

817,273 51,308 Psychiatrist 1,852
Psychiatric MH 100
Nurse Practitioner
Licensed Clinical 4,038
Psychologist
Licensed Clinical 3,907
Social Worker
Marriage & Family 5,844
Therapist
Associate Clinical 2,419
Social Worker
Marriage & Family 3,162
Therapist Intern

Source: 1. U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
2. California Department of Mental Health (DMH) CS], total unduplicated clients served in 2007-2008,
as of March 17, 2011
3. California Board of Behavioral Sciences, Demographic Report, 2007

13




Service Delivery | May 2012

.t e | et W e | e

S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

Alameda County
= White = Asian/PI
EHispanic/Latino B Black/African American
B Multi-Race/Other O Native American

4% 1%

Source: California MHSA Approved PEI Plan as posted on the OAC website, 2011
Figure 27: California Population Distribution by Ethnicity, Alameda County as Reported in
the MHSA Approved PEI Plan

NOTE: A profile of African American clients served and the number of properly trained
California mental health workforce.

ALAMEDA COUNTY DMH COUNTYWIDE TRAINED MENTAL HEALTH
AFRICAN AMERICAN AFRICAN AMERICANS ROFESSIONAL WORKFORCE,
POPULATION, 2009 SERVED 2007-2008? ALL ETHNICITIES?
183,778 11,890 Psychiatrist 314
Psychiatric MH 13
Nurse Practitioner
Licensed Clinical 1,128
Psychologist
Licensed Clinical 1,013
Social Worker
Marriage & Family 1,428
Therapist
Associate Clinical 493
Social Worker
Marriage & Family 658
Therapist Intern

Source: 1.U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
2. California Department of Mental Health (DMH) CSI, total unduplicated clients served in 2007-2008,
as of March 17, 2011
3. California Board of Behavioral Sciences, Demographic Report, 2007
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San Bernardino County

®E Hispanic m White
H African American @ Asian/PI
m Other O Native/Indigeous

2%, 1%

Source: California MHSA Approved PEI Plan as posted on the OAC website, 2011
Figure 28: California Population Distribution by Ethnicity, San Bernardino County as
Reported in the MHSA Approved PEI Plan

NOTE: A profile of African American clients served and the number of properly trained
California mental health workforce.

SAN BERNARDINO COUNTY DMH COUNTYWIDE TRAINED MENTAL HEALTH
AFRICAN AMERICAN AFRICAN AMERICANS PROFESSIONAL WORKFORCE,
POPULATION, 2009 SERVED 2007-20082 ALL ETHNITICIES?
166,671 5,916 Psychiatrist 202
Psychiatric MH 10
Nurse Practitioner
Licensed Clinical 319
Psychologist
Licensed Clinical 452
Social Worker
Marriage & Family 562
Therapist
Associate Clinical 372
Social Worker
Marriage & Family 409
Therapist Intern

Source: 1. U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
2. California Department of Mental Health (DMH) CS], total unduplicated clients served in 2007-2008,
as of March 17, 2011
3. California Board of Behavioral Sciences, Demographic Report, 2007
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San DIEGO County

Source: California MHSA Approved PEI Plan as posted on the OAC website, 2011
Figure 29: California Population Distribution by Ethnicity, San Diego County as Reported in
the MHSA Approved PEI Plan

NOTE: A profile of African American clients served and the number of properly trained
California mental health workforce.

SAN DIEGO COUNTY DMH COUNTYWIDE TRAINED MENTAL HEALTH
AFRICAN AMERICAN AFRICAN AMERICANS PROFESSIONAL WORKFORCE,
POPULATION, 2009 SERVED 2007-2008? ALL ETHNICITIES?
148,147 5,653 Psychiatrist 629
Psychiatric MH 39
Nurse Practitioner
Licensed Clinical 1,558
Psychologist
Licensed Clinical 1,327
Social Worker
Marriage & Family 1,599
Therapist
Associate Clinical 553
Social Worker
Marriage & Family 893
Therapist Intern

Source: 1. U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
2. California Department of Mental Health (DMH) CSI, total unduplicated clients served in 2007-2008,
as of March 17, 2011
3. California Board of Behavioral Sciences, Demographic Report, 2007
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Sacramento County

B Euro American EHispanic/Latino American

HE Asian American/Pacfic Islander® African American
E Other ONative American

2% 1%

Source: California MHSA Approved PEI Plan as posted on the OAC website, 2011
Figure 30: California Population Distribution by Ethnicity, Sacramento County as Reported in
the MHSA Approved PEI Plan

NOTE: A profile of African American clients served and the number of properly trained
California mental health workforce.

SACRAMENTO COUNTY DMH COUNTYWIDE TRAINED MENTAL HEALTH
AFRICAN AMERICAN AFRICAN AMERICANS PROFESSIONAL WORKFORCE,
POPULATION, 2009' SERVED 2007-20082 ALL ETHNICITIES?

135,243 7,714 Psychiatrist 219
Psychiatric MH 4
Nurse Practitioner
Licensed Clinical 407
Psychologist
Licensed Clinical 677
Social Worker
Marriage & Family 685
Therapist
Associate Clinical 378
Social Worker
Marriage & Family 433
Therapist Intern

Source: 1. U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
2. California Department of Mental Health (DMH) CS], total unduplicated clients served in 2007-2008,
as of March 17, 2011
3. California Board of Behavioral Sciences, Demographic Report, 2007
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Source: California MHSA Approved PEI Plan as posted on the OAC website, 2011

Figure 31: California Population Distribution by Ethnicity, Riverside County as Reported in
the MHSA Approved PEI Plan

NOTE: A profile of African American clients served and the number of properly trained
California mental health workforce.

COUNTYWIDE TRAINED MENTAL HEALTH

RIVERSIDE COUNTY DMH

AFRICAN AMERICAN AFRICAN AMERICANS PROFESSIONAL WORKFORCE,
POPULATION, 2009 SERVED 2007-20082 ALL ETHNICITIES?
125,487 4,430 Psychiatrist 120
Psychiatric MH Nurse 7
Practitioner
Licensed Clinical 276
Psychologist
Licensed Clinical Social 379
Worker
Marriage & Family 636
Therapist
Associate Clinical Social 223
‘Worker
Marriage & Family 399
Therapist Intern

1. U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
2. California Department of Mental Health (DMH) CS], total unduplicated clients served in 2007-2008,

as of March 17, 2011
3. California Board of Behavioral Sciences, Demographic Report, 2007

Source:

18




Service Delivery | May 2012

Table 19: Rank Order by Counties with Highest Number of Blacks/ African Americans by
those Receiving Unduplicated Services in California Department of Mental Health (DMH),

FY 2007-2008
Total African % %
Total African Total California Yo Americans Total Total
American Residents by Total African Receiving California African
Counl‘yl gesidenls by County, 2009 American Undgglg. cated Residents in American
ounty, 2009* Residents Serves in DMH DMH Residents in
FY 2007-2008" by County DMH
Los Angeles 817,273 9,848,011 0.52%
Alameda 183,778 1,491,482 12.3% 11,890 0.80% 6.5%
San Bernardino 166,671 2,017,673 8.3% 5,916 0.29% 3.6%
San Diego 148,147 3,053,793 4.9% 5,653 0.19% 3.8%
Sacramento 135,243 1,400,949 9.7% 7,714 0.55% 5.7%
Riverside 125,487 2,125,440 5.9% 4,430 0.21% 3.5%
Contra Costa 93,901 1,041,274 9.0% 3,610 0.35% 3.4%
Solano 54,425 407,234 13.4% 1,360 0.33% 2.5%
San Francisco 47,596 815,358 5.8% 5,384 0.66% 11.3%
Orange 47,464 3,026, 786 1.6% 1,753 0.06% 3.7%
San Joaquin 46,520 674,860 6.9% 2,005 0.30% 4.3%
Fresno 45,587 915,267 5.0% 2,560 0.30% 5.6%
Kern 44,334 807,407 5.5% 1,602 0.20% 3.6%
Santa Clara 41,949 1,784,642 2.4% 676 0.04% 1.6%
San Mateo 20,987 718,989 2.9% 1,131 0.16% 5.4%
Stanislaus 13,596 510,385 2.7% 414 0.08% 3.1%
Ventura 13,220 802,983 1.6% 373 0.05% 2.8%
Monterey 11,721 410,370 2.9% 315 0.08% 2.7%
Kings 10,943 148,764 7.4% 320 0.22% 2.9%
Merced 9,051 245,321 3.7% 429 0.17% 4.7%
Santa Barbara 7,818 407,057 1.9% 283 0.07% 3.6%
Sonoma 7,655 472,102 1.6% 133 0.03% 1.7%
Marin 6,943 250,750 2.8% 251 0.10% 3.6%
Tulare 5,955 429,668 1.4% 283 0.07% 4.8%
San Luis Obispo 5,352 266,971 2.0% 99 0.04% 1.8%
Imperial 5,333 166,874 3.2% 88 0.05% 1.7%
Madera 5,153 148,632 3.5% 148 0.10% 2.9%
Placer 4,885 348,552 1.4% 64 0.02% 1.3%
Yolo 4,669 199,407 2.3% 177 0.09% 3.8%
Sutter/Yuba 3,325 165,539 2.1% 920 0.05% 2.7%
Butte 2,967 220,577 1.3% 171 0.08% 5.8%
Napa 2,848 134,650 2.1% 28 0.02% .98%
Santa Cruz 2,693 256,218 1.1% 110 0.04% 4.1%
Shasta 1,911 181,099 1.1% 79 0.04% 4.1%
Humboldt 1,410 129,623 1.1% 61 0.05% 4.3%
El Dorado 1,328 178,447 70% 46 0.03% 3.5%
Other Counties' 11,840 3,785,296 31% 419 0.001% 3.5%
Statewide Totals | 2,159,978 36,961,664 5.8% 111,373 301% 5.16%
Source: 1. Counties not listed, have no 2009 individual county data available on the African American population

as provided by the California Department of Mental Health (DMH) CSI; total unduplicated clients served
in 2007-2008 as reported March 17, 2011
2. U.S. Census Bureau, 2009 American Community Survey (no significant change from 2008 population)
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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 General (DHHS, 2001))
on health and mental health display the African American population as exhibiting
extremely poor health and mental health outcomes that lead to premature death and
disability, excessive risk factors for developing mental illness, and “high” utilization of
mental health services, and only three counties designed and funded “tailored” PEI
programs for African Americans (who are in the extreme high risk category).
This observation is made based on the fact that there are numerous research studies
that have documented positive prevention results of tailored PEI efforts and programs
for African Americans. These programs could have been identified and funded in the
county PEI plans, but African American tailored programs were missing in county plans.

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.

In California, rural and isolated counties face severe limitations related to resources,
properly trained care providers, and services. Rural and isolated counties are identified
in Figure 2a (GIS Map, page 18) as those counties coded in blue and or white. The African
American populations in rural, costal and isolated counties report the same issues as the
large urban areas.

How are mental health needs 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 African Americans need to reached for PEI efforts? What
mental health conditions do we need to prevent? Where do we target our PEI efforts?

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 illness by race. The few statistics 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; http://www.
nimh.nih.gov/statistics/index.shtml). However, this data is somewhat 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 “official” estimates.

Official DMH projections of need have been calculated, and are available on: http://
www.dmbh.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
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American population being served in 2007-2008, using Holzer’s formula to estimate
numbers of those in need. For the sake of conciseness, we have only included most of
those California counties where we held focus groups or interviews.

Table 20: Percent of Projected Need for County Mental Health Services among African
Americans met by Sampled Counties, 2007-2008

COUNTY NUMBER IN NEED | NUMBER OF UNDUPLICATED PERCENT OF PROJECTED
OF DMH SERVICES SERVICES BY COUNTY POPULATION SERVED
2007' FY 2007-2008 FY 2007-08

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%

"Numbers reported by DMH on above website as having been calculated using Holzer’s formula

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 Holzer's formula is that the 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 not 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. Table 21, below,
provides this comparison.
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Table 21: Comparison of the Percent of Need Met for Caucasians and African Americans,
2007-2008

COUNTY PERCENT OF PROJECTED PERCENT OF PROJECTED | DIFFERENCE BETWEEN
CAUCASIAN AFRICAN AMERICAN CAUCASIAN/
POPULATION SERVED POPULATION SERVED AFRICAN AMERICAN S
FY 2007-08 FY 2007-08 ERVICE 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 illustrates, 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 appears 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 Americans comprise

6.2% of California’s population (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 California’s African American population, and 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 illness provided
by formulas such as Holzers’ are inadequate. According to the DMH CSI database,
incidence of mental illness information is not available.

These caseload figures do not, however, reflect whether the services provided by
CDMH are adequate to the needs of the population, and our focus groups suggest that
they are not.
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D. COMMUNITY DATA COLLECTION WITH BLACKS

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 “etic” (cultural general) approaches when providing
services. Rather, we must be willing to consider the within group differences in our
community and to adopt “emic” (cultural 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 investigate before we identify practices that are “meaningful.” It
became very clear in order to 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 living in California, 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 3. Phase 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, Final Report Writing, and Developing and promoting
the State Strategic Plan.
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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. Conceptual and theoretical underpinnings
for the project design were based on a social ecological framework. 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. One major undertaking was to engage affected people in the CRDP 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-SBC project core collaborators included 12 individuals (listed in the proposal
and DMH contract); five regional consultants, and seven subject matter consultants.
Many were consumers and client family members, see page 14. Pre-planning involved
developing the project work plan, developing the selection criteria for the statewide
workgroup membership and identifying appropriate workgroup recruitment strategies.
The 12 individuals became key informants and consultants, and assisted with the
identification of potential members for the statewide Strategic Planning Workgroup
(SPW/). Each of the 12 individuals submitted names to be considered for membership
selection to the SPW. There were 165 individuals recommended for workgroup
membership. A telephone screening process (see Appendix H Screening Tool A, B, &
C) was conducted with the 165 individuals to determine interest, availability, level of
subject matter experience and contribution to meeting the project contract deliverables,
and ability to make a commitment for at least 12 months to work on the SPW. Final
selection was based 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 defined by project outcome expectations.

Statewide SPW member 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,
LGBTQI individuals, and representation of sub-target group populations (African
American, African, Afro-Caribbean, Afro-Latino, and African other nationalities).

The selected SPW included 42 members, as of June 1, 2010 (see Table 22). 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
project deliverables submitted. Those unable to meet workgroup deadlines and due
dates were invited to serve as Project Special Advisors, see Table 23 (listed individuals
volunteered to serve as project advisors). As the project continued to develop additional
consultants and contractors were added.
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MEMBER
V. Diane Woods, DrPH, MSN
Nacole Smith, MPH
Denise Hinds, DrPH
Linda Williams
Valerie Edwards, LCSW
Stephanie Edwards, MPA
Edward T. Lewis, MSW
Wilma L. Shepard, LCSW/
Reverend James C. Gilmer, MA
Daramola Cabral, DrPH, PA
Suzanne Midori Hanna, PhD, MFT
Richard Kotomori, MD
Walter Lam
Temetry Lindsey, DrPA
Erylene Piper-Mandy, PhD
Carolyn B. Murray, PhD
Maceo Barber, MFT Intern
Yewoubdar Beyene, PhD
Marva M. Bourne, DMFT
Gregory C. Canady
Nancy Carter
Gigi Crowder
Alemi Daba
Terri Davis, PhD
Don Edmondson
C Freeman, MD
Sabrina L. Friedman, EdD, NP-C
Lawford L. Goddard, PhD
Tracie Hall-Burks, LCSW
Melvora (Mickie) Jackson, MPA
Phyllis Jackson
Luvenia Jones
R. B. Jones
Bishop Ikenna Kokayi, MA
Lana McGuire, ACSW
Gloria Morrow, PhD
Musa Ramen
Linda Redford, LVN
Daryl M. Rowe, PhD
Madalynn Rucker, MA
Essence Webb, ACSW
Doretha Williams-Flournoy, MS
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Table 22: CRDP African American SPW Members, June 1, 2010

AREA OF INVOLVEMENT
Project Director
Project Associate
Prevention Specialist
Office Assistant
Consultant, Northern CA Region
Consultant, Southern CA Region
Consultant, Central CA Region
Consultant, Inland Empire Region
Consultant, Los Angeles Region
Consultant, Utilization & Culture
Consultant, Adolescent /Adult MH
Consultant, Psychiatric Medicine
African Immigrant Health Services
Behavioral Health Provider Services
Consultant, Psycho-Anthropology
Consultant Psychology/Academia
Stakeholder /Provider TAY
Mental Illness in African People
Marriage and Family Therapy
Client/Consumer/Stakeholder
Client/Consumer/Provider
Provider/Ethnic Services Manager
Ethiopian Consumer/Provider
Counseling Psychology
Consumer
Psychiatry & Neurology
Nurse Psychotherapy
African-Centered Sociology
Clinical Social Work
Forensics/ Client Family Member
CBO/Client Family Member LGBTQ
Client/Client Family Member
Consumer/Client Family Member
Stakeholder /Minister
Social Work/Client Family Member
Licensed Clinical Psychology
Consumer
Consumer
African-Centered Psychology
Provider/Client Family Member
Clinical Social Work

Provider
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PRIMARY COMMUNITY AFFILIATION
AAHI-SBC President /CEO; UCR Department of Psychology
AAHI-SBC Staff
AAHI-SBC Staff
AAHI-SBC Staff
Berkeley, University of California, School of Social Welfare
San Diego, Mental Health Services Response Team
Sacramento, Association of Black Social Workers
San Bernardino, African American Mental Health Coalition
Oxnard, MHSAOAC Services Committee
Contra Costa, John F. Kennedy University, Research Scientist
Riverside, Private Practice Marriage & Family Therapy
Riverside, Private Practice; JW Vines Medical Society (NMA)
San Diego, Alliance for African Assistance
San Bernardino, Inland Behavioral Health Services
Long Beach, University of California, Department of Psychology
Riverside, UCR, Department of Psychology
San Francisco County Department of Public Health, TAY
San Francisco, UCSF, Department of Social & Behavioral Sciences
Colton, Private Practice/ American Association of MFT
Oroville, African American Culture & Family Center
Los Angeles, National Alliance on Mental Illness (NAMI)
Alameda County, Behavioral Health Care Services
San Diego, Alliance for African Assistance
Contra Costa, John F. Kennedy University, Psychology Department
Black L.A. County Client Coalition/ MHSAOAC Committee
Los Angeles, Psychiatrist
Riverside, Private Practice; Azusa Pacific University
Oakland, Institute for the Advanced Study of Black Family Life
Sacramento, African American MH Providers Association
Contra Costa, Forensic Mental Health Clinical Services
San Diego, Karibu Center for Social Support & Education
Emeryville, POOL of Consumer Champions
East Palo Alto, Mental Health Community Advocate
San Diego, United African American Ministerial Action Council
Chico, Senior Social Worker Butte County
Upland, Private Practice Clinical Psychology
Oxnard, Life Skills Education & Vocational, Inc.
San Bernardino, Caretaker/Elderly/ Foster parent
Los Angeles, Pepperdine University, Department of Psychology
Sacramento, OnTRACK Program Resources

Sacramento Association of Black Social Workers

Sacramento, California Institute of Mental Health
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Table 23: CRDP African American SPW Special Advisors

Member

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 Bernardino 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
Sharon Yates

Consumer/
Client & Client Family Member

National Alliance for Mental Illness (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
Yolo County

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.0.A.LS. for Women, Oakland

Resources Alameda County
Hannah L. Head, MSN, 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 Marymount University
Los Angeles County
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Strategic Planning Workgroup (SPW ) Structure

The African American Strategic Planning Workgroup (SPW) was organized into three
levels of participation:

o Level 1: African American Health Institute of San Bernardino County
(AAHI-SBC) staff

o Level 2: AAHI-SBC project consultants

o Level 3: Statewide workgroup regional members

Level 1: The administrative team; day-to-day management of the project, ensure
the contract deliverables are on time, and the project is successful. AAHI-SBC staff
interacted in every aspect of the project. Office staff, expert consultants and select
representatives of the workgroup membership were responsible for completing the
CRDP Report for submission to the DMH. Participation in refining the final report was
based on “efficient” and “effective” utilization of project resources to meet deliverable
deadlines.

