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Executive Summary

More than half (51%) of all Asians with a perceived need for mental health services experienced
unmet need for mental health care in California in pooled data from California Health Interview
Survey (CHIS), 2015-2019. Experiencing unmet need is even higher than the average for Korean
and Vietnamese adults at 52% and 61%, respectively. More than two-thirds (68%) of all Asian
adults with serious or moderate psychological distress experienced unmet need for mental health
including three-quarters (75%) of Korean adults and more than three-quarters (78%) of
Vietnamese adults, indicating the highest unmet needs among all Asian adults examined (Tse et
al., 2021).

To address the ethnic/racial disparities in mental health care, Korean Community Services
(KCS), in partnership with Southland Integrated Services (“Southland”), implemented a
Community-Defined Evidence Practice (CDEP) of “Community Health Workers” (CHWs) that
offered bilingual and bicultural “Integrated Care Coordinators” (ICCs). The CDEP employed
ICCs with cultural and linguistic competence to address specific needs of Koreans and
Vietnamese, two of the largest API communities within California, in navigating an integrated
healthcare system. The Integrated Care Coordinators (ICC) project aimed to prevent or reduce
trauma, anxiety, and depression among urban immigrants of Korean and Vietnamese ethnicities
by decreasing self and social mental health stigma, strengthening cultural/spiritual/community
protective factors, and increasing access/utilization of mental health services.

The ICC CDERP is a prevention and early intervention program for Korean and Vietnamese
immigrants living in Orange County that includes three components: 1) Information and
Referral; 2) Linkages and Follow-Up; and 3) Ongoing Integrated Care. Throughout the
implementation of these components, the ICC project infused community-grounded core values
and cultural elements that included: a) a “no wrong door” approach to needs assessment and
linkages to services, b) a “whatever it takes” approach for types of assistance provided to support
clients in accessing services, c¢) a “warm hand-off” to qualified providers to prevent clients from
falling through the cracks, and d) “noon-chi” or a culturally-grounded relational focus as a form
of emotional support, to ensure cultural and linguistic sensitivity.

This CDEP program was delivered by ICCs and the program manager with strong, trusted
relationships with local Korean or Vietnamese communities. All ICCs were trained through the
promotoras (community health worker) model with additional attention to cultural context that
includes awareness and knowledge of heterogeneity within target ethnic groups, 1.e., gender, age,
religious affiliation, and sexual orientation. Moreover, ICCs were knowledgeable about the broad
mental health system of delivery and vast network of resources in the mainstream communities
in Orange County so that they were well prepared to make external linkages for their clients and
advocate for necessary services.

The Ongoing Integrated Care program (core component #3) was the focus of the local evaluation
using a mixed-methods approach. During the project period, 163 Korean and 107 Vietnamese
clients completed the survey at KCS and Southland, respectively. The local evaluation was
designed to explore program effectiveness by examining the extent to which participants



experienced changes in psychological, work/school, family, and social domains of psychological
distress and functioning scores. The evaluation also included an assessment of satisfaction from
participant perspectives and examined if the program was implemented as designed. The
evaluation used a non-experimental pre- and post-test design for the quantitative component and
an action research approach for the qualitative data.

The results showed statistically significant decreases in both psychological distress and
functional impairment scores in Korean clients. Similarly, there were slight decreases in
psychological distress and functional impairment scores in Vietnamese clients, but the changes
were not statistically significant. Both sets of clients reported high satisfaction scores and very
high general satisfaction ratings in both quantitative and qualitative data. The results also showed
improvements in the clients’ ability to deal with daily problems, to perform better at school and
work, and to not allow symptoms and problems to bother them as much.

Utilizing a culturally sensitive framework and strategies, the Integrated Care Coordinators
project contributed to the reduction of mental health disparities for Korean and Vietnamese
communities. Services delivered by culturally and linguistically competent care providers
improved access and removed the barriers to mental health service utilization, as well as reduced
mental health stigma. Cultural and linguistic concordance as well as understanding the
community and cultural aspects of noon-chi may have positively influenced the outcomes.

Despite its limitations such as the relatively small sample size and potential sampling bias, the
findings of the ICC program evaluation can inform the planning and implementation of
community-defined evidence projects in the future. Moreover, the action research approach is
strongly recommended to enhance the practice and to investigate the effects of the actions taken.
Finally, focusing on process outcomes and sharing the results of initial data analysis can help
improve the community-defined evidence program, allowing for program refinements and
improvements.



Introduction/Literature Review

The practice of ‘promotoras’ or Community Health Workers (CHW) has been recognized as an
effective community-defined intervention that contributes to the reduction of ongoing disparities
in health equity in settings which require cultural and linguistic competence (Stacciarini et al.,
2012). The role of the CHW is even more critical in the context of the current healthcare trend
towards integrated care (SAMHSA, 2012). In California, leaders from primary care, mental
health and substance abuse have been coming together to develop a model which addresses the
integrated care of the whole person (California Institute for Behavioral Health Solutions, 2015).
With multiple systems and modes of health care delivery, underserved populations are more than
ever in need of a trusted community-based ‘navigator’ who can assist in finding the right levels
of care. The Phase 1 work of the California Reducing Disparities Project (CRDP) identified
gaping disparities (CRDP API Report, 2012) in individualized healthcare settings and these
disparities are amplified in fragmented healthcare settings with the complex interaction of
multiple systems of care. Integrated behavioral health care, a part of “whole-person care,” is a
rapidly emerging shift in the practice of high-quality health care. Integrated behavioral

health care blends care in one setting for medical conditions and related behavioral health factors
that affect health and well-being. Providers practicing integrated behavioral health care recognize
that both medical and behavioral health factors are important parts of a person’s overall health.
The advantage is better coordination and communication, while working toward one set of
overall health goals (AHRQ, 2021).

Utilizing the Community-Defined Evidence Practice (CDEP) of CHWs, Korean Community
Services (KCS), in partnership with Southland Integrated Services (“Southland”), offered
bilingual and bicultural “Integrated Care Coordinators” (ICCs) to address the ethnic/racial
disparities in mental health care in Orange County. The CDEP employed ICCs with cultural and
linguistic competence to address specific needs of Koreans and Vietnamese, two of the largest
API communities within California, in navigating an integrated healthcare system. Both KCS
and Southland are ideal settings as each agency has well-established primary healthcare clinics
alongside a diverse spectrum of behavioral health and social services.

In the 2013 CRDP API Report (“Report”), 34% of the participating Korean-Americans, over the
age of 60, were assessed with probable depression with an additional 8.5% reporting suicidal
ideation. However, only 6.5% had sought professional help. Seventy-one percent (71%)
considered depression as a sign of personal weakness and 14% stated mental illness would bring
shame to the family. Similarly, compared to the state average of 5%, elderly Vietnamese
reported 7% in mental disability. In addition, Vietnamese participants reported a higher
frequency of mental distress than other API subgroups (CRDP Report, 2013).