Level 2: The AAHI-SBC consultants provide input regarding project development and
implementation according to mental health best practice models. The AAHI-SBC staff
and consultants worked together to submit the application to the DMH, and worked
on the project according to identified and approved roles as stated in the executed
contract from the DMH. There were two types of consultants: Regional Consultants
and Subject Matter Expert Consultants. Regional Consultants were responsible for regional
project recruitment, informing the region related to the project, and to maintain
regional input into the project. Subject Matter Expert Consultants provided specific input
related to mental health expertise (i.e., psychiatric medicine, psychology, social work,
anthropology, epidemiology, behavioral health provider services, African immigrant &
refugee care, utilization, culture, adolescent and adult mental health). Each consultant
worked with the workgroup members on specific assignments for successfull creation
of the CRDP Report.

Level 3: Statewide Regional Workgroup members were volunteers. All individuals
signed a Workgroup Agreement to voluntarily serve on the CRDP to develop a
population report. Each member identified personal priority areas for working on the
CRDP Report, specific assignments and products to deliver according to pre-establish
times and due dates. Members represented the diversity of expertise from the mental
and behavioral health.

SPW members provide a wealth of lived experiences as well as personal and professional
affiliations, all combined to create a well rounded group. See Appendix K SPW structure
which include expectations for meetings, timelines, and work assignments. As the
CRDP process moved forward, emergent population needs required modifying the
SPW structure and workgroup assignments to efficiently meet contract deliverables.
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CRDP Population Report Background Information Gathering: The first statewide
meeting convened on June 1, 2010. The following were topics to be included in the
Population Report as identified in the DMH contract; each topic formed a section
group, each members choose a section to work on:

e Section 1: Documenting Disparities

e 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 Approaches

A critical first step was organizing to obtain background information for the report. We
divided the SPW into small section groups 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 from diverse 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 2010 to
December 2010 to 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 (see CRDP page at www.AAHI-SBC.org).

In addition to small section groups, we created five other teams, i.e., research design
team (for data collection protocols and the development of the focus group guide); data
collection team (facilitators & co-facilitators); data analysis team; data interpretation
team; and the writing team. 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 was responsible for reviewing the document for missing information, formatting,
including the qualitative and quantitative data, and finalizing the report for publication.
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Planning Meetings

Over the two year contract period, there were over 45 workgroup planning meetings
among SPW members that were conducted either in-person or by telephone conference
calls. Statewide meetings by project director included:

 Quarter #1 — Convened Statewide Pre-planning Mt, April 27, 2010 (in-
person), San Bernardino

o Quarter #2 — Convened Statewide Mt - June 1, 2010 (in-person),
Sacramento

o Quarter #2 — Convened Statewide Planning Retreat, Aug 13-15, 2010 (in-
person), Oakland

 Quarter #3 — Convened Statewide Mt- Sept 26, 2010 (in-person), Riverside
(UCR)

o Quarter #4 — Convened Statewide Mt - Jan 6, 2011 (telephone conference)

o Quarter #5 — Convened Statewide Mt, Mar 24, 2011 (in-person), San
Bernardino

o Quarter #5 — Convened Writing Team Mt, April 8, 2011 (in-person), San
Bernardino

o Quarter #5 — Convened Data Analyst Mt, May 17 & 18, 2011(in-person), San
Bernardino

 Quarter #6 — Convened Statewide Writing Team Mt, June 9, 2011 (in-
person), San Bernardino

e Quarter #6 — Convened Statewide Writing Team and Data Analyst Team
Mt, August 31, 2011 (tele-conf)

e Quarter #7 — Convened Statewide Writing Team combined Data Analysis
Team telephone conference call meetings: September 8, 2011; September 12,
2011 (continuation meeting); November 18, 2011

e Quarter #8 — Convened Statewide Data Interpretation Team Mt with
consumers, client & client family members, writing team and data analysts,
December 2, 2011 (in-person), Davis (UC Davis)

Other meetings included attending the County Director’s meetings, Ethnic Services
Managers meetings, workgroup meetings, MHS Oversight and Accountability meetings,
cultural competency summits, and collaborative meetings with the other CRDP SPW
contractors, Racial and Ethnic Mental Health Disparities Coalition (REMHDCO), and
contractors meeting with CPEHN (facilitator/writer for the Statewide Strategic Plan).

DMH collaborative meetings with State and County, attended by the African American SPW
project director (Dr. Woods), included:

September 24, 2009: MHSA OAC meeting, followed by the REMHDCO mt, Santa Ana
October 20, 2009: Statewide DMH CRDP Project contractors meeting, Sacramento

October 27, 2009: Contractors meeting with Rachel Gurrero & Autumn Valerio,
Sacramento

November 17-18, 2009: Cultural Competence Mental Health Summit XVI: Embracing
Social Justice and Equity to Build Healthier Communities, DMH Directors Association
meeting, Hyatt Regency San Francisco

129




Data Collection | May 2012

.t e | et W e | e S| R W S | B | e | B B ] R | B Bt B et B Bty | et | BN St BN | et Eleeete e

December 1-2, 2009: Older Adult System of Care Conference, DMH Directors
Association meeting, Convention Center, Riverside

February 10, 2010: 2010 California Mental Health Policy Forum, DMH Directors
Association & County Ethnic Services Managers meeting (in person) reported on
African American SPW proposal; Convention Center, Riverside

June 22, 2010: Statewide DMH CRDP contractors meeting, Sacramento

September 27,2010: DMH Ethnic Services Managers meeting (in-person), Sacramento;
distributed a package that included project timeline, structure of SP\W, Communication
Plan, dedicated website (www.AAHI-SBC.org) for SPW activities, project status report
and a draft copy of focus group schedule

February 8,2011: Statewide Ethnic Services Managers meeting (in-person), Sacramento

June 27, 2011: Panel presentation with SPW's to discuss the CRDP at the Northern CA
Mental Health Cultural Competence Summit, San Jose

June 28, 2011: Conducted workshop on community practices that work by presenting
three community leaders, advocates, and activists who shared positive work by the Black
community on mental health at the Northern CA Mental Health Cultural Competence
Summit, San Jose

August 2011: Panel presentation with SPW's to discuss CRDP at the Statewide NAMI
Conference, Sacramento

September 30, 2011 & October 1, 2011: Attended California Legislative Black Caucus
Policy Conference, Westin LAX, presented information about the CRDP and State
Strategic Plan; interest expressed by Senator Curren Price (Chair, Leg Black Caucus),
Assembly Member Mike Davis (Vice Chair), and Assembly Member Holly Mitchell;
Senator Price and Assembly Member Bradford sent representatives to the public
forums (October 11, 2011). Individual 30-day public review DRAFT copies of the
CRDP African American Population Report was shared with each caucus member.

November 1, 2011: Two presentations on the CRDP African American Population
Report were made at the 139th American Public Health Association Annual Meeting
and Exposition, Washington, DC, entitled: Session 4015.0 Community-based
Participatory Research and African Americans — “Analyzing Qualitative Data Using Four
Theoretical Perspectives to Understand Community-defined Evidence for Improved Mental Health
Outcomes in Black” - California Reducing Disparities Project (CRDP) African American
Strategic Planning Workgroup (SPW) Department of Mental Health by V. Diane
Woods, Dr.P.H., M.S.N., RN

November 1, 2011: Session 4160.01 — Community-based Participatory Research - In
Our Voices: Engaging People of African Ancestry in Defining Community Evidence for Improved
Mental Health Outcomes - California Reducing Disparities Project (CRDP) African
American Strategic Planning Workgroup (SPW) Department of Mental Health by V.
Diane Woods, Dr.P.H., M.S.N., RN

November 3, 2011: Presentation on the CRDP at the Cultural Competence Mental
Health Southern Region Summit XVII, Ontario Convention Center, Ontario, CA
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D2. PHASE IIl: POPULATION DATA COLLECTION
FOR COMMUNITY-DEFINED PEI PRACTICES

Data Sources: Data was collected from 10 sources.

Qualitative Sources

1. Key Informant Pre-Project Interviews
2. Focus Groups

3. Small Group Discussions

4. In-depth Interviews

5. Case Studies

6. Public Forums

Quantitative Sources

1. Telephone Surveys

2. Email Surveys

3. Focus Group Participant Surveys

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 services delivered to the African American population in
California, SPW members conducted four brief surveys, e.g., telephone survey, email
survey, focus group participant survey, and consumer, client, and client family member
survey. The primary question asked was, “What current community programs are you
aware of that are designed specifically for African Americans that you believe are truly helping
the population get good mental and behavioral health, which may or may not necessarily be funded
by the DMH?” Each survey however, investigated different aspects of the basic question.
Survey questions are discussed in each section below.

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.
Calls were made to key informants, stakeholders, County Ethnic Services Managers,
community leaders, providers and regional workgroup members. Four simple questions
were asked:

(1) In your opinion, are you aware of current programs or interventions in your
region that are tailored to the African American population for 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 identified during the call, 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? SPWW members also
attended diverse coalition, community, and professional meetings to 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.

Survey #2: Email Survey (Appendix B): In mid January 2011, we administered an
online survey, and repeated administration in February 2011 and March 2011. In
our efforts to identify emergent and promising practices, workgroup members chose
selection criteria based on group input and what African American scholars determine
are factors contributing to good mental and behavioral health for our population. Our
workgroup called their selection criteria PERAS, 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 Recovery. 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: Examines the processes which allow for the
illumination and liberation of the spirit (one’s spiritual essence).

PERAS Pillar 2: Faith or Spirit Based

A faith-based organization (FBO) is either a religious organization or a group with
administrative or financial ties 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)

PERAS Pillar 3: Ecological/Community

“Community Psychology” has fast become a science of prevention, community
intervention and social epidemiology, and its original focus was on social and cultural
influences on mental health. Today, “Community Psychology” examines ecological
issues beyond the individual 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 treating
our community, “Community Psychology” promotes the following themes which tend
to be promising as an effective approach for working more effectively with the African/
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African American community: (1) ecological perspectives; (2) cultural relevance and
diversity; and (3) empowerment. “Community Psychology” takes into consideration
social relationships, involves diverse community 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 solutions 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.
“Community Psychology” stresses prevention, empowerment, promotion of healthy
behaviors and contexts, and the 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 fax, 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, African 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 Fraternity, California Alliance of African American Educators,
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-SBC community mass email list (which includes
over 500 addresses).

Survey #3: Focus Group Participant Survey (Appendix C): Regional focus groups
were conducted from August 2010 to November 2010. At the beginning of each focus
group meeting participants were asked to complete a brief 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 comfortable in
engaging the focus group discussion. 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 mental health 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?
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Survey #4: Consumer, Client and Client Family Member Survey (Appendix
G): 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 sampling 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 to Blacks and those with mental issues. Meetings included: a
statewide CRDP African American Strategic Planning Workgroup session where each
member was expected to bring a consumer, or client or client family member; statewide
DMH regional stakeholder meetings, National Alliance for Mental Illness (NAMI)
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 each meeting participants completed the survey
onsite, which took less than 10 minutes. Consumer, Client and Client Family Member
survey was on-going during the 30-day public review period. 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 mental health PEI for Blacks.

Qualitative Data: Interviews

Qualitative data collection and background information development were sequential
processes. We initially started our data collection process by interviewing regional
key informants, focus groups, small group meetings and followed with in-depth
interviews to probe specifics related to practices and recommendations, followed by
a series of statewide public meetings to validate the Population Report content. The
primary questions centered around (1) understanding what good mental health is for Blacks,
(2) determining perspectives related to the CRDP, (3) a worldview of mental health issues and
solutions for Blacks living in California, and (4) areas of mental health concerns for the targeted
community.

Interviews #1: Key Informants

Interviews #2: Focus Groups

Interviews #3: Small Group Meetings

Interviews #4: In-depth/One-on-One/Case Studies

Interviews #5: Public Forums

Procedures: Workgroup members were assigned to a research design team, or data
collection team, or data analysis team. Standard procedures were developed and
implemented. Each team was expected to clearly document their qualitative procedure,
and data analysis process. The CDRP African American SPW project director was a
part of the decision-making for all data collection procedures.
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Interviews #1: Key Informants

At the beginning of the project development, 15 individuals were identified from each
region by word-of mouth, that included consumers, clients, client family members,
psychologists, marriage and family therapists, community advocates, special interest
groups such as youth, older adults and LGBTQ individuals with representation of
Blacks born in Africa, the Caribbean, and America, mental health providers, and county
mental health staff. Key informants included the five regional consultants (Valerie
Edwards, LCSW; Stephanie Edwards, MPA and client family member; Edward T. Lewis,
MSW, Association of Black Social Workers; Wilma L. Shepard, LCSW; and Reverend
James C. Gilmer, MA, consumer and advocate); seven subject matter experts (Walter
Lam, African Immigrant Health and consumer; Temetry Lindsey, DrPA, Behavioral
Health and California Association of Primary Care Providers; Richard Kotomori, MD,
Psychiatric Medicine; Daraméla Cabral, DrPH, PA, Epidemiologist; Suzanne Midori
Hanna, PhD, MFT, Adult and Adolescent Behavioral Health; Erylene Piper-Mandy,
PhD, Psychological Medical Anthropology; Carolyn B. Murray, PhD, Association of
Black Psychologists) and three SPW members (Gloria Morrow, PhD., Psychologist
and Cultural Competence Master Trainer; Phyllis Jackson, CBO Executive, client
family member, LGBTQ; and Terri Davis, PhD, Counseling Psychology). Information
obtained from key informants was fundamental to developing the CRDP pre-planning,
identifying potential statewide SP\W members from each region, and providing insight
on African and African American mental health issues for guiding the project process.
Key informants were interviewed by the CRDP African American SPW project director,
and the epidemiologist.

Interviews #2: Focus Groups
Focus Group Ecological Research Design

Focus Group Guide (Appendix D): A Focus Group Guide was developed using principles of
African-Centered psychology, sociology, anthropology, and a public health ecological
perspective. The overall question to be explored was, “What do Black people living in
California need in order to get appropriate help for mental and behavioral issues?” Research
questions centered on the perspectives of the population related to prevention and early
intervention (PEI), the mental health system, care received, and what characterized
“good mental and behavioral health.” A social ecological conceptual model was utilized

to design the focus group guide.

Social Ecological Model (Stokols, 1996): The Social Ecological Model considers the complex
interactions (mesosystems) between macro and micro-level factors (including
individual, family, community, policy, and societal factors), see Figure 32. Conceptually,
the model allows consideration of the interplay between factors and to critically address
the potential for additive and multiplicative interactions among contributing factors
in elucidating mediators of mental health disparities among Africans in America. Dr.
Woods has successfully applied a social ecological model construct to countywide
strategic health planning in the African American Health Initiative (Woods, 2004c);
with Black men and prostate cancer prevention and early detection (Woods et al.,
2006); policy analysis with HIV/AIDS (Woods et al., 2008); with the development of a
community-based prevention system for African American and other people of African
descent (Woods, 2009), and with statewide African American Initiative for access to
care with the CA Department of Managed-Care Office of the Patient Advocate (OPA)
(2009-2011).
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Figure 32: A Social Ecological Model

Systems Level Model: A System Level Model provided the paradigm for the focus group
methodology, see Figure 33. A systems paradigm supported the process for utilizing
a series of open ended questions to explore in a naturalistic setting multiple-level
responses such as storytelling, case histories, symbolism, and relational issues (being,
belonging, and becoming). Questions were intended to explore potential for exosystems
(additive and multiplicative models and effects); metasystems (indirect impact of events
or factors on individuals and family members, from the direct impact on others in the
family); macrosystems, mesosystems, and microsystems (evaluating proximal and distal
factors, emotional and behavioral needs include families, cultural norms and values, and
service sectors such as schools, health centers, specialty mental health systems, justice
systems, protection services, and substance use treatment systems).

Other theoretical constructs requiring exploration was what influences structure,
process and outcomes. Critical factors were: historical/social and public policy;
community (culture and values); social institutions (culture and values); interpersonal/
family/social networks; individual self-efficacy and resiliency (skills, abilities, cultural
realignment).
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Figure 33: A Systems Level Model

Focus Group Structure: The SPW decision-making process was by consensus. A decision
was made to conduct focus groups in each five regions of the state, see Figure 2. The
number of focus groups per region was determined by the project regional consultants
and the density of the population in each of the areas. A team of three individuals were
identified to conduct all focus groups. For standardization and procedure consistency,
the data collection team included a primary facilitator and the project director/facilitator,
and when appropriate a videographer. Sessions were audio taped, and when possible
videotaped for data collection and retrieval.

Focus Group Recruitment: SPW regional consultants were responsible for recruiting
all focus group participants and for arranging logistics for each focus group meeting.
Participant criteria were self-identified person of African ancestry, adult, California
resident, and knowledge of the local mental and behavior health system or had
experiences with the system and/or clients. Individuals were recruited from 19
different categories including, African American citizens, African immigrants, African
nationalities, clients, consumers, family members, faith community, grassroots
organizations, homeless, forensics, LGBTQI, substance abusers, foster care, older adults,
musicians, artist, youth (students), government officials, mental health providers, social
workers, African mental health workers, educators, teachers & academics. Participants
were from diverse sub populations of African ancestry, who self-identified as African
American, Continental African, Afro-Caribbean, Afro-Latino, Afro-Native American,
and African other nationalities. Maximum participant was eight individuals for each
focus group. This limit was imposed to ensure that every person had an opportunity to
contribute to the discussion.
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Focus Group Procedure: All focus group meetings lasted approximately 2 hours. Each
individual was offered a $50.00 cash gift for participation. Participants signed a consent
form, completed demographic information, and a short 5-question survey regarding
thoughts, beliefs, and practices related to mental health. Participants were given the
opportunity to use their actual name or a fictitious name, based on their comfort in
sharing information. Participants were informed that data would be aggregated and
reported without name identification. Some individuals gave verbal and written
permission to use their names in the report. Focus group sessions were conducted in
locations that were comfortable and familiar to participants, and offered easy access.
During the focus group meetings participants sat in a circle facing each other to facilitate
group discussion.

Focus Group Facilitators: Focus group facilitators were of two different backgrounds. One
was a culturally competent trained social scientist, university professor, and a mental
health client family member primary caretaker for over 30 years. The other facilitator
was a licensed clinical psychologist, trained in African-Centered psychology, and had a
large client practice in Los Angeles. Both were experienced in focus group facilitation.
The assistant facilitator (project director) was a trained qualitative research scientist
experienced in community-based participatory research, public health, social and
behavior health, experienced in directing and delivering mental health services, and
also a mental health client family member. The intent for using two different facilitation
styles was to increase group discussion engagement of diverse participants.

Focus Group Data Analyses: To ensure culturally appropriate analysis and interpretation,
diverse data analysts were employed. A second client family member was unable to
continue due to family crises. Analysts represented people of African ancestry that
varied in age, experience, profession, and California regions including:

o A Community Advocate (Los Angeles Region)
o Client Family Member Social Scientist (Northern & Central Region)
» Experienced African-Centered Psychologist and Researcher (Out of State)

 Experienced African-Centered Sociologist and Researcher (Bay Area
Region)

Trained Public Health Qualitative Researchers (Southern Region)

Each analyst was given a CD with verbatim transcripts for 35 focus groups, in addition
to a paper copy of each transcript. Diverse qualitative software, such as ATLAS.
ti, NVivo and SPSS, as well as manual data extraction was utilized for analyses. The
intent was to reduce analysis outcome bias and strengthen the probability for proper
interpretation and appropriate understanding of the population. Each analyst used his/
her preferred qualitative analysis techniques. The community advocate was instructed
by the African American CRDP director in manual data extraction using line by line
qualitative methods.

Interviews #3: Small Group Meetings

Small group meetings were convenient samples. The project director was notified of
several large state meetings or conferences related to mental health, and invited small
group gatherings; a total of 6 small meetings. Conference organizers were contacted
and a request was made for SPW members to attend and collect data on the CRDP.
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Meetings included: the National Alternative 2010 Conference (for mostly mental health
consumers), 2011 Northern Region Cultural Competency and Mental Health Summit,
a church conference, 2011 California National Alliance on Mental Illness (NAMI)
Conference, and a meeting with Black Los Angeles County Client Coalition (BLACCC).
The CRDP African American SPW project director (Dr. Woods) and SPW members
collected the data.

Meeting #1 & #2: National Alternative 2010 Conference was held September 29 to October 3,
2010 in Anaheim, California. This national mental health conference was organized by
and for mental health consumers and survivors for in-depth technical assistance on peer-
delivered services and self-help recovery models, as well as providing an environment
for social networking, artistic expressions, and health. There were over 1,000 in
attendance, mostly clients and consumers. Our SPW members attended two separate
meetings of interest to collect data, (the African American Caucus (31 attendees) and
the LGBTQI Caucus (25 attendees). The project director was notified the day before
the meeting, however, our CRDP SPW mental health clients and consumers were
able to obtain agreement from caucus leaders to allow attendance and data collection.
This indeed demonstrated the power of consumers and clients as active participants
in the CRDP process and to ensure that the voices of those most affected were heard.
Information obtained centered on issues and concerns of each group. Individual
members were invited to talk to Dr. Woods after the meetings. The Alternative 2010
Conference was funded by the U.S. Department of Health and Human Services (DHHS)
Substance Abuse and Mental Health Services Administration (SAMHSA) Center for
Mental Health Services (CMHS), Washington, D.C.

Meeting #3: 2011 Northern Region Cultural Competency and Mental Health Summit XVII took
place on June 27th and 28th, 2011 in San Jose, California. This summit was sponsored by
the County of Santa Clara, the California Mental Health Directors Association, and the
California Institute of Mental Health. Over 500 were in attendance. The CRDP African
American SPW project director and SPW members attended and conducted one-on-
one interviews, obtained information from groups, and participants of a 1.5 hour
interactive workshop conducted by our SPW and African American community leaders
(10 gave comments). One small group discussion was conducted with an Ethiopian
mental health support group (10), African Immigrant Ethnic Cultural Communities
Advisory Committee (ECCAC) of Santa Clara County; leader Mohammed Ali and co-
leader Semert Haile. Information obtained related to meaningful practices of and for
Black people for good mental health and culturally appropriate service delivery.

Meeting #4: 2011 Ephesus Empowerment Conference convened in Fontana at the Ephesians
New Testament Church under the spiritual leadership of General Elder Emory B. James.
The community conference was conducted for an entire week (August 14 to 18,2011).
The CRDP project director was invited to speak to the church leaders on August 16, at
which time the survey was conducted. A total of 10 individuals completed the survey.

Meeting #5: 2011 National Alliance on Mental Illness (NAMI) Conference convened August
19 & 20 in Sacramento at the Double Tree Hotel, Point West Way. A workshop was
conducted with consumers that were deaf and hard of hearing. There were 5 panel
participants who shared their experiences with mental health issues.

Meeting #6: 2011 Black Los Angeles County Client Coalition (BLACCC) members met at a client
resident in Long Beach on December 30, 2011. The meeting was arranged by a county
mental health advocate and member of BLACCC. Some group members had expressed
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that they really wanted to make sure their input was captured and documented in
the report. All conversations were video recorded. There were seven (7) individuals
present. All were clients or client family members and currently use the Los Angeles
County public mental health system. Participants represented the cities of Long Beach,
San Pedro, and Inglewood.

Interviews #4: In-depth One-on-One and Case Studies

By word-of-mouth, SPW members identified individuals to participate in one-on-one
in-depth interviews; a total of 43 participants. Questions under investigation were
intended to obtain deeper insight into community practices recommended by the
population. In-depth interviews provided the opportunity to develop case studies. Case
studies are presented to highlight specific insightful findings that help to illuminate the
complexity of solutions needed to better respond to the needs of the African American
population. Practices identified in each case study are real and implemented by the
leadership of the Black community. Many of these practices are NOT funded my MHSA
or the county DMH. The CRDP African American SPW director conducted all in-depth
interviews, in addition to one other SPW research design team member. Interviews
lasted for at-least one hour. The following questions were investigated:

«  Tell me about who you are?

» What interest do you have in good mental health for African Americans and other
people of African heritage living in California?

«  Describe interventions and practices that you believe are prevention and early
intervention (PEI) methods to help African Americans and other people of African
ancestry have good mental health?

« What changes do you recommend that the State of California needs to put in place
in order for African Americans and other people of African ancestry to get mental
health services that will truly help them?

»  Any additional comments about your community and the public mental health
service delivery system?

Interviews #5: Regional Public Forums

Final data collection for this CRDP consisted of a series of public meetings convened
in each region during October 2011. The intent of public meetings was to continue the
community engagement process so that all interested individuals and people of African
ancestry could have the opportunity to give additional input into the Population Report
before it was finalized. The goals of the public meetings were to validate content and to
obtain additional specific PEI practices and recommendation the population felt needed
to be included in the report. Six (6) public meetings were conducted during the 30-day
public review period of the DRAFT Population Report.

Additional request for three regional meetings (in Solano, Monterey and Long Beach)
extended the data collection to December 30, 2011. The Long Beach meeting was
scheduled as a small group meeting of clients, client family members and consumers.
A total of nine regional public forums were conducted. Meetings followed the same
protocol, i.e., two hour sessions, video or audio taped, in addition to field notes taken
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summarizing information shared. All participants were adults and gave verbal consent
to participate and to use or not use name in the final report. An agenda was provide with
three items for public comment, (1) report content, (2) additional recommendations or
community practices, and (3) additional recommendations for inclusion in the state
strategic plan. Meeting discussions were facilitated by the CRDP director (Dr. Woods)
at the locations below:

Regional Public Forums

DATE TIME LOCATION ATTENDEES
October 7, 2011 8:00am to 9:30am AAHI-SBC 15
Regular Community Meeting

1800 Western Ave, San Bernardino
October 11, 2011 11am to 1pm The California Endowment 32

Downtown LA, 1000 Alameda St.,

Los Angeles
October 12, 2011 12noon to 2pm Maxine Waters Employment Center 10
10925 South Central Ave, Los Angeles
October 17, 2011 4:30pm to 6:30pm ~ Tubman Chavez Multicultural Center 11
415 N. Euclid Ave., San Diego
October 18, 2011 5:30pm to 7:30pm The DuBois Institute 50
2060 University Ave., Suite 102, Riverside
October 27, 2011 5:00pm to 7:00pm African American Art 20
& Culture Complex
762 Fulton Street, San Francisco

October 29, 2011 11lam to 1pm Double Tree by Hilton Sacramento 12

2001 Point West Way, Sacramento
November 30,2011  6:30pm to 8:30pm Solano County, Multi-Purpose Room 13

2101 Courage Drive, Solano
December 15,2011  6:00pm to 8:00pm Friendship Baptist Church 22
1440 Broadway Ave, Seaside,
Monterey County
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D3. DATA ANALYSIS AND RESULTS

What is data analysis?

Data analysis is a careful, precise technique that follows a specific process. That
process involves inspecting, cleaning, transforming, and displaying the data to obtain
knowledge discovery for conclusions, and decision-making. The knowledge discovery
is for descriptive and predictive purposes. Data analysis will describe the information
collected. Then the data is further examined to determine future predictions of the
subject under investigation. For the purposes of our report, the subject is mental health
issues in the Black population, and specifically PEI practices and recommendation based
on the perspective (or opinions) of the Black population.

Methods and Results

Data sets serve to organize and display how we obtained information from the
population. There were five different data sets to be analyzed; Table 26 is a summary of
each. Each data set and results will be discussed separately. Data set #1 combined all
surveys; a total of 635. The total for all data sets equaled 1,224. However, total project
participation cannot be determined by adding all five data sets because overall project
participation varied, and project participants engaged in diverse sampling methods.
For example, the 260 focus group surveys were completed by the 260 focus group
participants, however focus group data and survey data are different data sets, therefore
only 260 individuals should be counted for project participants. Another example, of
the 43 one-on-one interviewees, eight had participated in a focus group or small group
meeting, or completed a consumer, client, client family member survey. The eight are
only counted one time as project participants.

Table 26: Summary of Data Sources by Data Sets

# PARTICI-
PANTS

# MEETINGS

DATA SET #1 Regional Surveys
Telephone (n=66)
Email (n=4)
Focus Group Participant (n=260)

Consumer, Client, Client Family
Member (n=305)

DATA SET #2 Regional Focus Groups 35 260

DATA SET #3 Small Group Meetings 6 98

DATA SET #4 Regional In-depth (1 on 1) 43
Interviews

DATA SET #5 Regional Public Forums 9 188

Note: Total participants cannot be added because 34 individuals participated more than
one time. For examples see below; of the 5 who participated in the phone survey, they
also participated in at least one other set; of the 12 who participated in focus groups
they also participated in at least one other set, etc.
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DATA SET # PARTICIPANTS - TOTAL % TOTAL
MORE THAN ONE SET PARTICIPANTS IN PARTICIPANTS IN
DATA SET MORE THAN ONE SET
Phone Survey 5 66 7.58%
Focus Group 12 260 4.62%
1 on 1 Interview 8 43 18.60%
Small Group Meeting 2 98 2.04%
CCC Family Member Survey 13 305 4.26%
Public Forum 4 188 2.13%

The intent of mixed data collection methods was to triangulate data input to obtain
relevant information from many perspectives to better understand PEI needs of the
population. One to one interviewees wanted to give more in-depth information about
their lived experiences and personal interaction with their county DMH.

In the process of cleaning our data to identify the total single individual participant
count, we removed duplicates. We counted each person only one time for a total of
1,195 “unduplicated” individual participants in the African American CRDP. This
unduplicated number includes all data set participants, in addition to 200 Africans in
the Banche Project, one prison inmate, 24 contractors (some volunteered their time and
resources) and community volunteers, and 16 student interns and research assistants.
See Table 27 for a total project participation count by groups.

Table 27: Total Project Participation Unduplicated Count

GROUPS # UNDUPLICATED PARTICIPANTS

5 Data Sets = 1,224 participants 930
- 260 focus group survey participants removed
- 34 individuals who participated more

than one time removed

Banche Project 200

SPW Members & Consultants & Advisors 25
- 33 individuals removed

Contractors & Community Volunteers 24

Student Interns & Research Assistants 15

- 1 individual removed
Prison Inmate 1
TOTAL 1,195

A demographic profile of the 1,195 CRDP participants indicated we were successful
in including a diverse sub-group of the population by ethnicity, LGBTQI, age range,
and consumer status. See Table 28 for a demographic profile of self-identified project
participants.
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Table 28: Summary Demographic Profile of the African American CRDP 1,195 Unduplicated
Participants

ETHNICITY

African American/Black:
African 225
Afro-Caribbean: 6
Asian: 3
Haitian: 1
Latino: 10
White: 25

GENDER:

Male: 38.1% Female: 61.9%

LGBTQI'

AGE RANGE:

17 - 82

AVERAGE AGE:

CONSUMER, CLIENT, CLIENT FAMILY MEMBER:'
50%

'Individuals disclosed status either on a survey response or during group discussion; we
believe the percent is much higher than what participants have disclosed.