In analyses of 2015-2019 California Health Interview Survey (CHIS) data (Tse et al., 2021),
more than half (51%) of all Asians with a perceived need for mental health services experienced
an unmet need for mental health care. The proportions experiencing unmet need for Korean
adults and Vietnamese adults were 52% and 61% respectively. More than two-thirds (68%) of all
Asian adults with serious or moderate psychological distress experienced an unmet need for
mental health including three-quarters (75%) of Korean adults and more than three-quarters



(78%) of Vietnamese adults, indicating the highest unmet needs among all Asian adults
examined (Tse et al., 2021).

To fully appreciate the needs addressed by the CDEP, a brief overview of the specific
contextualization of mental health needs within the Asian worldview is in order. This worldview
is particularly significant for both Korean and Vietnamese communities where there is often a
deep-rooted cultural stigma associated with mental health. In contrast to the highly
individualistic Western European cultures, collectivistic societies, characteristic of most API
populations, value family cohesion, cooperation, solidarity and conformity (Choi & Han, 2008).
In API cultures, individuals are constantly aware of how others are viewing them, leading to the
concept of ‘saving face’ and a cultural stigma towards behavioral health services (Kramer et al.,
2002). It is also important to note the strong influence of Confucianism in many Asian cultures
where there is an emphasis on maintaining harmony within relationships (Park & Kim, 2008).
Confucianism entails collectivistic thinking of the self (“we” vs. “me”) along with more indirect
forms of communication. For example, Koreans often use a communication strategy called
‘noon-chi,” which is the ability to infer the intention, desire, mood state, and attitudes of the other
without having these inner states expressed explicitly to them (Park & Kim, 2008).

In light of these implicit nuances of collectivist mentality and modes of communication, mental
illness remains an unspoken ‘taboo’ subject for many API communities (CRDP Report, 2013).
In fact, there is no proper terminology of “mental health” in most API languages without a
negative connotation attributed to it (CRDP Report, 2013). There is thus an increased need for
cultural sensitivity and competence in dealing with these cultural nuances in an appropriate
manner. ICCs who help navigate unfamiliar non-Asian systems of care will undoubtedly address
some of the deep-rooted cultural stigma and need for heightened sensitivity to the cultural
worldview in order to ensure accessible and culturally-responsive community services and
resources for API populations.

The specific targeted populations of KCS’s and Southland’s CDEP are monolingual, multi-
generational urban immigrants of Korean and Vietnamese ethnicities. Koreans and Vietnamese
represent the top two API ethnic groups in Orange County with a population growth from 2000-
2010 of 60% and 38%, respectively (AAAJ, 2014). The unique history of Korean and
Vietnamese immigrants in America includes the intergenerational effects of war trauma. Both
Korean and Vietnamese immigrant communities suffer from the trauma of a country divided by
war and share similar cultural nuances and common post-traumatic stress disorder symptoms
which require a depth of cultural and linguistic competence.

For Korean immigrants, the first influx of immigrants was tied to the Korean independence
movement. Soon after Korea regained independence from the Japanese colonization, the country
was again devastated by the Korean War, the outcome of which has divided the country and
numerous families since 1953. After the passage of the 1965 Immigration and Nationality Act,
there was an explosive growth in immigrants arriving in the United States and Los Angeles
quickly hosted the largest population of Korean immigrants outside of Korea (Center for
Immigration Studies, 1995). However, the 1992 Riots burned Koreatown to the ground and many
Koreans began to question their place in Los Angeles (Bates, 2012). Indeed, almost 40% of total



damages from the rioting were incurred by Korean Americans (Ong & Hee, 1993). This led to a
secondary migration of Korean immigrants to Orange County. The Korean community within
Orange County began to grow steadily in the 1990s and has now become a primary locale of
migration for new immigrants coming directly from South Korea.

For Vietnamese immigrants, the fall of Saigon led to one of the largest influxes of refugees in the
history of the United States. ‘Operation New Arrivals’ settled in Camp Pendleton, California,
where over 50,000 Vietnamese refugees came and built a ‘tent city’ (Tran, 2009).
Geographically situated near Orange County, the birth of ‘Little Saigon’ took place in the city of
Westminster and has now grown to be the largest ethnic enclave of Vietnamese immigrants
outside of Vietnam (Orange County Register, 2015). A vast majority of Vietnamese American
families have been affected by the multiple traumas wrought by war — imprisonment, torture in
concentration camps — uprooting their families, fleeing by boat as they fended off pirates and
braved turbulent seas, and eventually reestablishing their lives in a different country. This history
is one reason why rates of mental health issues such as post-traumatic stress disorder, depression
and anxiety are higher among Vietnamese Americans than other Asians, who typically
immigrate for professional or familial reasons, not because of war.

Both KCS and Southland were borne out of the communities they serve. KCS started in a Korean
church to respond to the influx of recent Korean Immigrants in Los Angeles and eventually
moved alongside of the migration of Korean immigrants to Orange County. Similarly, Southland
saw the influx of refugees coming into Orange County and initially started out as a makeshift
storefront to meet the needs of refugees. Consequently, by their very nature, both Southland and
KCS were supported by the communities they serve from the moment they were conceived.
Indeed, both KCS and Southland were founded by trailblazing community leaders and have
adapted and grown in order to meet the changing needs of the growing Korean and Vietnamese
communities of Orange County.

In light of the unique history and worldview, common for many API cultures, but in particular,
the Korean and Vietnamese communities, the existing issues and challenges identified by the
“Report” were clearly addressed by the CDEP, with “the Integrated Care Coordinators”(ICC).
The specific ways in which the ICC addressed the needs identified in the CRDP API Report are
as follows:
1) The ICC addressed the lack of access to care, support for access to care and quality of
care by providing a meaningful, culturally competent navigation of the systems of care by
a trusted member of the community; and
2) The ICC addressed the lack of culturally appropriate services and the language barriers to
care by utilizing a member of the community who was able to address the specific
cultural and linguistic needs of the targeted population.

By addressing these needs, the ICC also implemented the following recommendations identified
by the Report:

1) Increasing access, affordability, availability and quality of services by supporting
culturally competent outreach, engagement and education to reduce stigma against
mental illness and to raise awareness of mental health issues; and



2) Empowering the community by supporting capacity-building through efforts such as
leadership development, technical assistance, inclusion of community participation in the
decision-making process and establishment of infrastructures that maximize resources.

CDEP Purpose, Description & Implementation
CDEP Purpose

The Integrated Care Coordinators (ICC) project is a community health worker prevention and
early intervention program that aims to prevent or reduce trauma, anxiety, and depression among
urban immigrants of Korean and Vietnamese ethnicities in Orange County by decreasing self and
social mental health stigma, strengthening cultural/spiritual/community protective factors, and
increasing access/utilization of mental health services. It is designed to address the following
Phase I Asian and Pacific Islander priority population strategy: a meaningful culturally
competent navigation of the systems of care by a trusted member of the community as a means
to increase access to mental health treatment and promote wellness.

Expected outcomes include:

1) Increased access, affordability, availability and quality of services.