Note: The unduplicated count includes participants from the following categories:

e 58 SPW members, consultants & advisors

e 24 contractors and community volunteers

e 16 student interns & research assistants

¢ 1 prison inmate

» 200 Banche Project survey participants

260 focus group participants

e 43 one-on-one, in-person in-depth interviewees

e 98 small group meeting participants

* 374 telephone, online, and consumer/client & family survey participants

188 public forum attendees

Table 29 is a summary of all project participants by resident county based on reported
African Americans using the DMH services in Fiscal Year 2007 to 2008. Color coding
in the table corresponds with the color coding in the GIS mapping (see Figure 2a) of the
total African American population living in California. Table 29does not include counties
where data was not available from the DMH on the African American population.
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Table 29: Summary of All African American CRDP Participants by Resident County

Coun %% F:;‘?E 2 |vE L8 el |og E'_‘;} — o d E‘uuhbg segd | us
m§3 EEE 5_5 “'uang ""Um =5 E.-‘E mui EUU”‘EU‘ mr.:..i: m e
Total' 58 25 16 70 260 260 43 98 305 188 200
Los Angeles 10 1 1 15 45 45 22 12 74 42 89
Alameda 8 7 6 27 27 3 17 12 3 14
San Bernardino 11 8 1 6 35 35 8 12 66 22 11
San Diego 6 1 7 43 43 1 13 11 20
Sacramento 5 1 5 27 27 1 24 10 3
Riverside 5 2 5 4 16 16 3 46 43 20
Contra Costa 2 4 7 7 2 4 5
Solano 1 1 1 14 14
San Francisco 2 1 1 2 3 3 3
Orange 1 1 2 6
San Joaquin 1 8 8
Fresno 1 1 5 5 10
Kern 1 8 8 1 3
Santa Clara 1 3 12 2 1
San Mateo 2 2
Stanislaus 2
Ventura 2 4 28 28 1 3 1
Monterey 2 20 20
Kings
Merced 1 10
Santa Barbara
Sonoma 1 3 1 1
Marin 2 3 3 3
Tulare
San Luis
Obispo
Imperial 1
Madera 1
Placer 1 1
Yolo 1 1 2 2 2
Sutter/Yuba
Butte 2 2 9 9 2
Napa 1
Santa Cruz
San Benito 2 2
Humboldt
El Dorado 1 i
Others” 1 9 35 1 10 10

'"Total includes all participants in each category, including individual duplication across categories
#Others” includes individuals who did not identify a resident county

Note: Color corresponds to the GIS map in Figure 2a & 2b. Excluded are counties where data was not available from DMH
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Of the 58 counties in California, six counties are the home of 73% of the African
American population (37.8% in Los Angeles; 8.7% in Alameda; 7.7% in San Bernardino;
6.5% in San Diego; 6.4% in Sacramento; and 5.6% in Riverside). An additional 19.5% of
the population lives in 8 other counties (4.34% in Contra Costa; 2.52% in Solano; 2.20%
in San Francisco; 2.19% in Orange; 2.15% in San Joaquin; 2.11% in Fresno; 2.05% in
Kern; and 1.94% in Santa Clara). A total of 92.5% of the African American residents live
in 14 of California’s 58 counties.

Significant to the geographic disbursement of the African American population is
the ability of our CRDP to reach and include the greatest number of people possible
and to include regional variations. In the top 14 counties where 92.5% of the African
American population lives, we secured 100% project participation (see Table 29). Of the
36 counties listed in Table 29, we successfully included participation from 28 (77.78%)
counties; representing 106 different cities (see Table 30). Distribution of participants
by our five project regions included 27.84% Los Angeles area; 26.81% Inland Empire;
25.30% Northern & Bay Area; 11.14% Central; and 8.91% Southern.

Table 30: All CRDP African American SPW Participants by Resident City

Antioch Elk Grove Monterey San Francisco Dublin
Adelanto Encino Murrieta San Jose El Cajon
Alameda Fairfield Newark San Marcos El Cerrito
Albany Fontana Newbury Park San Pedro Menifee
Alta Loma Fresno Newhall Santa Ana Mill Valley
Altadena Gardena North Highlands Santa Clara Mira Loma
Apple Valley Harbor City Novato Santa Monica San Anselmo
Athens Village Hawthorne Oakland Seaside San Bernardino
Azusa Hayward Ontario Sebastopol San Diego
Bakersfield Hempstead Oroville Simi Valley Moreno Valley
Baldwin Park Hercules Oxnard Spring Valley Downey
Beaumont Hesperia Pacific Grove Stockton Marysville
Benicia Highland Palm Desert Suisun City Salinas
Berkeley Hollister Palm Springs Temecula Hemet
Burbank Hollywood Pasadena Union City Davis
Chico Inglewood Perris Upland Marina
Chino Hills Lake Elsinore Pomona Vacaville Sacramento
Chula Vista Larkspur Port Hueneme Valencia Yucaipa
Colton Lodi Rancho Cucamonga Vallejo
Compton Loma Linda Rialto Ventura
Corona Long Beach Richmond Victorville
Dana Point Los Angeles Riverside West Covina

We were successful in reaching our projected 19 different categories of target specific
participants (see Table 31) such as: African American citizens, Africans, clients & family
members, consumers, faith community, grassroots organizations, homeless, forensics,
LGBTQI, substance abusers, foster care, older adults, musicians, artist, youth (students),
government officials, mental health providers, social workers, Black mental health
workers, educators, teachers, and academics.
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Table 31: Interview Locations and Target Groups

Richmond Seniors 50 years and older, Consumers, Advocates, Providers
Oakland Client Family Members & Consumers
Qakland Transitional Aged Youth (TAY)
Oakland Black Providers
East Bay Area Adult Consumers, Client & Client Family Members
Alameda Consumers & Client Family Members
San Jose Consumers, Client Family Members, Providers, Advocates
Sacramento Clients, Consumers & Advocates
Chico Rural Client, Client Family Members & Consumers
Sacramento LGBTQI
Sacramento Foster Parents
Lodi Providers & Client Family Members
Fresno Providers & Client Family Members & Advocates
San Diego Client & Consumers
San Diego LGBTQI Gay Clients & Consumers
San Diego African Immigrants & Refugee Consumers
San Diego Advocates & Client Family Members
San Bernardino Client Family Members & Advocates
San Bernardino Clients, Client Family Members & Providers
San Bernardino Ministers & Pastors
Palm Desert Consumer & Provider
Bakersfield Clients & Providers & Advocates
Victorville Providers, Consumers & Advocates
Riverside Transitional Aged Youth (TAY) College Students
Riverside Providers & Advocates
Upland Client Family Members & Advocates
Oxnard Transitional Aged Youth (TAY) College Students
Oxnard Family Members, Providers & Advocates
Oxnard Consumers, Advocates & Providers, Northern Los Angeles
Anaheim Consumers, Clients, & Client Family Members
Los Angeles Skid Row Consumers & Clients
Los Angeles Client, Client Family Members & Advocates
Los Angeles Skid Row Residents — Homeless Clients & Consumers
Los Angeles Black Los Angeles County Client Coalition (BLACCC)
Los Angeles National Alliance on Mental Illness (NAMI-LA) Consumers
Los Angeles Elected Officials
Los Angeles Activist, artist, poets
Los Angeles Black Provider
Compton Black Providers & Client Family Members
Rialto Elected Official
Inglewood Client Family Member
San Francisco Transitional Aged Youth (TAY) Client
San Francisco LGBTQI Gay Advocate, Client Family Member & Business Man
San Francisco NAMI-California Board of Directors & Client Family Member
Mill Valley Provider & Activist
San Anselmo Provider
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Assignificant factor for participation in the CRDP was inclusion of diverse representatives

of consumers, clients, client family members, males and females, LGBTQI and age
groups. Table 32 displays summary participant demographics across all data sets. Over
50% were consumers, clients, or client family members. However, we believe that many
people did not identify as consumers because of shame and stigma. Average age was
52 years, with a range between 17 to 82 years. Gender representation was split 62%
females and 38% males. Many LGBTQI individuals did not self disclose, but there were
10% of the participants who chose to identify. Other personal demographics were not
requested, so as not to create barriers for participation.

Table 32: Summary of Participant’s Demographics by Each Method of Participation

Totals

Gender:
Female
Male
LGBTQI
Age Range
Average Age
Consumer, Client
& Client Family
Member

58

72%
28%
1%
28-73
54

SPW, ADVISORS PHONE FOCUS IN-DEPTH SMALL CONSUMERS, PUBLIC
& CONSULTANTS | & EMAIL GROUP 10N1 GROUP CLIENTS, CLIENT FORUM
SURVEYS | PARTICIPANTS | INTERVIEWS | ATTENDEES | FAMILY MEMBER | ATTENDEES
SURVEYS
70 260 43 98 305 188
70% 53% 46% 59% 68% 68%
30% 47% 54% 41% 32% 32%
NA 9% 2% 13% 5% 3%
NA 17 - 81 29 - 81 NA 18 -82 18 - 82
NA 46 56 NA 51 52
NA 69% 42% 65% 47% 35%

57%

~! Self-identified lesbian, gay, by-sexual, transgender, questioning/queer, and intersex
NA = Did not ask for information

GIS Mapping Demographic Survey: Banche Project

The Banche Project is discussed in detail in Section B, page 33. In Phase I, we conducted
a simple mapping project to identify people of African ancestry by county, country
of origin, and cultural identity living in California for inclusion into the CRDP.
The purpose of the Banche Project was exploratory to discover locations of the target
population.

A total of 200 individuals completed a nine question demographic survey (Appendix A).
There were 11 African cultures identified (see page 36), of which the top three were
Ethiopian, Nigerian and Eritrean, see GIS Map of county cluster locations (page 38).
In the sample population, 85% of African people lived in Los Angeles, Riverside, San
Diego, and Alameda Counties. No generalizations are drawn from this simple study.
The intent was to locate diverse African people for inclusion in the CRDP. See Table 33
for the different self-identified cultural groups of participants in our data sets.
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Identifying Ethnicity of Participants in All Data Sets (N=1,195)

We asked all project participants to self-identify ethnicity. This was a write in question,
which gave participants the opportunity to express what they believed to be their
ethnicity. Some individuals verbally responded to the question when asked in the
focus group discussions. Nearly, all identified with the words “African American or
Black” except for those born on the Continent of Africa. They identified with their
country of birth. Of particular interest is that people identified themselves with 34
multiple mixed ethnic groups, irrespective of physical features (see Table 33). Many
research studies report that within the Black American population, physical features do
not always inform as to how people feel about who they are. It is always safe to ask, how
one wants to be recognized within the Black population. For many asking a Black person
about their heritage allows for identification with family members that are loved and
respected irrespective of physical features. Other participants in our CRDP identified
their heritage as Afro-Caribbean, Asian, Latino, Afro-Latino and White. How one
perceives self is critical to one’s worldview, self-identity and socialization, as well as “fit”
and a sense of connectedness and belonging.

Table 33: List of Self-Identified Ethnicities by Participants in All Data Sets

African American Irish, Indian, African American

African American Scottish Geechee, Creole, Black African American

Black Sioux, Born Rosebud South Dakota American Indian Black

African American, Cherokee, Dutch, Irish Black, Indian, White, German

Polynesian Native American, Black French

African American

Egyptian, Indian, African American Black, Irish, Cherokee Indian

Filipino Black African American Cree

White African American African American Cherokee Indian

Cheyenne African American Black, Native American
(Blackfoot & Cherokee)

Afro-Cuban Ugandan

Latin Black Eritrean

Black, Indian, Portuguese Kenyan

Creole Indian Irish Black Burundian

Black American, Native American Sudanese

Creole, Cherokee Indian, Ethiopian

African American

United Kingdom (English), Afro-Latino

African American

Cuban Black Nigerian
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DATA SET #1 - REGIONAL SURVEY RESULTS

Survey #1: Telephone Survey

A total of 66 telephone surveys were conducted, see below, of which 71% (47) were
females; 28.8% (19) males. SPW members called county staff, providers, community
organizations and leaders in each region to determine in their ‘opinion” or perception,
were there any programs in their county they believed were designed specifically for
the Black population. Several calls and call backs were made with the attempt to obtain
information. Telephone responses were entered on a matrix, and manually extracted. Of
the responses received, nearly 50% of the respondents could name at least one program
in their region. Actual programs are listed in Table 54 (in recommendation section). The
assessment was to determine the PEI landscape and progress toward “intended” efforts
targeting the population as identified in each MHSA County PEI Plan. The survey was
conducted from November 2010 to February 2011. Program contacts were obtained
for more in-depth inquiry related to specific targeted county PEI efforts toward the
population, such as, “What is the name of the program or intervention?” “What is the focus of
the program or intervention?” “What successes have been obtained?”

PARTICIPANT RESPONDENT CATEGORY TOTAL

Ethnic Services Managers (ESM) 25
Community-based Organizations (CBO) 21
County/State MHSOAC 12
Providers 4

Community Leaders
Total 66

Respondent’s responses to survey questions:

In your opinion, are you aware of current programs or interventions in your region that are
tailored prevention and early intervention (PEI) for the African American population? (N=66)

Yes: 31 No: 4 Will Call Back: 31

When follow-up calls were made to the program contact person, 30 programs were
identified: only 20 were actually tailored or designed specifically for the Black population.
The tailored programs as described used principles of Black culture, values and practices,
such as family unification, rites of passage, spirituality and faith to name a few. Programs
focused on the needs of Blacks in developing positive like skills. However, of the 20
tailored programs, 12 (60%) were sponsored by community efforts not funded by
the county DMH. We believe this list is not complete. Several individuals contacted
promised to send information or email information, but up to the completion of this
report, no other information has been received.
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Survey #2: Email Survey Results

The instrument used to solicit responses for emergent and promising practices for
African Americans was created by the SPW, as described in D2: Phase II (pages 132-
133) of this report. Email responses back from the survey were almost non-existent. We
received only 4 responses; see below. The email survey was administered in January,
February, and March 2011, and was sent to over 900 individuals and organizations
by email. Respondents also had the option to return completed survey by fax or mail.
Upon return of survey, data was manually extracted. Responses are listed below:

PRACTICE COUNTY
The Village Project Monterey County (funded by MHSA)
Skid Row Resident Positive Movement Los Angeles County
African American Community Action Coalition Ventura County
Progressive Life Center Out of State (Baltimore, Maryland)

All respondents recommended practices targeting the African American population
across the lifespan, and used approaches based on cultural values, practices and norms.

No demographic information was requested of the respondent, only name and contact
information.

Respondents were split, 50% female and males. One was a county manager, and three
were community-based leaders or organizational executives, of which one was from the
State of Maryland. Community practices listed included in Table 54 (recommendation
section) and presented in detail in the Case Study section (page 195) of this report.

Survey #3: Focus Group Participant Survey Results

Of the 260 focus group participants who initiated survey administration, one did not
complete, and was excluded. Focus group participants, with one exception, were all
over 18 years old; see Figure 34 for percent in each age group. The one exception had
the consent of a guardian to participate.
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Figure 34: Focus Groups Percent of Participants per Age Category, 260 Participants
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Below are the results of the individual surveys:

 All identified as having African American or African heritage, at least in part
e 38% had sought mental health services within the past two years

e 54% indicated African American mental health providers were their first
choice

e 38% of participants indicated that they had no racial or ethnic preference
in mental health providers, although many indicated a desire for cultural
competence

Responses to questions about mental illness:

50%\ . ]

J

B African Americans
more prone to Mental
illness than others

" African Americans not

0 more prone to Mental
50 / 0 Health illness than
thers

Figure 35: What did the participants believe about mental illness?

Percent Responding = Men are more prone

to mental illness

B Women are more
prone to mental

illness
= Both genders are

equally susceptible
to mental illness

Figure 36: What did the participants believe about who in the African American community
is more prone to have mental illness?

Table 34: What did respondants state was their first choice for mental health help by males

and females?
GENDER PROFESSIONAL FAMILY, FRIEND, SELF, GOD,
HELP % EMPATHETIC NO ONE % CHURCH,
OTHER % SPIRITUAL
PRACTICE %
Males (121) 47% 29% 4% 11%
Females (138) 41% 34% 3% 14%
Transgender (2) (1) (1)

Note: One transgender marked female but indicated “transfer going to male.” Total count is 259.
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Although no age group indicated an overwhelming preference (over 50%) for
professional mental health providers, those between 30 and 70 were most likely to
indicate mental health professionals as their first choice. Among those over age 70, 50%
indicated their first choice was for a spiritual practice of some sort.

Survey #4: Consumers, Client and Client Family Member (CCCFM) Survey Results

A total of 305 individuals completed the CCCFM survey (Appencix G). The instrument
was a one page self-administered survey containing demographic questions and
3 simple questions about perception of mental health issues in Blacks with write in
response options. The survey was created in this manner to give the participants the
opportunity for self expression, and not to limit choices as with closed-ended questions

and response options. The CCCFM was administered in all group public meetings after
March 24, 2011.

The data was entered into an Excel spreadsheet for organization, storage, and analysis.
Written responses were manually extracted and analyzed according to frequency of
occurrences. Nearly 50% of respondents identified as a consumer of mental health
services or a family member. We believe the number of consumers is higher than 50%
because people did not identify, most likely due to shame and or stigma. Participant’s
ages ranged from 18 to 82 years with an average age of 51 years. See demographic
profiles below, and Figure 37.

Females 68%

Males 32%

LGBTQI 5%

Consumers, Clients, Client Family Members 47%

Figure 37: Consumer, Client, & Client Family Member Survey Participants by Age Category,
305 Participants

22.0%
19.3% —
| ] 6.9% 6.2
Less than 30 30to 39 40 to 49 50 to 59 60 to 69 70+ DMissing Data
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Table 35 identifies the most commonly stated mental health diagnosis that client
participants believed they were “given” or, that a specific family member was “given.”
Most participants commented that assessments were not done, or were incomplete or
inaccurate. The diagnosis they felt, were “labels” given by the practitioner to put into the
record for reimbursement purposes, not because it was the real problem. Participants
were very vocal about the system just wanted money and not really cared about the
clients. The list is not arranged in rank order, but the top four conditions received the
highest responses (bipolar, schizophrenia, drug addiction and depression).

Table 35: Most Common Mental Health Diagnoses Identified by Participant Consumers,
Clients, and Client Family Members

Bipolar Suicide Ideations

Schizophrenia Anxiety

Drug Addiction/Abuse Oppositional Defiant Disorder (ODD)

Depression Psychosomatic Illnesses

Alzheimer Reactive Attachment Disorder

Eating Disorder Alcohol and Other Drugs (AOD)

Brain Disorder Obsessive Compulsive Disorder (OCD)

Post Traumatic Stress Disorder (PTSD)  Attention Deficit Hyperactivity Disorder
(ADHD)

In response to what participants felt were major mental health problems for Blacks, 48%
identified a particular diagnosis, as listed above; others responses related to individual,
environmental and/or systems problems.

When asked about the solutions to the identified problems, 70% responded and
identified three solutions each (627 solutions); 20% identified two solutions each;
others did not answer. Of those solutions identified the combined description below
best represents prevention and early intervention categories:

o Adequate screening with early intervention
e African American family revitalization

e Culturally proficient positive programs and interventions specifically
identified by local communities, with peer to peer support and counseling;
and employing “survivors” to sustain programs

e Mass culturally proficient outreach and education on multiple levels
(individual, community, system)

o Community support network that include collaboration with faith, family,
culture centers, and empowerment groups

» Highly trained, culturally appropriate African American providers
e Valued community resources

e Individual help seeking behaviors

e Development programs

» Funds directly to the Black community and organizations

o Alternatives to jails, prisons and hospitals

e Mental health first aid

o Wholistic family-based community approach
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Data Set #2: Regional Focus Groups Results

Focus group participants included mental health consumers, care givers/ family
members, and mental health service providers. We conducted focus groups for a
number of reasons. First, because of historically low response rates, lack of stable
mailing addresses and unknown literacy levels, the team believed that surveys or other
self-administered means of data collection would not work for mental health consumers.
Second, because one-on-one interviews with mental health consumers can be quite
challenging, depending on the individual, the research team believed that focus groups
would provide a more comfortable and less-threatening venue for individuals to share
their experiences with the mental health system. Third, the literature indicates that
focus groups allow for interaction between participants, and the team hoped that these
interactions would spur the recollections of the participants about experiences they
might not have recalled on a one-on-one basis. This is especially important because
of the suppression of memory that occurs with some treatment modalities. Fourth,
focus groups allowed for the research team to contact more participants of varying
types (consumer, caregiver, and provider) with limited resources than would have been
possible with individual interviews.

Thirty-five (35) focus groups were conducted throughout the state of California (see
Figure 38), with a total of 260 participants, see Table 29 for geographic distribution. The
focus groups took place from August 2010 to November 2010 (see Table 37 for the
meeting schedule). The distribution of the focus group participation by three California
regions is presented below in Table 36:

Table 36: Distribution of Focus Group Regional 260 Participants

CALIFORNIA REGION # PARTICIPANTS % OF TOTAL PARTICIPANTS
Southern California 166 64%

(San Diego, Orange, San Bernardino,
Riverside, Los Angeles,

& Ventura Counties)

Central California 21 8%
(Kern, Fresno, & San Joaquin Counties)
Northern California 73 28%

(Alameda, Contra Costa, Sacramento,

& Butte Counties)
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Table 37: Final Focus Group Schedule

DATE LOCATIONS & ADDRESS

August 13,2010 Richmond - Sojourner Truth Presbyterian Church
August 15,2010 Oakland - Executive Inn & Suites Lighthouse Room
August 16, 2010 Sacramento — Natomas Park
August 16, 2010 Sacramento — Natomas Park
September 28, 2010 San Diego —Karibu Center of Social Justice and Education
September 28, 2010 San Diego — United African American Ministerial Action Council
October 5, 2010 San Bernardino - Knotts Parenting & Family Institute
October 5, 2010 San Bernardino — Knotts Parenting & Family Institute
October 6, 2010 San Diego — San Ysidro Comprehensive Health Center: Our Place
October 6, 2010 San Diego - Pazzaz, Inc.
October 16, 2010 Chico — Bethel AME Church
October 17, 2010 Sacramento — Sophia Restaurant
October 17, 2010 Sacramento — New Millennium Foster Family Agency
October 18, 2010 Lodi - Lodi Police Station Community Room
October 21, 2010 Fresno — African American Museum
October 23,2011 Bakersfield — Grater Bakersfield Legal Assistance
October 25, 2010 San Diego — Alliance for African Assistance
October 27, 2010 Victorville — Cantrell Learning Center
October 28, 2010 Oxnard - Oxnard Community College
October 31, 2010 Oxnard - Life Skills African American Reading Room 213
October 31, 2010 Oxnard - Life Skills African American Reading Room 213
November 2, 2010 Oakland - First Place
November 3, 2010 Oakland - Bonita House
November 3, 2010 Oakland - Alameda County Children’s Behavioral Health
November 4, 2010 Los Angeles — SHARE! Downtown LA
November 4, 2010 Los Angeles - SHARE! Downtown LA
November 11, 2010 Riverside — UCR Department of Psychology
November 11, 2010 Riverside — The DuBois Institute
November 14, 2010 Los Angeles — United Coalition East Prevention Project
November 14, 2010 Los Angeles — United Coalition East Prevention Project
November 15, 2010 Upland - The Grove Theatre
November 15, 2010 San Bernardino - Inland Behavioral Health Services
November 17,2010 Los Angeles - SHARE! Downtown LA (BLACCC)
November 17, 2010 Los Angeles - SHARE! Downtown LA (NAMI)
November 20, 2010 Alameda - Client Family Member’s Home
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Figure 38: Focus Group Participants by County

Focus group participants, with one exception, were all over 18 (age range 17 to 81 years;
average age 46; representing 53% females and 47% males). The 17 year old had the
consent of a guardian to participate. Although four focus groups took place in agencies
that directed their services to LGBTQI African American audiences, not all participants
in these groups chose to self-identify (approximately 10% identified that they were
LGBTQI or that they affiliated with this population); there were LGBTQI individuals
present in other focus groups. Nearly, 70% of focus group participants identified as a
mental health consumer, client or client family member.

All focus group participants had the study purposes and methods explained to them,
and they completed consent forms and a short individual survey prior to the focus
group. The focus group instrument is included as Appendix D. Generally, focus groups
lasted approximately two hours, and ranged from 3 to 12 participants.

Focus groups were either audio or videotaped. The first 15 focus groups were
videotaped, but after reviewing the tapes, it was determine that the extra expense of
videotaping did not provide enough additional information to warrant the substantial
expense, and subsequent focus groups were audio taped only. The video and audiotapes
were transcribed verbatim, and both audio and video data were entered into NVivo9, or
ATLAS ti, or SPSS for analysis, as well as manual extraction.

Transcriptions were triple checked for accuracy by three different independent
transcription groups. Each focus group was reviewed by five members of the analysis
team, with the identification of significant themes and responses to the focus group
questions noted independently by each team member. Each analyst presented written
reports on their findings with recommendations. Team meetings were conducted with
all analysts to review and discuss results. Final recommendations for inclusion in the
CRDP report were decided in a group data interpretation meeting that included 7 client
and client family members, the 4 CRDP writing team members (2 are client family
members and one is a consumer), 5 data analysts, and 2 community representatives.
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Focus Group Analyses

Focus group analyses consist of 31 focus group transcripts, and data collected from
one group meeting (African American Caucus, Anaheim) transcript and one group
meeting (LGBTQI caucus, Anaheim) field notes. The average length of time for each
meeting was two hours. Of the original 35 focus groups scheduled, one was a now show.
The remaining 34 audio and video tape transcripts were returned from the contractor
and double checked for content validity. Three transcripts were unable to be checked
for content validation because the tapes were damaged, and therefore eliminated from
the final analyses. The three final transcripts submitted from the contractor contained
multiple transcription errors that could not be corrected. The second digital backup
recordings for the three transcripts in question mal functioned and was too costly and
time consuming to repair in order to extract the data. Therefore, the final focus group
data set consist of 240 participants. The analyses consisted of the 240 focus group
participants and the 56 small group participants; a total of 296 participants.

General Procedure

All analysts used grounded theory qualitative data analysis procedures, which consist of
coding the data and identifying emergent themes. One analyst used ATLAS-ti software;
others used manual extraction with SPSS and Excel spreadsheets for data organization.
As aresult of technical problems the NVIVO9 software was not used. For those analysts
who did not use the ATLAS-ti, general procedure consists of reading the transcripts at
least four times. The first reading was to get an overall feeling of the group conversation.
The second reading was done in order to develop a coding scheme. The third reading
was an attempt to immerse the data to identify key emergent themes. Subsequent
readings were to confirm and verify the identified themes, to uncover underlying
broader general principles, and to reduce the data into relevant categories for content
interpretation. In addition, data analysis included reviewing the actual audio and video
recording to observe group interactions and dynamics.

Guided by our social ecological theoretical framework for the focus group that considers
the complex interactions (mesosystems) between macro and micro-level factors (i.e.,
individual, family community and societal factors), we could therefore examine the
participants’ understanding of mental health and the factors that may mediate access
and utilization of mental health services. Participants described their own mental
health experiences; their involvement with the treatment services and what they felt
needed to be changed to improve the service delivery for African Americans, and the
best approach to prevention and early detection.

To ensure that the focus group analysis captured the sentiment of the participants, we
also analyzed data from community forums as well as public responses to the draft
CRDP report posted online for the 30-day public review.

ATLAS-ti Procedure

The ATLAS-ti is qualitative analysis software used to uncover and systematically analyze
complex phenomena hidden in text and multimedia data. This tool can locate, code, and
annotate findings in primary data material, weigh and evaluate their importance, and
visualize complex relations between them. After central themes are identified, the tool
makes connections between themes and their quotes. It shows associations between
coded themes and provides sophisticated views of the coded scheme. ATLAS-ti allows
one to focus attention on parts of the dataset the researcher has identified as key themes
for which to examine. All 31 transcripts were loaded into ATLAS-ti for analysis. Three
primary themes were identified.
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Overall Focus Group Analysis Outcomes

Results are reported as aggregate findings on all 296 participants responses in the
final transcripts (n=240) and small group participant (n=56) responses. See Table 38
demographic profile of final focus group data set. The majority participants were
females (54%). Of those who shared their age, the average age was 44 years.

Table 38: Demographic Profile of Final Focus Group Data Set

FOCUS GROUP | PERCENTOF  SMALL GROUP PERCENT OF TOTAL 296
PARTICIPANTS | PARTICIPANTS  PARTICIPANTS | PARTICIPANTS
240 56"

FEMALES 158  54.1%
MALES 114 47.5% 16 30.8% 130 44.5%
TRANSGENDER 1 .04% 3 5.8% 4 1.4%
AGE RANGE 17 - 81 NA
AVERAGE AGE 43.89 NA

“Small group meeting participants do not equal 56; 4 individuals did not identify gender.

Each person in the focus group was asked how they wish to be recognized in the final
report (example: name, title, group affiliations, etc), including if they identified with
the LGBTQI population. See Table 39 below of those who identified as consumer, client
or client family member, as well as LGBTQI.

Table 39: Participant Self-Identification as Consumer, Client or Family Member, and
LGBTQI in Final Focus Group Data Set

TOTAL PARTICIPANTS 296 PERCENT OF TOTAL PARTICIPANTS

CONSUMER,

CLIENT OR
FAMILY MEMBER

LGBTQI

During data analysis, six major categories emerged with three overarching themes. The
categories were: (1) defining mental illness, (2) defining mental wellness, (3) causes
of mental health problems, (4) barriers to access/ineffective practices, (5) helpful/
useful practices and (6) specific recommendations. Overarching themes identified were
competency, connectedness and consciousness.

ATLAS-ti coded percentage of themes revealed competency at 38% (748 quotes);
connectedness 24% (470 quotes); and consciousness 39% (770 quotes), see Figure 39.

This suggests that when discussing the context of mental health for this population
these characteristics are paramount in our understanding of positive functioning.
Positive functioning is essential to the concepts of prevention; it could be viewed as
a map for individual reality. And, if lost the map can get one back to where one was.
Positive functioning indicators could provide points of intervention when symptoms
indicate unhealthy functioning.
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Each focus group had a unique story and within focus groups there were individual
stories. Consumers told their stories from their hearts and with passion as they
described their lived experiences in the encounters with the mental health delivery
system. Professionals and paraprofessionals told their stories from their heads as they
described the system and its impact on consumers. For example, mental illness was
defined by an inability to cope, function, thrive, or fit in. Erratic behavior, disheveled
appearance, poor hygiene, hearing voices, and being incoherent to others are other
symptoms. Being out of balance, off center, and outside the norm further describe
mental illness. Mental problems are detected in the behavioral changes or patterns of
those affected. Terms used to define mental illness relate to deficiencies or deviation
from normal human behavior. Mental illness is placed in the context of not being
able to control ones actions, not being able to think or behave normally, not knowing
when ones behaviors are erratic, masking mental illness through false appearance/
mannerisms, and substance abuse/self medicating.

Coded Data items

|:| Competency (748 - 37.62%) |I| Connectedness (470 - 23.64%)
[7] Consciousness (770 - 38.73%)

Figure 39: ATLAS.ti Coded Themes

Mental health was viewed as components of connectedness, competence, and
consciousness. Connectedness was coded as familial, friends and community. The latter
included institutions, community members, students/teachers, health professionals, or
other members deemed important to interpersonal well-being. Competence was coded
as educational training, daily functioning, and decision making. Consciousness was
coded as comments regarding examples of spirituality, race and ethnicity, and group
survival within the home, community, work, school, or institutions. This analysis
examined “What do Black people say they need in order to have good mental and behavioral
health?” And “What do Black people identify as community practices they believe will help them
get the help they need?”
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One of the three basic motivating principles of social behavior is the need to connect
with others. Social belongingness, intimacy, affiliation, or maintaining a social contact
speaks to the value of connectedness. Several participants shared information about
how mental health is perceived within their communities. Participants shared the
importance of “connecting with others” as friends, family and key members in their
communities for healthy functioning.

Competency is a general repertoire of skills required for effective human functioning.
This cultural analysis suggests that for African Americans their competency may be
challenged when operating within a different cultural reality. Inherent in psychosocial
competency is an individual’s belief in his or her ability to function effectively with
a sense of control (self-efficacy) in adaptive coping responses; associated with lacks
of control. Participants shared the importance of making “reasonable and appropriate
decisions” for everyday life (competence).

Consciousnessatitsbasiclevel features the interplaybetween perception and conception.
Perceptual consciousness is the process of attaining awareness or understanding as
experienced through the senses. Consciousness is the state of awareness of internal
and external activities. The revealing of one’s conscious understanding occurs when
the individual can perceive the outcome of the desired result based on act or thoughts.
Participants shared the importance of “knowing who they are” as a spiritual racial/
ethnic group (consciousness).

Emergent themes described and explained the way in which the meso-systems interact
to contribute to the existing mental health disparities among people of African ancestry.
Within the emergent themes were suggestions for remediation of the mental health
delivery system to enhance greater access and utilization by African Americans. Focus
group participants were clear in articulating 274 helpful practices and recommendations
that would improve and enhance the existing mental health system, as well as assist in
the prevention and early intervention of mental illness.

To reduce our data, we have presented themes with significant supportive quotes in
Tables 40-45; followed by a summary description of emergent themes (see Table 47); and
lastly a list of community practices, strategies and resources for prevention and early
intervention in the Black population, see Table 54.
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Table 40: Question: What do African Americans consider “good” mental health?

THEMES RESPONDENT’S COMMENTS

Sound Moral Foundation ‘T think being in control of yourself, regardless of the

& Being Self-mastered circumstances they’re in and the very strong side of mental
health, confidence, uh the ability to interact with different
kinds of people and different settings.” -FG #17: Byron, 63
year old male volunteer, Oxnard

Responsible “Someone that's responsible. Goes to work every day and take
care of family and stuff like that.”-FG #5 Michael, 45 year
old male, concerned citizen Karibu, San Diego

Sharing ‘T think for me it's um when people are able to give back
to others and they’re able to support other people. And so
to me that shows a healthy person. It is not always about
themselves. It's about being able to give and to be able to
support other people from where they're at. So that’s kind
of the standard.” -FG #10: Sharon, 53 year old female,
The Children of Promise New Millennium Foster
Agency, Sacramento

Independence “You have to be able to be independent. Do things on your own.
You have to be able to pull your house all together, maintain
a job.”-FG #9: Mona, 43 year old female, mental health
client & advocate, Chico

Connected ‘T get there are three kinds of connections that are equally
important. Any you have to have at least one in order for
anybody to be mentally healthy and ah the first connection
is with the family, you know um family connection. Then
you have a community connection and you have a spiritual
connection. And I think that if a person has any of the three
they can be okay.” -FG #3: Nassiba, 43 year old female
African Muslim, Sacramento

Self-Love “Loving myself when I know nobody else around is gonna do
it. Not judging myself, being my own best friend.”-FG #2:
Khara, 33 year old female mental health practitioner,

Oakland

Hopeful “You know just being hopeful and keeping faith.” -FG #4:
Clarence, 51 year old male, Director of Group Home,
Sacramento

Functioning “Attention to things when we are in a very good mood. When

our brains at work. That when there are some hindrances
that come into our mind and we end up sabotaging the plan
that we already have in place. So, mental health in this
regard would probably mean especially we can be able to do
stuff without sabotaging the plans that were laid out.” -FG
#15: Gerald, 27 year old Ugandan male Case Manager,
San Diego

“Ability to reason, be stable, coherent and function.”-FG #33:
Charyce, 54 year old female advocate/servant, San
Bernardino County

Coping T feel its being able to cope with the different situations
you're put in during life.” -FG #17: Marcus, 19 year old
male college student, Oxnard
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Community Practices

Table 41: Question: What practices do Blacks say help them to have “good” mental health?