2) Decreased stigmatization surrounding mental health issues.

3) Increased outreach opportunities and locations available for residents to receive support and
education about mental health issues.

4) Improved health and wellness.

5) Improved spirituality.

6) Empowering the community through inclusion of community participation in the decision-
making process.

CDEP Description & Implementation Process

The ICC is a prevention and early intervention program for Korean and Vietnamese immigrants
that includes three components: 1) Information and Referral; 2) Linkages and Follow-Up; and 3)
Ongoing Integrated Care. Throughout the implementation of these components, the ICC project
infused CDEP core values/cultural elements: a) a “no wrong door” approach to needs assessment
and linkages to services, b) a “whatever it takes” approach for types of assistance provided to
assist clients to access services, ¢) a “warm hand-off” to qualified providers to prevent falling
through the cracks, and d) “noon-chi” or a culturally-grounded relational focus, paying close
attention to cultural and linguistic sensitivity.

Component #1: Information and Referral

For all inquiries for concrete services, whether that be by phone or walk-in,
information and referral were provided. As comprehensive multiservice
agencies, KCS and Southland provided a range of support in-house for
community members including access to a food bank, housing information,
INFORMATION transportation, caretaker information, free legal service, and support groups
ANEY REFERRAL in addition to integrated health/behavioral health care. For inquiries that
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needed external referral, each individual was provided with detailed information including 1) the
name of the agency providing the particular service; 2) specific contact person at the agency; and
3) the best time of day to call. Each inquiry was responded to in a way that was culturally and
linguistically sensitive with a personal touch. All information and referral services were provided
by bilingual and bicultural staff at KCS and SIS with extensive knowledge of community
resources.

Component #2: Linkages and Follow-Up

need for primary care, behavioral health, or substance abuse services.
Once ICCs at KCS and Southland assessed that a client was in need of
LINKAGES primary care, behavioral health, or substance abuse services, they
AND FOLLOW-UP implemented the “warm hand-off” where a client was directly linked to a

service provider to prevent falling through the cracks. Linkages involved
a “whatever it takes” approach to ensure that the client was properly connected with the referral
source and was indeed poised to receive services. Services included arranging transportation,
providing translation, making phone calls and appointments, and providing cash assistance.
Once confirmation was received that the client was receiving services, ICCs followed up within
two weeks to make sure the person was connected to the appropriate agency for needed services.
Ongoing follow-up also occurred to confirm that the client was not encountering barriers to
services.

For all walk-in inquiries, an ICC utilized a brief screening tool
n-’l? specifically designed for the CDEP to assess the community member’s

Component #3: Ongoing Integrated Care

ICCs assisted in the navigation of a wide spectrum of health services
c‘ , ranging from primary healthcare services and behavioral health services
to traditional forms of Asian acupuncture and medicine. The underlying
approach of this CDEP was to address the deeply rooted ‘trust’ issue by
ONGOING elevating peer specialists and trusted community members into a more
INTEGRATED CARE  active community health worker role. This approach incorporated the
trust and sensitivity to cultural stigma issues which often acted as
significant barriers in addressing the mental health needs of API populations. The ICC program
was delivered in a client-centric model; ICCs delivered care coordination in a manner that was
specifically tailored to the client’s unique needs in a culturally appropriate manner. There was
‘no wrong door’ and program barriers within the agency were eliminated by the ICCs who were
bilingual and bicultural. ICCs 1) assisted clients with navigating the integrated healthcare
system and accessing services they were referred to; 2) provided ongoing peer and emotional
support via weekly contacts; 3) monitored medication compliance; and 4) provided practical
forms of assistance such as making arrangements for rides to appointments. As trusted
community members who acted as the bridge between the Korean/Vietnamese culture and the
mainstream culture within which the systems of care operated, ICCs were able to demonstrate
sensitivity to the cultural/linguistic/historical experiences of the clients.
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The cultural values, practices, and beliefs of priority communities are reflected in the ICC
programs as follows:

a) “No wrong door” approach to needs assessment and linkages to services:

This approach clarifies that the responsibility of providing care
addressing a range of health and social needs is the responsibility of the
é ICCs. It requires the ICCs to provide care and/or facilitate access to

service delivery that falls beyond their specific focus. It removes the

onus of negotiating different services and providers from the client and

thereby aims to reduce the incidence of people ‘falling through the
cracks’ of a complex service delivery system. This approach also reflects cultural understanding
of the help-seeking behaviors of Asian immigrants where there is a great reluctance to seek help
for mental health problems. Instead, individuals with mental problems are more likely to seek
help from their primary physicians or religious leaders and consider professional mental health
services as a last resort. The “no wrong door” approach embraces these cultural values and
practices and offers alternative paths to mental health services without individuals’ having to
“lose face” in the help-seeking process.

b) “Whatever it takes” as far as types of assistance provided to assist clients to access

services:
E 8
ICC may need to first address other areas of the client’s needs such as
housing, legal status, and finances. By addressing these other needs, the
ICC established credibility and trust, which in turn led to clients’ accessing mental health
services. Services may include arranging transportation, providing translation, making phone
calls and appointments, and providing cash assistance.

This approach reflects the holistic perspective where the client is seen as
a human being with multiple needs, e.g., health, mental health, social,
financial, vocational, etc. and the belief that all these needs are
intertwined. In order to help the client with mental health problems, the

¢) “Warm hand-off” to qualified providers to prevent falling through the cracks:

Once ICCs at KCS and Southland assess that a client is in need of
~ primary care, behavioral health, or substance abuse services, they

implement the “warm hand-off”” where a client is directly linked to a
service provider to prevent falling through the cracks. Linkage will
involve a “whatever it takes” approach to ensure that the client is
properly connected with the referral source and is indeed poised to
receive services. Once confirmation is received that the client is receiving services, the ICC
followed up within two weeks to make sure the person was connected to the appropriate agency
for needed services. Ongoing follow-up also occurred to confirm that the client was not
encountering barriers to services.

l"'
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d) “Noon-chi” or culturally-grounded relational focus as far as emotional support,
checking in cultural and linguistic sensitivity:

W “Noon-chi” is a Korean concept signifying the subtle art and ability to
x listen and gauge others' moods. Akin to the concept of emotional
' intelligence in Western culture, “noon-chi” is of central importance to
y the dynamics of interpersonal relationships. This cultural value is
‘ reflected in the ICC-client relationships where the ICC utilizes their
—

noon-chi to respond to the client’s moods and/or unspoken wishes. For
example, the expectation to complete client assessments in the first few
sessions, which is typical of mainstream mental health services, may be antithetical to the beliefs
of the Asian immigrant communities. Instead the ICCs use noon-chi and take their time to build
trusting relationships with their clients first before completing assessment forms. Being aware of
the hierarchical relationships that exist in Asian culture based on age, gender, socioeconomic
status, etc., the ICC gauges the client’s level of discomfort in relation to ICC and addresses the
matter in a sensitive and respectful manner.