THEMES RESPONDENT’S COMMENTS

Natural Support System ‘T,  would have to say ah I go to my spiritual side as far as
support would be when something is wrong or I'm feeling

God bad, I go to God. That's just what I do and then my church
family is a great support system.” -FG #5: 65 year old same

Family gender loving (SGL) female Executive Director, San
Diego

Friends

“I'm gonna say God and my closest friends and my children.
... they are my support system. Just in case something
happens they always there. ... to God, that’s my Lord.”
-FG#12: Angela, 41 year old female foster mother &
advocate, Lodi

“For me, first of all it's God. My, my faith and my beliefs and
that come from my family.”-FG#22: Jennifer, 67 year old
Executive Director, Riverside

“Ninety-nine percent (99.9 %) I always go to God first. God
has always been able to get me where I needed to go no
matter what it is to organize my mess so that I can deal
with it.” -FG #11: 46 year old same gender loving (SGL)
male, Sacramento

“Aunt was on drugs, went to a foster care. She came to live
with us and my mom took care of her. Now she is off
medication and living independently, all because of my
mom — not those who were to be helping her. The family
is always a good support system” -In-depth Interview:
Crushow, 33 year old Black male artist , City of Los
Angeles Skid Row resident, Los Angeles

“Enhance the spiritual being by dealing with the “effects” of
post traumatic slavery. We must replace that which was
taken.” -In-depth Interview: 65 year old Black male
physician, Los Angeles

Positive Role Models “‘Create a model to incorporate family values for children.
The model is cracked. Family values for African Americans
have changed dramatically, and children have to observe
a good model.” -In-depth Interview: 56 Black female
Client Family Member, NAMI-Urban, Los Angeles
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Family Settings “When there is a mental health situation, what helps the
most, I think it's being around people you trust.” -FG #20
Naeema: 34 year old female diagnosed: schizoid
effective, Oakland

“You know... in our culture, Black culture, grandma get sick,
grandpa gets sick, stay in the room, nobody knows about it.
We take care of them. We don’t send them off to rest homes
or mental institution and things like that...also, we need to
find them better help. Better help is with other Black doctors,
other Black people who can relate to them more than what
a White doctor can because a lot of the things is dealt with
ethnicity. You know because they handle their problems
in certain ways. We hand ours in certain ways and I don’t
think, I don’t see that changing anytime soon. And, I don’t
see really what..., uh White psychiatrist could tell me about
me when they wouldnt know where to begin about me,
okay.” -FG#29 Gary: 51 year old Black male, family
with issues, San Bernardino

Prevention “...More help from wellness and um, working through issues
instead of um, just putting a band aid on them. Because
uh, the band aide has to be changed....” -FG#32 Sabirah:
38 year old Black female diagnosed with severe
depression, family with mental issues, Alameda

You know, I think some people just need somebody to
talk to. Somebody to listen to and somebody who is not
looking down they nose at you, but are really trying to,
you know help you live a better life.” -FG#32 Lynda: 60
year old Black female, 35-year caretaker of son with
developmental disabilities, Alameda

“...give you tools to cope with it when it starts arising, instead
of popping pills all the time.” -FG#32 Rory: 50 year old
Black male, Skid Row Los Angeles

“...Holding up signs and stuff. Going in some of these, you
know, bad neighborhoods, and stuff. Shutting down some of
these liquor stores.” -FG#19 Marcus: 23 year Black male

TAY, Oakland
Freedom from “That’s why I'm saying that overall racism ah affects all
Micro-aggressions levels of, of, of poverty but even when you have money,

racism is still there. And, one of the things about racism, it’s
so irrational and it’s so inexplicable. That you, you go to
bed with it. You wake up with it. You wonder why it affects
you. I mean you can have all kinds of education. You can,
you know live in a “good” neighborhood. You can...all the
things that marry... America says is proper and there still
that discrimination and racism and that affects your psyche.
You know, we have high blood pressure and all kinds of
ailments because of the fact that ah you know we live in a
racist society. And, I don’t know what we can do about that
um either collectively or individually. Other than, you know
do what we've done what we've got away from, or what we
used to do. As she said, be more of a community.” -FG#1
Sonia: 70 year old female attorney and mediator,
Richmond
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Positive Systems “Well you know it’s difficult cause see I think for the doctor’s
Interaction part first like Linda was saying, yall crazy so now as a
for Participation doctor, as a doctor ['ve got to take some advice or advice

from a person I'm really don't think is competent.” -FG
#22 Manuel: 61 year old Filipino Black male, artist
diagnosed bipolar/crazy, Skid Row Los Angeles

“Well that is not the traditional model with American

medicine. American medicine basically is you have a
demigod who makes pronouncements from up high and
you simply follow instructions..Again, keep in mind that
if you are on public assistance with respect to your needs
medically and mentally, you are not considered to be
capable of engaging with the doctor in a full scale discussion
of problems that you have. Because you are not recognized
as having the capacity to understand the situation in which
you find yourself: Once you are classified as crazy, no one
has to listen to anything that you have to say.” -FG#22
Will: 68 year old Black male, diagnosed depression,
Skid Row Los Angeles

“Well, I guess as a though, I really would like to have here

like a menu, when you go in for therapy, you have a menu.
Okay, I want some shock therapy, maybe some medication,
a little group action. You know, give me a range for other
doctors and then let me pick and choose what I think is
gonna work for me.” -FG#22 Don: 61 year old Black
male diagnosed bipolar, Skid Row Los Angeles

“And compassion...some people got this job and their job is
not to be compassionate with me. Their job is to come to work
every day and to um, oh look at the time... not interested...
you know thats what a lot of them do..aint got time to
talk to you.” -FG#22 Linda: 49 year old Black female
diagnosed clinical depression/neurophibroma, Skid
Row Los Angeles

Cultural Compassion " feel out of place and disrespected because you're going
off my skin color and that'’s not right. Cuz’ I could be this
color and be Black as hell. If both my parents is Black, I just
came out light skinned with long good hair. I feel like that’s
stereotyping. If you wanna know what I am, ask me. Are
you this? Are you that?” -FG#19 Erica: 20 year old Black
female student social worker, TAY, Oakland
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Table 42: Question: What constitutes poor mental health functioning?

THEMES RESPONDENT’S COMMENTS

Post-traumatic ‘My experience with ah my first ah real maybe

Stress Disorder knowledgeable experience with my brother-in-law. So he
was in... the bedroom and so he said someone is in curtains
and he would like um he would set the bed on fire and he
would say wow you know someone came in and did this and
s0 he was experiencing mental, very deep mental problems
and I would wake up and he'd be standing over my bed and
he says I need you to get up now and come and help me.”
-FG#16: Mattie, 67 year old female, Victorville

Problems Caused “So, me dealing with different types of street people um..a lot

by Drugs of the times I feel like mental health problems comes from
drugs or being under the influence. And not only that, by
over the counter drugs that's being sold as street drugs to
young, you know developing brains and brains already
developed. A lot of the times we don’t know how it's gonna
react on their brain cells right. So a lot of the times it’s really
being sold to minors, which still have developing brains.
And the medicines are strong so they taken this medicine
that street drugs and it's making them crazy, it's making
them coherent, it's making them delusional, they seeing
extra things and they don't see it.” -FG#14: Brannish, 20
year old female client, Bakersfield

“‘But now if you got individuals that were, you know, um,
you know born from, you know parents that were, you
know ingesting different types of substances or alcohol then
that’s a whole nother ballgame pertaining to mental health
in, in trying to you know deal with that particular aspect
because the, because the parents or the individuals that, that
came together don't even have a clue.” -FG#3: 18 year old
male, Sacramento

Culturally-dependent ‘T would also say it’s cultural too. Because certain cultures
we’re, you know we've very animated. You know we talk
loud, we escalate our voice and there’s fluctuations in our
voice and if you're not from our community, you would
think that we're aggressive or that we’re acting out or that
we're having issues. But really it’s just how we get down,
like how we communicate with each other.”-FG#11: 43 year
old gay male, Sacramento
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Identity Crises “Our people are confused, for example we do not know what
to call ourselves. Such as African American, Black, Negro,
Colored, Mixed, this is a mental health problem. We have
an identity crisis.” -In-depth Interview: Reverend
Gloria Arrington, 77 year old female member Inland
Empire Concerned African American Churches

“Um...well, it just seems like, it's natural for me to act a
certain way around all my African American friends....uh
huh....and then Ill be, Il act a different way around the
more Caucasian race ...uh huh...because it seems like they'll
accept me, accept me more if I act more like them. And my
African American friends won't accept me the way that
the Caucasian kids would if I acted that same way... that
gets real confusing.” -FG#17: 19 year old bi-racial male
student, Oxnard

Identity Crises Sharon (53 year old female):
“.. ah young White lady came up to our booth, ... and so
FG#10: The Children of she had two children. They were mixed. Their father was

Promise, Mental Health African American and so the, ah oldest was looked to be
Advocates, Sacramento about 3 or 4 and, so she asked me, she says, ‘ah he continues
— Conversation among focus to say he’s White, he’s not Black.” And so she was concerned
group members about that, and what she could do to deal with that. And

I'm just thinking, you know here you, you know we have
a number of our, you know young people, ah our children
who are a mixed race and they’re gonna go through this
whole thing with identity and how the world sees them
versus how they see themselves. And, um you know I, I,
just you know see that as an up and coming issue that will...
may impact, is gonna impact their mental health. Because
if they don't identify with you know who they are and the
world sees them we know as Black.”

Tommie (66 year old female):

“Well I don't know Sharon if the world sees them as Black
anymore cause they’re a mixed race, now. They you know
again, the news media or someone the government has said;
that they don’t have to be Black. When I was growing up
if you had one little drop of Black blood in you, you were
Black. Now you can be ‘mixed race’ so that they lower the
number of African Americans.”

Sharon (53 year old female):

“Except for I think that when they actually go out into
the world and theyre going to apply for a job they can
check mixed race as much as they want to. That person
interviewing them is seeing what they see.”

Tommie (66 year old female):
“Yeah you're right.”

Sharon (53 year old female):
“So um...”

Tommie (66 year old female):
And, and again there’s where mental health is needed.
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Identity Crises “You know what else, is systemically how weve been
portrayed as Black people.  mean you open up books to read,
we're absent from the history. We're absent so to read about
us or to talk about us, I mean people in foreign countries
like the Japanese thought we had tails. I mean I think it's
how people have described us. How, um the characters of our
behavior. How we look. The lips way over to here. Nose
way over there. We're black with nappy hair. Ah, we wore
plats. And, we I believe are the only people in the history that
are talked about so disrespectfully that people from other
countries want to try to step in and treat us the same way.”

-FG#7: 49 year old homosexual male, San Diego

Table 43: Availability of Treatment

THEMES RESPONDENT’S COMMENTS

No Real Treatment “Okay that's one of the biggest problems. I also have find
that you know accessing here in Kern County can be real
rough. Unless, they fuss real treatment plan to say, alright
let’s go through some therapy. Let’s go this. Let’s try not to
use the medication, should be the first. Unless that person
really shows you that they need that med...but use, use
low, low dosage instead of the dosage that make them high,
delusional or just like zombies who can’t move.” -FG#14:
Walter, 51 year old male, National Brotherhood
Association, Bakersfield

It's Hard to be Heard “And that’s how they look at us with issues anyway and we
don’t have people that look like us that are there to give
us the proper diagnosis or proper medication. They want
to diagnose us with something we don’t even have or they
wanna put us on some medication that’s not conducive to us
and when they start breaking down our system and when
we start acting out worse than what we were before, a lot
of times all we need is somebody to listen to us. It's not a
mental disease; you know stop what you doing to us and
listen. Well she got issues we can't deal with her..._. You
know what is wrong with the way I talk you know this is
me. Just because you feel like I should come in and present
myself to you so therefore I'm ignorant, I'm retarded, I'm
abusive or I'm not willing to listen, that's not it 'm not trying
to listen. I'm not you know here to fight with you. I want a
proper treatment in which I'm coming here. Listen to what
I'm saying. I know my body and my system better than you.
So at least listen to me. Put somebody in there that's not
afraid of me ‘cause you know they’re afraid of me because
yeah they’re afraid of us as far as women and especially
our men and boys. I'm just as human as you are.” -FG#9:
Monia, 43 year old female, Client and Mental Health
Advocate, Chico
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Difficult to Know Where  “Yes, because when my daughter ... had her baby and I guess

to Go the baby was like two weeks old and she start telling me
that some cartoon character was talking to her, telling her
to harm herself. I told her to come sit down with me and
that would calm her down, you know. And, then it got to be
more like aggressive, you know the behavior. So, when I did
call for help, it wasn't clear where to go. But um, I took her
to Kaiser and Kaiser refused her because she had Kaiser/
MediCal. So I took her to the hospital and they refused to
see her. They talked to her but she had to go to like a county
facility. You know, so it went on for about three weeks. Until
she got so bad, ‘till she was telling me that she can’t be at
home with me because she’s a threat to the baby. You know,
s0 you know for like three months, we struggling until I got
to the place where I knew I had to get some help. Watch me,
somehow I got her into the car, but they do not cooperate,
and I mean she was taking the steering wheel, you couldn’t
drive down the street with her. You know, I went through
all that, and we got her to the hospital, and finally got her
seen, and gave her some medication to calm her down. And
then they gave her the wrong medication, she ended up in
a coma.” -FG#12: Patricia, 55 year old female, Client
Family Member, Lodi

Table 44: Attitudes Toward Medication

THEMES RESPONDENT’S COMMENTS

Medications Too Strong  “You know, my organization actually goes through the

to be Used on the Street  drug-dealing issues with a lot of gang members. And ['ve

—-High Abuse Potential ran into a lot of different problems with mental health in
that area with a lot of guys going through prison coming
out on that type of medication. Um...my biggest problem
is what it is that accessibility of the medicine that I feel is
like a market and it needs to be kind a like toned down or
a softer drug kind a like given to a individual because those,
you know like in prison, when half of the population is on
medication. Haldol and Thorazine and different heavy
drugs and the place is different. It's not normal and then on
this marketing in there just everybody finally trying to go
to sleep. Especially the youth, you know so those are type
of things that I have a problem with, when it comes to the
mental health issues. The issue about those drugs, when they
get to the street, it acts just like “Sherm”[a slang term for a
methamphetamine-like street drug] or acts just like ah any
other drug that they'll be on acting the way they act. But it’s
a lot of them dealing with the mental health issues. That’s,
what bring a new pitch to the topic that they really don’t be
talking about in a lot of different places.” -FG#14: David,
46 year old male, National Brotherhood Association,
Bakersfield
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Don’t Want to be “You know that doctor will, get that money if you’re on the

Medicated For Life medication and it might be ultimately that medication is
what helps you but having, if you let's say you're 25 and
you're struggling with something that you know isn't right
for areally long time and you're finally ... gonna go get that
help and you're not very educated about the first help you
get, is telling you okay take a pill. Now you're thinking this
pill I gotta be on for all my life, you know I'm dependent
on this and it’s like, like buying a car at the first shop you
go to. You know, I mean I should just take this pill. You're
trusting that it’s a doctor, um, so if someone you know is
just facing it and coming and trying to get that help and the
provider just wants to do medication, um that’s an obstacle.
You know, I don’t want to be medicated. I've gone this long
without medication. I dont want to you know maybe have
to use that as my savior. You know, to help me with this
s0, you know if you just run into people and let’s say you
might go to 3 or 4 doctors. And, they all just want to, to
pump medication. You know, so it’s important that the
health care, you know or the providers that are available
are as individualized, as the conditions that we could have
and people that are presenting them. Because you don’t want
to also just get a therapist who is like a friend and just tells
you yes, yes, yes or you know you're right and the world
you know is wrong.” -FG#: Female, Sacramento

Medication Making <<< FG#7: Gay Males, San Ysidro Comprehensive
People Crazy Health, San Diego - Conversation among focus group
members >>>

43 year old same gender loving (SGL) male:

“You know what, I'm gonna add to that now that you
mentioned pills. You know, first of all I think that San
Diego definitely need to make more services, but, um the
services we have focus too much on drugs... I don’t want
anything that puts me to sleep 24 hours a day. Some of the
therapy helps, but mine is, well I'm not taking any pills.”

49 year old homosexual male, certified nursing
assistant:

“That’s the point [ was about to get to. That’s their profession
to prescribe medication for you.”

43 year old same gender loving (SGL) male:

“But you can also refuse that. You can say well you can take
this...I'm communicating with you about my concerns, and
you still coming with the pills. But you're listening to your
therapist, you know and if you're seeing them which is what
happened in my case, I was taken off of them and I told her
this medication is making me crazy. I get violent taking the
medication.”
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Table 45: Perception of Stigma in African American Community

THEMES RESPONDENT’S COMMENTS

It’s not “OK” ‘T just want to say that an important aspect, I think
individually, is the perception of the illness. Because you
could be diagnosed, you know get that diagnosed but if
you're still under the impression that well the world isn't
gonna accept me. My family’s not ‘gonna be okay, or I don't
want to be, you know, have this problem. I don’t want to have
this condition. I dont want to rely on medication and you
still won’t use and seek that treatment. So your perception is
that it’s not okay to have a mental illness. That it’s not okay
to be different. It's not okay to have, you know, something
that everybody doesn’t have. Regardless, you still might not
be able to get the help that you need because your mind, you
know you just won't let yourself get over it. So, in terms of
you know, on an individual basis what would be key, you
know to a person’s mental health, that’s healthiness. | would
say to acknowledge...acknowledge and yeah, yeah and you
know not have shame like that, not be shame. Shame will
keep us from everything. So if you're ashamed you know
that my mind works this way and not the way’s everybody
else’s and you dont wanna get help or acknowledge that.
So, so I think how you perceive it is very important to your
general outcome.” -FG#:.... female, Sacramento

The social context in which mental illness occurs was very significant and includes
trauma exposure, daily struggles to survive, high levels of stress, and setbacks to social
mobility and advancement. Individuals are inseparable from the communities they
are connected to; therefore, mental illness implies social disorder. Identified complex
problems associated with mental illness in the Black population could be categorized
into five domains, dehumanizing social encounters, inadequate or inappropriate
treatment, perceived structural barriers, perceived cultural barriers, and personal
barriers the system could help to overcome, see Table 46 below.
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Table 46: Identified Complex Problems Associated with Mental lllness in the Black Population

CATEGORY 1: DEHUMANIZING SOCIAL ENCOUNTERS

+ Lack of respectful treatment + Being ignored; benign neglect
« Overt and covert racism « Micro-aggression by mental health professionals
+ Perceived lack of caring by mental health professionals

CATEGORY 2: INADEQUATE OR INAPPROPRIATE TREATMENT

+ Misdiagnosis and incorrect treatment + Lack of accurate mental health assessment
« Over-prescribed medications « Lack of follow-up
+ Timely access to care + Mischaracterization of behavior

CATEGORY 3: PERCEIVED STRUCTURAL BARRIERS

+ Lack of community resources to address mental ~ « Lack of properly trained mental health providers
health issues
+ Missed opportunities for early detection, « Invisible mental health outreach in the

intervention community

CATEGORY 4: PERCEIVED CULTURAL BARRIERS

+ Lack of community resources to address mental ~ « Severe lack of “good mental health” promotion

health issues based on cultural practices and beliefs

+ Lack of properly trained community interveners

CATEGORY 5: PERSONAL BARRIERS THE SYSTEM COULD HELP TO OVERCOME

+ Intergenerational traumatic experiences + Isolation
+ Fear « Historical and ongoing feeling of oppression
+ Shame

Major expected outcomes of the CRDP were to engage the population in identifying
community practices that bring about good mental health based on their perspective.
From the data analyses, there were over 100 emergent themes identified that described
personal, community and system perspectives on the topics explored (such as good
mental health, causes of mental illness, support systems and access to mental health
services). Many themes overlapped among the topics. Efforts were made to remove
duplications, reduce data, and merge commonly clustered themes. Table 47is a summary
description of the themes for each topic.

Table 47: Summary Description of Emergent Themes

1. Defining Good Mental Health:

Self understanding

Responsibility

Resiliency

Decision making skills

Coping skills

Spiritual connection

Ability of person to be centered/grounded - having a strong sense of self,
having a sound moral foundation and being self-mastered, responsible

Bi-cultural, dual personality and flexibility in interaction

Strong sense of spirituality

Strong belief in God

Having positive role models

172




Data Collection | May 2012

Pt it | B PR ]S | B Rt B St | BRSO B | B | B Bt B et | e | e S ) e ] e e | B B ] e

2. Factors Causing Mental Illness:

Inadequate/Lack of coping skills

Environmental factors — lack of opportunities, media, limited opportunities

Substance abuse

Negative role models

I[dentity

Trauma/Traumatic life experiences - illness and/or death of family member,
violence in community, domestic violence, father absence

Legacy of slavery/racism

Micro-aggressions

Racial profiling

Stress — financial problems, family relations, inter personal rejection

Neurological disorders — heredity

Mental deficiency, imbalance — learning disabilities

Character flaw - personal attributes and behavioral disposition, identity
crisis, emotional instability

Misdiagnosis

Cultural loss

[solation

Cultural change

Culture shock

3. Support System:
Individual resilience
Interpersonal relations — family, friends
Professional help
Higher power (God)
Support system/team
Safe environment
Power of prayer
Spiritual connection, laying of hands

4. Mediators of Access and Utilization of Mental Health Services

¢ Mental health delivery system
Overmedication
Misdiagnosis
Agency runaround
Mistreatment
Inappropriate screening
Lack of validation
Systemic and systematic flaws
Lack of cultural awareness
Non-local services
Stigma
Impersonal treatment
Male socialization
Insincere services
Unfair funding practices
Lack of trust
Insurance scam
Inequitable distribution of resources
Cost of services
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e Barriers to service
Not enough African American providers
Stigma associated with mental illness
Lack of health care
Lack of knowledge, education about mental health
Lack of trust
Unequal treatment
Funding
Limited access
Lack of trust
Long waiting list
Sterile environment
Stigma associated with mental illness

Additional analysis of the data brought forward a global view of diverse strategies and
approaches. Participants were clear in identifying numerous strategies they believed
would help to bring good mental health, prevent mental issues from occurring, and
to help sustain and maintain a state of total well being. Aggregating data outcomes
to understand the “big” picture participants were presenting, we observed that the
population repeatedly expressed concepts related to wholeness. It was clear the
population had articulated that any early intervention or regular ongoing interventions
must focus on keeping the individual, family, and community intact to be healthy.
There were approximately 125 helpful practices identified.

At the interpretation team meeting, the group consensus was to report all suggested
practices as stated. Attempts to categorize any of the practices would decrease the
strength of the recommendation. It was expressed by the interpretation team that there
was great variation in perspective as to how the strategy should be applied and how
communities would choose to implement practices that are important to them. During
regional data collection, it was observed that the Black community perspectives vary on
what specific strategy would work best with what group of people (e.g., TAY, elderly,
males & females).

It was clearly stated that Black communities can decide for themselves what works best
for them. They do not need outsiders coming in to tell them what to do. After all,
it is the community residents that live their experiences day in a day out. Outsiders
cannot interpret their reality. See Table 48 below which contains 125 helpful practices
and strategies that the African American/Black community values and need. The
recommendations listed are NOT ranked in order of importance, neither are they
numbered so as not to confuse the list as priority recommendations. The list is a
compellation of recommendations to be used as a resource tool for communities to
design interventions that are culturally grounded in Black people’s reality for promoting
mental wellness.

Table48: 125 Helpful Community Practices and PEI Strategies for Promoting Mental
Wellness in the Black Population

e Create holistic interventions

 Build Resiliency in youth & young adults

e Work with the faith-based community

o Work with the criminal justice system

o Educate with statewide marketing media campaign targeting the Black
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 Provide “places” for people to meet for support and education
o Develop “roots to recovery” for cultural grounding

o Work with hospital staff in emergency rooms

o Family & consumer education

e Create mobile centers with medications for agencies

¢ Incubate and develop “homegrown” grassroots agencies grow to capacity &
sustain efforts

e Development of “centers” to house programs that aid SMI’s and families

o Train professionals to work with those with lived experiences to better serve
Black community

» Work with the Police Departments & District Attorneys to develop
alternative sentencing and housing options for the mentally ill entangled in
the criminal justice system

e Train first responders to work in partnership with African American
community

o Adequately staff and support community organizations

e Distribution of resources and funds to African American community

e Train & develop lobbyist

e Fund cultural programs, education and practices to save African Americans
o Community outreach

e Alternative treatments

e Mentoring & life skills

e Create, develop and fund family resource centers and one-stop health
centers

e Spiritual development

e Culturally diverse staff, enhance training to service providers and all
practitioners focused on culturally compassionate service delivery to African
American community

o Enhance cultural training of service providers

e Increase the number of African Americans and African American men that
provide services to African Americans

e Increase the number and length of therapeutic sessions

e Fund experimental cultural projects that promote traditional cultural
practices, strengthen community ties, relieve stress, and help trauma. These
should not be limited to evidence-based programs but should be given equal
weight as free-standing community-defined practices. Emphasis should be
placed on the client desired practice and measured by the quality of service
delivery (customer satisfaction).

 Health services should be integrated to target the whole person, including
substance abuse issues, other health problems, as well as social problems
(legal troubles, lack of housing, unemployment, etc.).

e Neighborhood mobilization efforts, community defined solutions, the
cultivation of local leadership, and political advocacy should be supported to
address interrelated threats to Black health including substance abuse, mass
incarceration, youth violence, and homicide
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o African-centered education and childrearing practices (including
community-based schools and child care facilities) must also be promoted
and incorporated as part of a spectrum of Black health resources.

o Culturally relevant resources (especially educational) should also be available
for those incarcerated to affect behavior change and lessen the trauma of
exposure to the culture of incarceration. There must also be accountability
for the mental health services being delivered to those who are incarcerated.

« Disparities in the allocation of resources based on actual need (prevalence,
trauma exposure, etc.) must be documented and used for policy advocacy.

e Information and trainings on effective practices for addressing mental
illness as documented by Association of Black Psychologists and Association
of Black Social Workers researcher must be accessible to those providing
services to African Americans and should also permeate strategic Black
social networks.

o Fund projects to promote a balanced diet relative to the genetics of African
Americans and based on the traditional diet of West African people as well
as cultural retentions of African Americans.

o Create linkages between recent immigrants of African descent and African
Americans centered on health promotion, cultural learning/preservation
(including healing practices), and acculturation (without losing a sense of
cultural identity).

 Eliminate financial barriers to accessing and maintaining mental health
resources

e Support cultural centers that unify and empower communities and
partnerships with cultural groups and institutions that preserve and
promote African-centered traditions.

 Support neighborhood advocacy efforts to improve the communities we live
in, systems of care, and recommended alternatives

o Create more opportunities for feedback related to care received

* Increase accountability for those who are funded to provide services
e Increased hours of operation

o Create mobile mental health outreach units

o Shift emphasis of service delivery away from diagnosis and drug prescription
to ongoing relationships with health supporting resources

¢ Increase supports for culturally relevant counseling, therapy, practices and
interventions

e Provide more jobs for survivors of mental issues
e Provide more treatment options

e Provide more housing

e Provide educational opportunities

e Develop and fund supportive mental health services focused on African
American males and fathers

e Promote culturally compassionate mental health application to address
the historical and current experiences of African Americans (Afro-Centric
Therapy)

e Direct funding to programs and projects African American CBOs targeting
males & fathers

o Seek out and utilize existing approaches to African-centered healing
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e Mandate sub-contract opportunities to homegrown grassroots agencies
providing mental health services

e Create a monitoring and evaluation process that rewards, practices for
reducing stigma and increasing access to mental health services for African
Americans

 Hire and train lobbyist to advocate for mental health services

o California Reducing Disparities Project (CRDP) Speakers Bureau

e Implement “Project LINKS” Outreach & Engagement

* Replicate Genesis/Spirit Integration Model

o Use cultural assessment tools & perceptions of racism

o Getting Upstream — New Expanded Vision for AOD

o Effective collaboration with measurable positive outcomes

e Revised data collection to document exact services received and outcomes
e Quality Improvement, oversight and accountability

o Restrict CIS (Central Information Services) from case files and replace
with a quality improvement plan that includes treatment assessment and
performance outcomes for all services provided to an individual

o SMI (Severely Mentally Ill) restricted to high-level care in restricted lock-
down institutional settings

o Person-centered care that is self-directed

o State provide funding for education and outreach to consumers, providers,
and community-based organizations to implement advanced directives

« State requires counties to invest in building capacity of existing and new
African American mental health programs and integrated primary care, and
fund their community accepted practices; provide incentives funding for
outcomes that are not just response focused but are recovery and remission
focused

o Community consciousness raising advocacy, leadership and collaboration

o Fund community-based/indigenous concrete practical experienced-based
common sense oriented services

e Training non-African American clinicians on the realities of stereotypical
beliefs society members have/hold about African Americans

o Community citizen review councils in every county

o Neighborhood-based services that address residential segregation challenges
(lack of resources, healthy foods, poor quality schools neighborhood
violence)

 Youth leadership around service delivery advocacy, safe & secure out of
home placements where out of home placement is required

o African American community agency leaders convening’s to support
coalition building & protection of vulnerable at-risk African American
community consumers/families

e Giving consumer voices opportunities to be heard in various ways
o Work with churches and community at the grassroots level
o Support family involvement (includes family of choice)

* Visible campaign to disseminate information

o Focus groups as a part of every program that is developed
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e Trauma focus losses

e Address environment through policies assertive case management &
outreach

o Have culture specific linkages between formal and informal providers
e Train African American providers on issues of projection

o Change structure for contracts barriers and financial flexibility

e Develop African American network of consultants for each other
» Revise systematic consumer satisfaction documentation

o Fathers & males targeted services

e Increase funding for community practices

o Community focused trainings

o Culturally focused short term crises care

e Special training for pastors & faith-based counselors

o Utilize & fund NAMI family training model

» Provide transportation for consumers who need it

o Respite care for family providers

e More wholistic approaches to wellness and illness

o AB4 can provide support in instances of community trauma

o Wellness Centers staffed by community members

e Provide list of criteria setting the standard for culturally specific
collaboration and outcomes accountability

e Education & training for youth, adults & elderly

 Creative wholistic parenting efforts

e Education & training on healthy eating and healthy lifestyles
o Community mental health fairs

« State and systems policy changes

 Financial freedom for use of funding

e Coalition building

e Increase consumer self-efficiency

e Association of Black Psychologists serve as statewide community responsive
team for catastrophic & life course traumatic events for the African
American community

e More social and mental health prevention programs in schools
e Community Healing Circles
o Race matched group mentoring

e Prevention & early intervention community building programs and
activities

* Intergenerational parent support groups and activities
e School-based wellness centers for youth

o Universal, primary prevention services focused on youth development to
strengthen relational ties and development

e Services for returning citizens that includes training them in community
organizing
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o Community-based participatory research with community social service
agencies to assist them in establishing evidence of the effectiveness of their
programs

e Brain Exercise Program

 Physical Exercise Program

o Spiritual Exercise Program

e Culturally Congruent Practices

 Financial Partnership with grassroots’ organizations

o Training for community leaders, places of employment, parents and/or
support person(s)

Data Set #3: Small Group Meetings Results

Small group meetings were strictly convenient samples and the CRDP director (Dr.
Woods), had no control over the data collected. As an invited guest, the meeting
agendas had been previously set by meetings participants. Each meeting was different
and group findings will be discussed separately.

Group #1: African American Caucus, 2010 Alternative Conference, Anaheim

Total attendees 31; 64.5% (20) females and 35.5% males, of which 67.7% (21) were
consumers, clients and client family members; only 2 identified with LGBTQI; all
participants were African Americans. The meeting was audio taped and transcribed,
as well as field notes taken. To prevent redundancy and to reduce data for better
management, the transcript from Group Meeting #1 is included in the focus group
analysis section of this report.

Group #2: LGBTQI Caucus, 2010 Alternative Conference, Anaheim

Total attendees 25 plus (several people came in but would not give any information,
other than they were attending to network with a group that they understood each
other); of those who shared (21 individuals) information 76.1% (16) were females and
23.8% males, of which 85.7% (18) were consumers, clients and client family members.
Of particular interest (of those who shared information) is that only 52.4% (11) self-
identify with LGBTQ. Three volunteered that they were transgender. The participants
were ethnically mixed, and there were 8 Blacks present; all participated in the discussion.

Permission was given the CRDP director (Dr. Woods), to sit in the meeting and take
notes of interest. Some individuals stated they wanted their names out there and gave
permission to attach their name to their comments. Issues discussed in the meeting
centered on emotions and mental distress. Statements made are listed below, and do
not appear in any rank order.

o LGBTQ individuals need to have merit; they need to have their needs met
o Fearful of phobia

e Rash of suicides in colleges & schools, need to do something about that

e Need to feel love and support and energy

e Many LGBTQ have pain

o Have opinions that are not popular; then what do you do with your thoughts
and feelings on the subject?
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o LGBTQ needs to be understood

e People can be more cruel than you think. What can be done when you are in
the closet?

e Suicide is a selfish act and must be discussed; and it is not an easy topic.

 This is not a “gay” lifestyle. Do not like the name “gay.” “Same sex-loving”
is understandable. This has not been happy. Searching for happiness.
Happiness is having a committed partner. Internalized homophobia is great.

o Shame of being bi-sexual
o Not appreciated as a human; looked upon as sub-human

o Like term “same sex loving;” same sex is preferred; other labels acceptable
“« . ” £« . ”
are “Quire” & “Trans-friendly

» Highly effected by discrimination
e Older people living very demeaning lives

e Not clear about inter-sex; inter-sex people have atypical chromosomes;
people are born in different types of bodies; labeling especially inter-
sex people wait and see what will happen; parents are responsible for
reassignment of gender; wrong decisions about gender really is depressing
and causes serious emotional distress

o The question regarding how inter-sex children are created is related to
transgender people in older age; people have preferences; no early diagnosis
or cultural sensitivity

e LGBTQ need to feel comfortable; when going through a transgender
process, you miss the person that is leaving

o Terrified of passing for something they are not; there is an increased suicide
rate

o LGBTQI have not been looked upon and is an underserved community;
cannot get money needed to have money moved toward the community

o Gays are almost erased
o Christian neighborhoods are very un-accepting

» Media presentation of gay is stereotypes, traditional. There are greater issues
to address. There needs to be a change in the media.

o A great deal of shame thrown toward gays; not that gays are ashamed of
themselves

e Must combat societal ills toward gays
e There is the first Gay Shelter for teens in New York

» Do we have a database across country? There are places such as Fruits &
Nuts, Daily strength.org, and Pink and Blue (Mark Davis Founder); need
data regarding gay mental health

Group #3: 2011 Northern Region Cultural Competency and Mental Health Summit
XVII, San Jose

There were two groups of participants; a total of 20 individuals. Group 1 was an
Ethiopian mental health support group called African Immigrant Ethnic Cultural
Communities Advisory Committee (ECCAC) of Santa Clara County. Total in the
group was 10; 90% (9) males, 10% females; all were consumers, clients and client
family members. Group 2 consist of participants in the African American CRDP SPW
workshop session, of the attendees present, 10 gave specific information during the
workgroup meeting and afterwards gave more in-depth information on mental issues
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related to PEI. Information shared related to having resources for African people living
in America, who are all traumatized when they are taken from their country. Resource
information shared by this group is listed in Table 54.

Group #4: 2011 Ephesus Empowerment Conference, Fontana

Total attendees 10, gender split 50/50% females and males, of which none openly
admitted to being a consumers, clients and client family members. However, from
comments and examples given during the meeting, it was clear that consumers were
present. Participants made comments on two areas related to mental illness: (1) what
causes mental issues? And, (2) what are the solutions?