The program was delivered by ICC’s and the program manager with strong, trusted relationships
with local Korean or Vietnamese communities. All ICCs were bilingual and bicultural, trained in
the promotoras (community health worker) model, and received additional training in cultural
competency that included awareness and knowledge of heterogeneity within target ethnic groups
in terms of gender, age, religious affiliation, sexual orientation, etc. Moreover, ICCs were
knowledgeable about the broad mental health system of delivery and vast network of resources
in the mainstream communities so that they were well prepared to make external linkages for
their clients and advocate for them for needed services. The ICC program was time-limited: The
ICC program at the KCS provided a maximum of three months of services, while Southland
provided one month.

Demographic Characteristics

We intended to serve mostly monolingual Korean and Vietnamese immigrant adults. According
to the staff at KCS and Southland, clients at KCS and Southland are likely to have the following
characteristics: Mostly non-native English-speaking cisgender heterosexual individuals with
recent immigration history and varying income and education levels. While the majority of KCS
clients are expected to be affiliated with Christianity (Protestant and Catholic), the majority of
Southland clients are expected to be Buddhist or Catholic. KCS clients are likely to be uninsured
or underinsured while the majority of Southland clients have insurance.

At KCS, 207 clients were served by Component 3 (Ongoing Integrated Care) during the project
period. All clients self-identified as Korean and ranged in age from 18 to 81. About 70% of the
clients were female. The majority of clients were low income, two-thirds were affiliated with
Christianity, and almost all of them were cisgender heterosexual individuals. The majority of
participants (71%) immigrated longer than 10 years ago, about half of them were able to speak
both English and Korean, and about 60% of the participants had bachelor’s degrees. These
characteristics were somewhat different from the population the CDEP intended to serve.
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However, these demographics reflect the need for navigation supports among broad Korean
immigrant populations, not just for low-income, low educational attainment, more recently
immigrated, or monolingual Koreans. In addition to 207 individuals served in Component 3 at
KCS, 3,021 individuals were served in Component 1 (Information and Referral) and 1,542
individuals were served in Component 2 (Linkages and Follow up).

At Southland, 194 clients were served by Component 3 (Ongoing Integrated Care) during the
project period. All clients self-identified as Vietnamese and ranged in age from 18 to 83. About
70% of the clients were female. All but one respondent had health insurance and almost all of
them were cisgender heterosexual individuals. About 23% of them were able to speak both
English and Vietnamese. These characteristics were somewhat similar to the population the
CDEP intended to serve. In addition to 194 individuals served in Component 3 at Southland,
227 individuals were served in Component 1 (Information and Referral) and 173 individuals
were served in Component 2 (Linkages and Follow up).

It is difficult to calculate overall ICC program attrition rates as this information was not
consistently collected across ICC providers and sites (KCS and Southland). However, according
to the service and discharge date records, several people received services only once, making it
difficult to assess whether this should be considered as program dropout or termination for other
reasons (e.g., needs were met with one session).

Local Evaluation Questions
There were six main questions for this evaluation as shown in Table 1 below. Data sources and
key outcome measures are also listed.

Table 1.

Local Evaluation Questions and data sources

Local Evaluation Question Data Source(s) Key Outcomes/Measures

1. What types of ICC services were

provided for participants and how
many?

Internal program records
(service log)

To what extent are ICC participants

SWE Post-test

General satisfaction from

program reached clients as intended
and for which clients?

ICC provider interviews

satisfied with the ICC program? ICC program participant | MHSIP - 3 items
interviews Satisfaction rating — 1 item
3. How does each cultural element of SWE Post-test CBCCI - 11 items
the ICC program look like? What ICC program participant
cultural element(s) of the ICC interviews

To what extent did ICC program
participants show reduction in
psychological distress and functional
impairment?

SWE Pre and Post-tests
SWE Pre and Post-tests
SWE Post-test

Kessler-6 Psychological
Distress Sheehan Disability
Score
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MHSIP perceived outcomes -

3 items
5. To what extent did ICC program SWE Pre and Post-tests | Cultural connectedness- 4
participants strengthen spiritual items
wellness, and cultural and social Holistic health — 1 item
connectedness? Social connectedness - 2 items
6. To what extent did the ICC program | ICC program MHSIP Access- 3 items
increase participants’ ability to participants interviews
navigate the integrated healthcare ICC provider interviews
system?

Note. CBCCI = Consumer-Based Cultural Competency Inventory. MHSIP = Mental Health
Statistics Improvement Program. SWE = Statewide Evaluation. Questions 1-3 are process
evaluation questions and questions 4-6 are outcome evaluation questions.

Six open-ended questions were added in the post-survey. This decision was based on our
preliminary review of a small number of post-surveys completed by clients at KCS. This review
demonstrated that we were able to measure changes in terms of clients’ mood and functioning in
various aspects of life. However, it was not clear what helped clients change (mostly for better).
By adding these six short-answer questions, we wanted to identify factors directly related to
clients’ change. We decided to add only six essential questions in order to minimize any
possible survey fatigue among the participants. Appendices A-C represent the SWE pre- and
post-surveys in each language (English, Korean and Vietnamese), while Appendix D represents
the qualitative interview guide.

Local Evaluation Design & Methods
Design

The local evaluation used a mixed-method design. A non-experimental pre-and post- with single-
group design was used for the quantitative component, while an action research approach was
used for the qualitative component of the local evaluation. The action research design fits well
with the ICC program, as implementation of solutions occurs as a part of the research process
without any delay. Utilizing a community-based participatory research strategy, the evaluation
engaged community advisory boards of each site (KCS & Southland) throughout the evaluation
process by soliciting feedback on evaluation planning, implementation, and dissemination. ICCs
were also integral in discussing CDEP implementation processes and data collection experiences
to inform slight adjustments to the local evaluation (data capture procedures) to strengthen the
opportunity to capture outcomes data. This evaluation research was approved by Institutional
Review Boards of the California Department of Public Health and California State University,
Fullerton.
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Sampling Methods and Size

The Ongoing Integrated Care program (core component #3) was the focus of the local
evaluation. Both KCS and Southland accepted clients into the ICC program on a rolling basis.
All adult clients receiving the Ongoing ICC program were invited to participate in the evaluation
and those who voluntarily agreed to participate were included in the evaluation (convenience
sampling).

Initially, the program aimed to collect data from 200 Korean clients and 110 Vietnamese clients.
However, we were unable to meet these target numbers largely due to the impact of COVID-19:
we had to pause data collection while discussing and modifying the consent process and data
collection method (For details, see the data collection procedures section below). While the ICC
program served 207 Korean clients, only 163 service recipients (78.7%) participated in the pre-
survey. According to ICC program providers, the survey was typically completed during the
second session, and some clients did not continue after the first session, therefore they were not
included in the evaluation. The final matched sample size for KCS is 102 with 163 pre-surveys
and 102 post-surveys (collected from August 2018 to June 2021). However, the number of
analytical samples may differ in analyses below as some participants refused, skipped or did not
answer one or more items. All pre- and post-surveys from KCS were conducted in Korean. The
proportion of pre-surveys collected in-person before COVID pandemic was 79.75% (n=130).

As shown in Table 2 below, ICC program participants at KCS were 23.3% male and 76.7%
female. Almost all participants (97.5%) were foreign-born, and on average, they have lived in the
United States for 18.46 years (range: 1-44, SD = 9.99). About half of the participants responded
that they speak English fluently (18.4%) or somewhat fluently (35.6%). About one-third of the
participants (32.5%) indicated that they cannot speak English very well, know some vocabulary
but can’t speak in sentences (11%) or cannot speak at all (2.5%).

Table 2.
Sociodemographic Characteristics of KCS ICC Program Participants at Pre-survey
(N =163)
Characteristics n %
Gender
Male 38 23.3
Female 125 76.7
Age
18-29 20 12.3
30-39 24 14.7
40-44 19 11.7
45-49 15 9.2
50-64 73 44.8

65 or older 12 7.4
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Nativity
Inside the US 4 2.5
Outside the US 159 97.5
Length of stay in US M =18.46 SD =9.99
Proficiency in English
Fluently 30 18.4
Somewhat fluently; can make myself 58 35.6
understood but have some problems with it
Not very well; know a lot of words and phrases 53 32.5
but have difficulties communicating
Know some vocabulary, but can’t speak in sentences 18 11
Not at all 4 2.5

For Southland, the program aimed to collect data from 110 Vietnamese clients. However, due to
COVID, target numbers were not met. While the ICC program served 194 Vietnamese clients,
only 107 service recipients (55.2%) participated in the pre-survey. According to the ICC staff
and the service log, the low participation rate appears to be related to several factors: Several
people denied the invitation to the survey due to lack of time to complete the survey; Some
clients started to receive the ICC program services before the evaluation started, therefore, they
were not eligible to participate in the evaluation; Others were discharged too early (less than two
weeks) for ICC staff to administer the survey. The final matched sample size is 79 with 107 pre-
surveys and 79 post-surveys (collected from January 2019 to June 2021). However, the number
of analytical samples may differ as some participants refused, skipped or did not answer one or
more items. Less than 10% of the surveys were completed in English (7 pre-surveys and 6 post-
surveys). The proportion of pre-surveys collected in-person before the COVID pandemic was
53.27% (n=57).

As shown in Table 3 below, participants of the Southland ICC program included 31.4% male and
67.6% female. Almost all participants (91.4%) were foreign born, and on average, they have
lived in the United States for 22.99 years (range: 3-51, SD = 11.76). About one-third of the
participants responded that they either speak English fluently (16.5%) or somewhat fluently
(12.6%). Another one-third of the participants (30.1%) indicated that they cannot speak English
very well, know some vocabulary but can’t speak in sentences (31.1%), or do not speak it at all
(9.7%). The largest age group was between 50 and 64 years of age (43.4%), followed by 65 or
older (27.4%).

While we were not able to run statistical analysis to see whether the final sample are
representative of the total number served by ICC program component 3, we are fairly confident
that survey participants at KCS and Southland are representative of the ICC program participants
by the description above and comments from ICC program staff.
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Table 3.
Sociodemographic Characteristics of Southland ICC Program Participants at Pre-survey
(N=107)
Characteristics n %
Gender
Male 33 314
Female 71 67.6
Age
18-29 9 8.5
30-39 9 8.5
40-44 5 4.7
45-49 8 7.5
50-64 46 43.4
65 or older 29 274
Nativity
Inside the US 9 8.6
Outside the US 96 914
Length of stay in US M =22.99 SD=11.76
Proficiency in English
Fluently 17 16.5
Somewhat fluently; can make myself 13 12.6
understood but have some problems with it
Not very well; know a lot of words and phrases 31 30.1
but have difficulties communicating
Know some vocabulary, but can’t speak in sentences 32 31.1
Not at all 10 9.7

Qualitative data collected for KCS included six individual client interviews, four group
interviews with ICC staff, and one group interview with non-ICC staff from September 2018 to
June 2021. For Southland, qualitative data were collected from four individual client interviews
and three group interviews with ICC staff during the period between April 2019 to June 2021.
Participants for individual interviews were selected among those recommended by the staff
based on the following eligibility criteria: they must have completed the ICC program prior to
the interview; and they should be capable of articulating their experiences with the ICC program.
Additionally, some of those who initially agreed to participate in the interviews were no longer
reachable or available by the time the local evaluator tried to schedule an interview. Moreover,
there were service gaps and abrupt transitions due to the coronavirus pandemic with a new focus
on COVID testing and vaccines, which delayed the process of referring clients for individual
interviews. All these barriers resulted in a very small sample size for participants of the

qualitative data collection and may also have led to potential sampling bias.
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Data Collection Procedures

Quantitative Data

Both pre- and post-surveys were collected through in-person survey administration, following an
in-person consent process. These processes were put in place to meet the needs of participants
for language consideration and to build rapport via in-person interactions. Pre-survey was
collected mostly during the first session of the ICC program, and post-survey at the end of the
ICC program or as early as feasible after termination. Surveys were completed by participants in
Korean, Vietnamese and English based on language preference identified by the program
participant.

For KCS, self-administration was used initially for pre-survey, as most participants of the pilot
study were able to answer survey items without much difficulty. During the brief review of the
collected pre-surveys in early September, 2018, we found a potential problem with items about
one's sexual orientation/gender identity (SOGI). SOGI questions are open-ended in the self-
administered version. Two respondents answered all open-ended questions (sex at birth, gender
identity, sexual orientation) as the same as their “sex at birth” (e.g., female respondent answered
all questions as “female”). After a consultation with the Asian and Pacific Islander Technical
Assistance Provider (API TAP), we decided to ask ICCs to explain SOGI questions to clients in
order to help them understand the concepts and differences between “sex at birth,” “gender
identity,” and ““sexual orientation,” using the wordings in the staff-administration version of the
pre-survey. However, a continued review and feedback from the ICC staff showed that some
participants still had difficulties understanding and using the self-administered pre-survey.
Therefore, we decided to have the ICC staff administer the pre-survey using a staff-administered
version of the survey. In total, 20.86% of the surveys were self-administered. For Southland,
staff-administration methods were used for both pre- and post-surveys; Southland had a delayed
intervention timeline, starting five months later than KCS.

In addition to the variation of survey administration method (self- vs. staff-administered), there
were variations in survey versions for Korean participants. The initial version was used for 46
pre-surveys and 24 post-surveys, and the second version with adjusted wordings were used with
the rest of the surveys. For the second version of the post-surveys, we added six open-ended
questions about possible contributing factors for indicated positive outcomes in dealing with
daily problems, performing in school/work, and managing symptoms/problems better. For the
third version of the pre-survey, skip logic pattern designs using blue arrows or text boxes were
implemented to draw attention of survey administrators and to clarify the logic patterns.