Responses to what causes mental issues?
e A combination of environmental, personal and community factors
e Trauma that people have experienced
o Living conditions (stress)

o Use of drugs inappropriately

Responses to what are the solutions?
o Seek help, see psychologist
e Get educated

o Identify the problem; own the problem; recognize and accept that there is a
problem; acknowledge that you need help

» Find someone to identify with, especially someone in the same age group

o Send messages to the younger generation by mainstream media; have
information on the TV in the church; use role models

¢ Re-educate the family; use better communication with the children so they
can understand

Group #5: 2011 National Alliance on Mental Illness (NAMI) Conference, Sacramento
Information obtained during this meeting was from a workshop with the deaf and hard
of hearing with five panel members, 80% (4) females and 20 % males, of which all were
consumers, clients and client family members. Panel participants shared their lived

experiences and made recommendations for state system changes. Field notes were taken.

Recommendations were manually extracted and the final CRDP recommendations are
inclusive of this special needs group. Comments are included in a special section of this
report, Section B4c, on page 105. Recommendations include providing deaf individuals
with proper assessments, the use of providers proficient in American Sign Language
(ASL), updating equipment to allow appropriate communication with the deaf, and to
make care for people with hearing and visual limitations a priority.

Group #6: 2011 Black Los Angeles County Client Coalition (BLACCC) Meeting, Long
Beach

This group meeting consists of a total attendance of seven clients; 86% (6) females and
14% males. Clients shared their lived experiences and insight with recommendations
of what would help for prevention and early intervention of mental issues. Entire
conversations were videotaped. Testimonies and specific recommendations were

manually extracted and included in the overall final recommendations of this report.

Summary recommendations include:

» Teach recognition of signs of mental issues so intervention can take place
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 Peer to Peer Programs for people to have help from those who understand
 Family support groups

o Treat people nice and with respect

o Integrate family in every part of recovery and interventions

o Elevate consumers to contributors

o Use “survivors” in providing PEI services

e Hire “survivors” to work full-time as counselors, educators, and in
supporting roles

e People live in a traumatized society, use approaches that are trauma
interventions

 To take care of people and help people have good mental health must use
tailor made approaches

e Must rehabilitate communities

o Re-educate mental health service providers to understand how to meet the
needs of consumers

e Current DMH planning is not sufficient to meet the needs of a community
that is broken

o Utilize a common sense approach and principles — take time with people,
develop PEI systems that are in the community where people can walk in for
help, and staff with people who care and want to help individuals

o Create an African American Center and staff with African Americans who
care about people

e Providers must use a spiritual approach, Black people love God and they
must include in any intervention dealing with our people

Data Set #4: Regional In-depth Individual Interview Results

Individual interviews were conducted in locations and times familiar to participants. A
standard set of open-ended questions were asked. Responses were recorded on a matrix,
manually extracted, and categorized by themes. One question related to personal
background and interest in mental health issues. The other two questions were related
to community practices for PEl and recommendations for PEI delivery system that
would be appropriate for Blacks. Each interview lasted approximately 45 minutes to
one hour.

Total participants were 43; 54% male, and 46% female; average age 56 years with an age
range of 29 to 81. See Figure 40 for distribution of age category.

Participant’s demographic profile covered a broad range to include clients, client family
members, parents, business men and women, advocates, artist, academicians, activist,
providers, LGBTQI, and elected official.

Figure 40: In-depth Interviews Percent of Participants by Age Category, 43 Participants
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In response to the question, what interventions and practices that you believe are
prevention and early intervention methods to help African Americans and other
people of African ancestry have good mental health? Most responses related to family
and family values, community and cultural resources; see list below.

* positive role models

o dignity and self-respect and respect for others
 expressions of love and caring

o parenting skills

* establishing an environment for cultural expressions

o Change the system from a “Euro Model” to a culturally appropriate model
to work with Blacks that include communication, personal interaction and
expressions of emotions

e NO one size fits all; NO do not want quality with uniformity

o Need personable care; Blacks are ashamed to accept mental help, need
closeness

» People need non-discriminatory services
» Better and more compressive strategic dissemination of present resources

* Need more people to get the word out, there are pockets and clusters; need
to fund marketing for vehicles to get the message out. Los Angeles County
has a visibility problem, it is too large and the information is not getting out
there

o Early exposure to culture and discipline; educate people

e Make connection with Spirit and culture

e Give people dignity

e Teachers and parents need to be more interactive to help kids early

e Need psychologist in middle school with peer counseling every day

o Have health clinics in the community staff with the right people who care

o Need better assessment, to assess what level of mental health people are in
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e Train community to recognize early signs of mental problems and how to
work with people

e Mental health providers needs to listen to clients; system needs to change

o African Americans are not recognized; need more people like “us” who
understands; NO stereotypes

e Model to incorporate family values; need to build up the family; family
support

 Everything starts with culture, must know your culture (know who you are)

e Racism is keeping people down because they are Black, Latino, or poor
White; practices that are racist must get rid of it

o All teachers should be experts in “cultural pedagogy”

e People do not want to be seen as crazy; they cannot talk about it; we
need drama therapy to allow for expression of feelings and acting out the
problems

o Need a safe place where people know they can go, “a safe zone” and people
working in the safe zone should be people from the community

o Use models that provide strength and include relationships, people talking
about issues, parenting, psycho-social and developmental issues, belief, peer
support, events to celebrate success

o Change the social image of Black people

o First we must identify the unserved, we need screening and testing; need
appropriate psychological evaluation of people

o Please need help before a crises happens
Data Set #5: Regional Public Forum Results

A total of 9 regional public meetings (page 141 for meeting schedule) were conducted
in San Bernardino, Los Angeles, San Diego, Riverside, San Francisco, Sacramento,
Solano, Seaside, and Long Beach, with a combined attendance of 188. More females,
(68%) than males (32%) attended. The age range was 18 to 82, average age 52, of which
35% identified as consumer, client, and client family member. Only 3% self-identified
as LGBTQI.

All meetings were facilitated by Dr. Woods with assistance from local community
volunteers. The public meetings were intended to accomplish three items, (1) to
validate content of the draft report, (2) to provide additional community practices,
and (3) to obtain additional recommendations for the statewide strategic plan. Each
meeting lasted for no longer than 2 hours. All meetings were videotaped except for
two (videographer was not available); field notes were taken or an audio recording.
Videotapes were made available to the writing team and data analysis team for review.

Participants had the opportunity to individually provide their comments, to give their
name, age and affiliation. Additionally, to register each person was asked to complete
the Consumer, Client, & Client Family Member Survey (Appendix G). Of the 188
attendees, 139 completed and returned surveys. Some attendees (17) stated they wanted
to write more information on the survey and mail it back, even after instructed to turn
the survey in because it was the registration form, or they refused to turn the survey
back in. There were 20 students, five parents, and three teachers who attended, but did
not complete surveys. And, four attendees had previously completed a survey.
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Regional meetings were conducted from October 2011 until December 2011. A draft
copy of the African American CRDP Population Report was posted online at the AAHI-
SBC website for a 30-day public review for the month of October. During this time
there period there were 834 visits to the web page. A pdf copy of the report could be
downloaded and a survey was available for all who submitted comments or downloaded
the draft report.

Public Forum

No new content, community practices, or recommendations were introduced during
the public meetings. All information shared was already in the report. Nearly all
comments were to expand sections and to give more examples. For those who
identified information they wanted to be included in the report were asked to also
submit written statements or information by email or postal services to ensure that
whatever pertinent information they wanted added to the report was added exactly as
they desired. Participants were informed that the information would be share with the
writing team for review and consideration for inclusion. More examples will provide a
more robust strength to recommendations in the report.

The most common input was the personal examples of local grassroots programs and
interventions that were currently in use and needed to be added to the report. Some
comments were related to areas of clarification. Other comments were the identification
of data to document African American usage of the DMH services, resources used by
the Black community and provided to the Black community.

[rrespective of location in California, Black people have the same problems with mental
issues, and the local DMH. Black people, irrespective of regional residence suggested
the same solutions.

There was one issue discussed by a couple of people during the public meetings, the
recommendation to change the name of the report because they felt the language “crazy”
was not appropriate for mental health. In review of all 188 surveys related to the title, 39
comments were recorded. Only 10 survey respondents stated, “Do not use the word crazy.”

In addition, attendees were invited to send an email or written comments on any
aspect of the report, the layout, colors, design, title, etc. Not one email was received or
telephone call received related to the report design. Only four respondents stated, “Do
not use the word ain’t.” Other 25 comments entered on the survey about the title are listed
in Table 49.
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Table 49: 25 Written Comments Received During 30-day Public Review of the CRDP
African American Population Report Title

I like the title “We Ain’t Crazy”
Make the title with larger fonts
Include more Black faces in the circles
“We ain't crazy” reaches out and captures your attention
“We Ain'’t Crazy, and We Ain’t Stupid Either”
“We Ain’t Crazy: Just Misunderstood”
“We are not crazy”
“We are Strong Minds”

“We Contribute: We are Part of Your Family”
“Our Mental Health is our Community”
“Root of Wellness”

“We Aren'’t Crazy”

“We're Not Crazy”

“We Ain’t Crazy and We Ain't Lazy Either”
“You're Not Alone”

“Perfect Storm”

“Tipping Over”

“On the Edge”
“Consciousness Raising”

“Rise Up”

“Moving Up”

“Celebrating Our African Heritage”
“How Do You Cope”

“We Are Here”
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Given the complex psychological predicament that African Americans face, it is clear
that examination of mental health emanate from basic psychological models that
represent African American reality structure. The focus group findings in conjunction
with other data collected with this CRDP provides overwhelming evidence of what the
Black population in the State of California express they need (and, probably in Black
communities across the Nation), and what they believe to be meaningful and important
factors to create and sustain good mental health. Recommended practiced are outlined
in Section E.

It is incumbent upon all governing bodies, law-makers, political decision-makers, and
others in position of designing a “new” mental health system to provide the architect and
structure for securing functional communities. Recommendations for this responsive
integrated system to occur are incumbent in this CRDP African American Population
Report.

Good mental health for people of African heritage has been clearly described in the
report by various people living in different regions throughout California. Individuals
who have participated in this study have taken the inquiry extremely serious. The
information and recommendations are shared from a deep sense of “culturally rooted
and grounded” values, beliefs and norms, as lived in the 21st Century. We have clearly
articulated what is important and meaningful to us as a “collective” voice for effective

prevention and early intervention methods that will help heal people of African ancestry.
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D4. MODELS: COMMUNITY-DEFINED PREVENTION AND EARLY
INTERVENTION (PEI) PRACTICES FOR BLACKS

Section D presents several models that get positive results for PEI. The concepts and
principles, as well as the term “prevention” have different meanings to different fields
of health. The classic definition used in public health refers to concepts of primary
prevention, secondary prevention and tertiary prevention (DHHS, 1999). By definition,
primary prevention is taking action to prevent disease, or health and social problems
before they occur. Secondary prevention is the early intervention or recurrences
or exacerbations of a disease or condition that already has been diagnosed. Tertiary
prevention is the reduction in the amount of disability caused by a disease or condition
to achieve the highest level of function.

Primary prevention fosters or encourages health supporting community environments
and seeks to make the healthy choice the easy choice. Primary prevention is a skill. You
cannot assume that just anyone can do prevention. It is critical to understand, that
a person who is skilled and knowledgeable about prevention will be more likely to
have resources to resist being drawn into intervention, crisis management, and service
provision at the expense of prevention, proactive planning, and capacity building
(Cohen, Chavez, and Chehimi, 2007).

Concepts of risk and protective factors, risk reduction, and enhancement of protective
factors (commonly referred to as fostering resilience) are critical to prevention
programs, activities, and efforts. Risk factors are characteristics that increase personal
ability to develop a particular disorder or condition. Effective prevention will focus on
the risks associated with a particular illness or problem, as well as the protective factors
(DHHS, 1999).

DAa. Protective Factors: Rationale for Community-de fined PEI Practices

The barriers and issues identified in this report are directly impacted by protective
factors that are associated with greater successful outcomes for African Americans.
These protective factors tend to be related to environmental qualities that are
juxtaposed against the landscape of barriers that bring about high levels of burden for
Black families. For example, the distinguished work of Margaret Beale Spencer (2005)
resulted in a dual-axis model of vulnerability that categorized multiethnic high school
students as high, masked, low, and undetermined vulnerability, using a ratio of risk
and protective factors. Risks included level of poverty, number of parents in the home,
and skin color pigmentation. Protective factors included perceptions of school climate,
parental monitoring, and consonance between skin pigmentation and preferred skin
color. The model then predicted psychosocial and achievement outcomes, confirming
the impact of risk and protective factors for African American students.

Given the importance of environment, these protective factors can be a relevant focus
for public health approaches. For example, Miles, Espiritu, Horen, Sebian, & Waetzig
(2010) suggest the following guiding principles for a public health approach to children’s
mental health:

e Taking a population focus, which requires an emphasis on the mental
health of all children. Data need to be gathered at population levels to drive
decisions about interventions and to ensure they are implemented and
sustained effectively for entire populations.
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» Placing greater emphasis on creating environments that promote and
support optimal mental health and on developing skills that enhance
resilience.

o Balancing the focus on children’s mental health problems with a focus on
children’s “positive” mental health—increasing our measurement of positive
mental health and striving to optimize positive mental health for every child.

» Working collaboratively across a broad range of systems and sectors, from
the child mental health care system to the public health system to all the
other settings and structures that impact children’s well-being.

» Adapting the implementation to local contexts—taking local needs and
strengths into consideration when implementing the framework (p. xvii).

For a discussion of protective factors for African Americans in California, we emphasize
the importance of creating environments and developing skills that lead to resilience.
Prevention efforts should include environmental prevention strategies which target
policies and norms that threaten health. These strategies must be community-based
utilizing themes of mobilization, coalition building, and empowerment. They must also
seek to create and/or promote safe communal spaces that foster wellness.

In African American communities, there are cost-effective protective factors that can
bring about significant increases in resilience, if tapped by public health initiatives.
This is true for adults as well as children. Research on protective factors for mental
health is largely organized around children’s functioning. A few adult studies cited here
are retrospective investigations of variables associated with measures of resilience. The
elements listed in this overview become the targets of all recommendations included in
our CRDP Population Report.

Skills that Lead to Resilience

Resilience is a dynamic, multidimensional construct that incorporates the bidirectional
interaction between individuals and their environments within contexts (family, peer,
school and community, and society). Over time, models of resilience have become
more ecologically focused, reflecting the fact that youth develop in context (e.g.,
individual, environmental, sociohistorical). Consideration of context is fundamental
to any serious effort to understand development and experience. There has been more
focus on the individual’s feelings and perceptions of his or her experience, as well as an
understanding of how multiple factors in the environment contribute to risks and
protective factors. However, not systematically included within the ecological framing
of resilience is the explicit inclusion of factors that specifically encompass the racial,
ethnic, and cultural experiences of African American youth (APA, 2008).

Positive Racial Identity. According to the American Psychological Assoication (APA,
2008), it is imperative that African American children develop a positive sense of self
and racial identity in order to foster resilience and strength. Research shows that with
a cultural and ecological perspective of optimal social development, interventions
do provide the opportunity to leverage change in African American children’s and
adolescents’ development. Empowering youth and their primary socializing agents
increases the prospect of authentic and sustainable resilience.

Positive gendered racial identities are essential to the personal and collective well-being
of African American youth. African American children and adolescents must develop a
positive sense of self in a society that often devalues them through negative stereotypes,
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assumptions, and expectations of others (Cross, 1995). Negative racial identity in
African Americans has been theoretically linked to low self-esteem, problems with
psychological adjustment, low school achievement, school drop out, teenage pregnancy,
gang involvement, eating disorders, drug abuse, and involvement in crime (Cross,
1991; Poussaint, 1990).

Research hasidentified racial socialization as a contextual protective factor. Socialization
influences children’s racial identity and self-concept (Alejandro-Wright, 1999), beliefs
about the way the world works, repertoire of strategies and skills for coping with and
navigating racism, and inter- and intraracial relationships and interactions (Coard
& Sellers, 2005). African American parents are instrumental in transmitting values,
beliefs, and ideas about lifestyles based on cultural knowledge of the adult tasks and
competencies needed for appropriate functioning in society (Harrison, Wilson, Pine,
Chan, & Buriel, 1990). For example, Okech and Harrington (2002) found a significant
positive relationship between Black consciousness and self esteem and between Black
consciousness and academic self-efficacy.

Although the socialization messages of both mothers and fathers benefit the child,
research (e.g., Thornton, Chatters, Taylor, & Allen, 1990) has suggested that more
optimal outcomes occur when both parents engage in the racial socialization process.
African American children and adolescents who learn that others have negative
perspectives on African Americans but who have these messages mediated by parents,
peers, and other important adults are less likely to have negative outcomes and more
likely to be resilient in adverse conditions. However, negative stereotypical assumptions
and expectation of others need to be destroyed if society is going to reconstruct the way
it treats Black people.

Lerner, Dowling, & Anderson (2003) propose the following skills that lead to resilience
in African American youth:

Critical mindedness. This protects against experiences of discrimination by producing a
critique of existing social conditions that buffers internalized racism.

Active engagement. This includes behavior in school, at home, and with peers, that
results children and adolescents proactively and positively impacting their environment.
Impact on settings, however, must be executed effectively, and flexibility becomes
essential. For African American children and adolescents to develop into individuals
actively engaged in optimal personal and collective development, they must be placed
“at promise” as opposed to “at risk” in order to become contributing members of their
families, schools, communities, and the broader society (Boykin, 2000). This can help
them to emerge as agents for meaningful and sustainable positive change.

Flexibility. This can include bicultural com