The versions of the English pre- and post-surveys led to multiple translated versions of the
surveys in Korean. Fortunately, unlike the Korean survey, only one version of the Vietnamese
pre- and post-surveys were used for the entire sample at Southland. The open-ended questions
for the post-survey were used by Southland from the beginning of the data collection, as data
collection started five months later than KCS.
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Due to the COVID-19 pandemic and the “shelter in place” order for the State of California, as of
March 2020, all in-person program activities and data collection for evaluation were paused for
approximately three months (mid-March to early June 2020). This inability to have in-person
contact between ICC staff and participants presented difficulties for data collection. Therefore,
we discussed and consulted with API TAP, SWE and ICC staff and came up with modifications
for data collection. According to the approved protocol, the informed consent process and data
collection were conducted using mostly phone, and phone/email. The timing for administering
the pre-survey was adjusted so that the pre-survey could be completed during the initial or
second meeting. The amount of time for completing the survey increased from "about 20
minutes" to "about 30 to 50 minutes,” considering the use of a phone or other virtual formats.
Additionally, instead of requiring a signature, survey administrators received verbal consent.
KCS staff collected surveys by phone and email, whereas Southland staff collected all data via
phone.

Qualitative Data

At the completion of the ICC program, selected participants were recommended for individual
interviews by staff based on the client’s ability to articulate their ideas and opinions as well as
their capacity for insights. The participants engaged in a semi-structured individual interview,
which included questions about the presence and quality of the implementation of each core
element in the ICC program as well as their overall experiences with the ICC program. Similar
questions were asked in the informant interviews with ICCs to get their perspectives on
implementing the CDEP. Interviews with non-ICC staff centered on the referral decision and
processes, in component 1 and 2 of the CDEP. Each interview took place at KCS or Southland
at a time that was convenient for the clients or the staff, and interviews lasted from 45-75
minutes. During the pandemic from March 2020 to June 2021, the interviews were conducted
virtually using the Zoom platform. Individual interviews with clients were conducted in Korean
or Vietnamese based on the client’s preference. None of the Korean or Vietnamese clients chose
English for the interview. Group informant interviews with KCS staff were conducted in Korean
while the interviews with Southland staff were done in English. All interviews except for
individual interviews with Vietnamese clients were conducted by one of the co-local evaluators
(Kim-Goh). Individual interviews with Vietnamese clients at Southland were conducted by a
graduate-level research assistant who was bilingual and bicultural in Vietnamese. All interviews
were digitally recorded with the participants’ permission, and they were later transcribed and
then translated into English for analysis.

Measures
Selection of Measures

The SWE core measures were used in pre-survey (58 questions) and post-survey (43 questions)
for the local evaluation not only to measure the program outcomes reliably, but also to avoid the
testing burden to the participants. The providers at KCS and Southland raised such concerns, as
the majority of monolingual Koreans and Vietnamese cannot complete a long survey without
distress, especially when they finally come in to receive services.
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After several months of data collection, we added six open-ended questions to the post-survey to
collect more detailed and contextualized information about outcomes and contributing factors for
any positive outcomes.

Procedures of Measure Translation

The measures in pre- and post-surveys were initially developed in English for the Statewide
Evaluation and later translated into the Korean and Vietnamese languages by the ICC staff at
KCS and Southland. For each language version, a second bilingual, bicultural clinician
independently reviewed the initial translation comparing them with the English version. Any
disagreements in translation or word choices were discussed and reconciled to create a final
version for each language.

Quantitative Measures

Psychological distress was measured with the 6-item Kessler Psychological Distress Scale (K6;
Kessler et al., 2002). This scale measures the frequency of general psychological distress
experienced during the past 30 days (e.g., “During the last 30 days, about how often did you feel
depressed?). Each item was measured on a 5-point scale ranging from none of the time (5) to all
of the time (1). Items were reverse-coded with 0-4 range so that higher scores reflect higher
psychological distress. The possible range of total scores was 0 -24. We also used a standard cut-
off score of 13 points to identify individuals with serious psychological distress (i.e., Furukawa
et al., 2003; Kessler et al., 2003; Kim et al., 2012) and score between 5 and 12 points to examine
individuals with moderate psychological distress (Prochaska et al, 2012).

Modified Sheehan Disability Scale was used to assess the impact of impairment in four areas of
life (CHIS, 2016). Participants were asked to think about one month, within the past 12 months,
when they were at their worst emotionally and the frequency that their emotions interfered in
performance at work/school, household chores, social life and relationship with family and
friends. Responses ranged from a lot (1) to not at all (3). Items were reverse-coded (in 0-2 range)
so that higher scores reflect higher functioning impairment. The possible range of total scores
was 0-8.

Mental Health Statistics Improvement Program (MHSIP) adult consumer satisfaction survey was
used to measure two domains: general satisfaction and access to services (Eisen et al., 2001). For
general satisfaction with services received, participants were asked to answer the degree of
agreement on the following three statements: “I like the services that I received here,” “If I had
other choices, I would still get services from this agency,” and “I would recommend this agency
to a friend or family member.” For access to services, participants were asked to rate the degree
of convenience of the location of services, availability of staff and frequency of access. All six
items were measured on a 5-point scale ranging strongly agree (1) to strongly disagree (5).

Nine items from the Consumer-Based Cultural Competency Inventory (CBCCI) were used to
measure participants’ perception of the ICC providers’ cultural competence focused on valuing
diversity (Cornelius et al., 2004). Two new items were added to the post-survey to capture the
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providers’ competence in respectful behavior and acceptance of within-group differences in
terms of gender identity and/or sexual orientation. In total, 11 items were included in the post-
survey with four different dimensions: respectful behaviors (5 items), understanding indigenous
practices (2 items), acceptance of within-group differences (3 items) and one item of patient-
provider organizational interaction.

Among eight cultural connectedness items in the SWE core measures, four items of cultural
connectedness were used to capture the role of culture in maintaining and improving mental
health at present time. Participants were asked to rate their agreement with the following
statements: Your culture gives you strength; your culture is important to you; your culture helps
you to feel good about who you are; and you feel connected to the spiritual/religious traditions of
the culture you were raised in. Each item was measured on a 5-point scale ranging from strongly
agree (1) to strongly disagree (5). Holistic wellness was measured using a single item, the
frequency of feeling balance in mind, body, spirit and soul. Different time frames were used in
the post-survey to align it with the length of each ICC program: Time frame for this question in
the pre-survey was ‘30 days’ for both KCS and Southland; the time frames in the post-survey
were three months for KCS and 30 days for Southland. This item was measured on a 5-point
scale ranging from all of the time (1) to none of the time (5). This item was reverse-coded so that
higher scores indicate higher levels of wellness. Social connectedness was measured using two
items: feeling marginalized or excluded from society and feeling isolated and excluded from
society. Each item was measured on a 5-point scale ranging from all of the time (1) to none of the
time (5). These items were reverse-coded so that higher scores indicate higher levels of social
marginalization/isolation.

Also, the following sociodemographic variables were included in the presurvey: Gender at birth,
age, nativity, length of stay in the United States, gender identity and sexual orientation.

Qualitative Questions

In the individual interviews, client satisfaction was assessed using the following questions: 1)
Was the reason/concern for visiting KCS/Southland resolved to your satisfaction? 2) On a scale
of 1 to 10, with 10 being the most satisfied and 1 being not satisfied at all, how would you rate
your experience of the overall ICC program? 3) Can you tell me what aspect of the program was
satisfying? As to each of the core cultural elements, the following questions were asked to
assess its implementation and effectiveness: 1) How was this principle applied in your situation?
Could you give an example? and on a scale of 1 to 10, with 10 being very much and 1 not at all,
how would you rate the level of helpfulness of this principle in addressing/resolving your
concern? Could you tell me why you chose that number?

For the group informant interviews with ICC staff, the following questions were asked: 1) How
has each cultural element been implemented? 2) While implementing cultural elements, what
challenges have you encountered? How did you respond to the challenges? 3) While
implementing cultural elements, what successes have you encountered? 4) What cultural
element(s) of the ICC program and to what extent did the ICC program increase participants’
ability to navigate the integrated healthcare system? and 5) What cultural element(s) of the ICC
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program and to what extent did the ICC program change participants’ ability to deal with daily
tasks and specifically to solve their primary concern for the visit?

Interviews with non-ICC staff centered on the referral decision and processes. Sample questions
include the following: 1) What made you decide to refer the client to ICC? and 2) Could you
describe the referral process, i.e., What happened after you contacted ICC for your clients?
What were unique cultural elements that you observed during the ICC referral process, if any?
What were challenges/barriers in the ICC referral process, if any?

Fidelity and Flexibility

The following Table 4 notes indicators to assess the fidelity and flexibility of the program:

Table 4.

Fidelity and Flexibility of the ICC program

Dimensions Criteria Measurement Tool Protocol
Adherence CDEP Program At the end of ICC program, select
delivered as | documentation (case | participants engaged in a semi-structured
it was file and/or progress | individual interview, which included
designed notes), focus group | questions about implementation of core
(ICC) and individual | elements. Participants were asked about the
interviews presence and quality of each core element of
(participants) the ICC program. Similar questions were
asked in the informant interviews with ICCs
to get their perspectives on adherence.
Participant Participants’ | Satisfaction (SWE Participants’ satisfaction of the ICC program
responsiveness | Satisfaction; | core measure), was measured using SWE core measures at
completion Individual post-survey.
of ICC interviews
program as (participants), At the end of ICC program, select
planned Program participants engaged in a semi-structured
without documentation (case | individual interview, which included
dropping out | file and/or progress | questions about their experiences with the
of service notes) ICC program.

At the end of ICC program, the relevant
program documents will be reviewed by
evaluation team to explore reasons for
termination/completion of the program.
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Data Analyses
Quantitative Data Analysis

For descriptive analyses, frequency, percentage, and/or mean and standard deviation were
calculated for each variable and measures for all participants. To compare pre- and post-surveys,
dependent t-test (paired sample t-test) was used to compare the means of two repeated measures
of the same participants at different time points (pre-survey and post-survey) of psychological
distress and functional impairment among participants with matched data. SPSS version 27 was
used to conduct both descriptive and inferential analyses.

Qualitative Data Analysis

Text transcribed from the recorded interviews served as the data for the qualitative analysis with
a general inductive approach. Data analysis involved a thorough review of all transcripts by the
local evaluators to gain an overarching familiarity with the entire body of data. Data was
analyzed using coding consensus, co-occurrence, and comparison (Willms et al., 1990).
Transcripts were independently coded based on the interview questions and emergent themes.
Triangulation was used to check and establish validity in the qualitative data. In-depth
interviews were conducted with a group of stakeholders such as clients, ICC staff, and non-ICC
staff to gain insight on what the stakeholders perceive as outcomes of the program. We then
triangulated by looking for outcomes that were agreed upon by all stakeholder groups.

Results

Results are presented separately for KCS and Southland as data from the two sites were collected
and analyzed separately. Although there were some shared cultural values and norms across
clients at KCS and Southland, each agency served clients with unique ethnic/cultural
backgrounds and needs and allowed differing length of services (maximum three months for
KCS and approximately one month for Southland).

KCS

Evaluation Question 1: What types of ICC services were provided for participants and how
many?

About half of the ICC program participants received counseling services (n=80, 49.08%): 42
participants received primary care, nine acupuncture, six chiropractic services, and six dental
services. About 16% (n=26) of the participants used more than one service.

Evaluation Question 2: To what extent are ICC participants satisfied with the ICC program?

As shown in Figure 1, the vast majority of participants reported general satisfaction with services
they received from the ICC program. About 96% of respondents positively indicated that they
liked the services that they received. Over 90% of respondents positively indicated that they
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would still get services here if they had other choices; and 96% of participants would
recommend KCS to a friend or family member.

Figure 1.
General Satisfaction with Services Received
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All client participants who were interviewed expressed high satisfaction with the ICC program,
providing satisfaction scores of 9 or 10, with 10 being the most satisfied. One participant
explained that he gave a rating of 9 because the services were shifted to tele-health due to the
pandemic and that he would have preferred in-person services. Another participant said the
program duration was too short and that was the reason for giving a score of 9 instead of 10.
Participants appreciated the integrated care model, i.e., receiving counseling and case
management services as well as medical care on site. They pointed out that appointments were
easy to set up with the help of staff and they felt listened to by their providers. The participants
also explained how the program providers paid close attention to symptoms; therefore, “that was
how everyone received high quality treatment.” The participants’ overall satisfaction was
reflected in the following quotes:

“My son’s problems are still there but I learned how to respond to his problems. I learned how
to interact with my son better. 1 was even advised to receive legal protection if necessary.”

“Through counseling, I learned to love myself and to take care of myself, something I didn’t
know before.”

Evaluation Question 3: How does each cultural element of the ICC program look like? What
cultural element(s) of the ICC program reached clients as intended and for which clients?

For 11 items asking about cultural competency of the staff (See Table 5), 97.6% of participants
positively indicated that the staff treated them with respect in general and in regards to other
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aspects of diversity, such as race and/or ethnicity, religious and/or spiritual beliefs, gender
identify and/or sexual orientation, and cultural health-related beliefs. Participants strongly agreed
or agreed that ICC providers understand their indigenous practices, and that staff were aware of
within-group heterogeneity (e.g., “Staff here understand that people of my racial and/or ethnic
group are not all alike”). Also, almost all participants (98%) strongly agreed or agreed that it was
easy to talk to the staff when they first contacted the staff. These results show some evidence that
ICC providers’ beliefs and attitudes of culturally competent practice are apparent in the
participants’ perception of services.

Table 5.

Cultural Competency of ICC Providers

Strongly Agree Neutral
Agree
Respectful Behaviors
The staff here treat me with respect 77 (76.2) 23 (22.8) 1(1.0)
The staff here don’t think less of me because of the 79 (78.2) 21 (20.8) 1(1.0)
way I talk
The staff here respect my race and/or ethnicity 80 (80.8) 19 (19.2)
The staff here respect my religious and/or spiritual 75 (75.0) 25 (25.0)
beliefs
The staff here respect my gender identity and/or 62 (73.8) 20 (23.8) 2(2.4)
sexual orientation
Understanding Indigenous Practices
Staff are willing to be flexible and provide alternative 77 (76.2) 23(22.8) 1(1.0)
approaches or services to meet my needs
The people who work here respect my cultural 69 (70.4) 29 (29.6)
beliefs, remedies, and healing practices
Acceptance of Within-group differences
Staff here understand that people of my racial and/or 69 (70.4) 29 (29.6)
ethnic group are not all alike
Staff here understand that people of my gender and/or 62 (70.5) 24 (27.3) 2(2.3)
sexual orientation group are not all alike
Staff here understand that people of my religious and 67 (71.3) 25 (26.6) 2(2.1)
spiritual background are not alike
Patient-Provider-Organizational Interaction
When I first called or came here, it was easy to talk to 70 (70.0) 28 (28.0) 2 (2.0

the staff

Note. Numbers in the column shows frequency (percentage). “Disagree” and “Strongly
Disagree” categories were omitted from this table due to no responses.



26

No wrong door. This approach also reflects a cultural understanding of the help-seeking
behaviors of Asian immigrants, where there is great reluctance to seek help for mental health
problems. Instead, individuals with mental health problems are more likely to seek help from
their primary physicians or religious leaders and consider professional mental health services as
a last resort. The “no wrong door” approach embraces these cultural values and practices, and
offers alternative paths to mental health services without individuals’ having to “lose face” in the
help-seeking process.

For example, a middle-aged couple initially came for counseling because of their son’s drug use.
Through the ICC program, they applied for Medi-Cal for their son, and now the son is receiving
medical services from KCS.

Another female client stated, “I don’t have any health insurance. I was receiving medical
services from KCS at first because of high blood pressure... And then I saw that they were
providing a counseling service, so that’s how I started counseling.”

Whatever it takes. This approach reflects the holistic perspective where the client is seen
as a human being with multiple needs, e.g., health, mental health, social, financial, vocational,
etc. and the belief that all these needs are intertwined. In order to help the client with mental
health problems, the ICC may need to first address other areas of the client’s needs such as
housing, legal status, and finances. By addressing these other needs, the ICC established
credibility and trust, that in turn led to clients’ accessing mental health services. Services may
include arranging transportation, providing translation, making phone calls and appointments and
providing cash assistance. The following examples illustrate how this principle was applied in
the ICC program shared by ICC staff and the client participants.

A husband brought in his wife to KCS Health Clinic for post-stroke treatment. Although his wife
was the primary patient, the husband was referred to the ICC program for counseling and support
that he needed as a caregiver. Eventually his children were also included in the program.

One client was on the verge of eviction. ICC helped this client register for housing, foodbank,
and Medi-Cal. Once their basic needs were met, they began to reflect on themselves and their
lives.

Warm hand offs. This principle refers to where a client is directly linked to a service
provider to prevent falling through the cracks. Linkage will involve a “whatever it takes”
approach to ensure that the client is properly connected with the referral source and is indeed
poised to receive services.

For example, ICC staff provided information, made a referral, helped make appointments, and
followed up. ICC connected clients to acupuncture or even to dental treatment. Additionally, ICC
program followed their patients' transfers closely to ensure the patient was able to receive
additional services outside of the ICC program.
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“Noon-chi.” This is a Korean concept signifying the subtle art and ability to listen and
gauge others' moods. Akin to the concept of emotional intelligence in Western culture, “noon-
chi” is of central importance to the dynamics of interpersonal relationships. This cultural value is
reflected in the ICC-client relationships where the ICC utilizes her noon-chi to respond to the
client’s moods and/or unspoken wishes. The concept of “noon-chi” reflects culturally-grounded
relationships and its application is related to cultural and linguistic sensitivity. The following
quotes represent select examples shared by participants:

“The staff told me that my son smelled like marijuana. We had no idea before, and we didn’t
believe it. We never thought my son would do that but we began to think that it might be a
possibility... Using Noon-chi, the staff didn’t say he was smoking. Instead she said he smelled
like marijuana.”

“[One of the staff]at KCS [belongs to the same organization]as I. I was concerned about other
people finding out that I was getting services from here. IPP staff asked me whether I knew her,
and I told her yes. Right away my [organization]member approached me and told me not to
worry. She assured me of confidentiality even before I brought it up. ”’(We replaced specific
terms with vaguer descriptors to keep the anonymity of the participants. The replacement of
identifying details in the text was indicated using the text with [brackets]).

“Both of us being Korean, the counselor and I were able to empathize with each other. We are
both mothers. There was shared understanding. Given that I am in my mid 60’s, my
communication with my son tends to be one-way, curt, and just giving him an order, and not
much of listening. So in the initial counseling session, the counselor focused on parent-child
communication, different ways of communicating with children. That was the most challenging
thing.”

ICC staff also shared their understanding of “noon-chi” as follows:

“People are reluctant to reveal their undocumented status. Using noon-chi, I let people know
there are services available in case they need them.”

“In cases of financial or emotional abuse, the elderly is reluctant to share. When their son has
alcohol or gambling problems, they don’t want others to know about that. We just let them know
the resources are there regardless of legal status.”

“In Korean culture even if people need help, they would deny or decline the help at first. Using
Noon-chi, ICC staff approach potential clients cautiously and assess their readiness for services.
Some will flatly refuse or deny that they need any help but there are others who cautiously open
up and feel relieved that someone approached them first before they had to seek help. That way,
ICC staff are ‘saving’ the client’s ‘face’”.

“In Korean culture, there used to be a lot of stigma around mental health. But during the
COVID, people were a lot more receptive and open to receiving mental health services. People
began to think that there was nothing wrong with getting mental health services. They either



28

came voluntarily or were referred by others but they were more willing to receive treatments for
mental health problems. They no longer think that it is abnormal to get counseling. Just today, I
got a phone call from a Korean man who wanted to come for counseling to prevent his suicidal
ideations. I think more and more people are making decisions for themselves rather than caring
too much about what others think (‘3% +# ) — silver lining of COVID”

“People are giving some of the clients “noon-chi”” and encouraging them to seek help for mental
health issues. Noon-chi = pressure. For example, a mother-in-law calls the agency and says her
daughter-in-law needs treatment, giving “noon-chi” to the daughter-in-law.”( ¢) BE) F<+

24)

Evaluation Question 4: To what extent did ICC program participants show reduction in
psychological distress and functional impairment?

Psychological Distress. We examined psychological distress in two ways, using the cut-
off points (descriptive) and the total scores (inferential). When the cut-off points were applied,
the proportion of participants who met the criteria for past-month psychological distress
decreased tremendously after participating in the ICC program: While 41.7% of participants met
past-month serious psychological distress at pre-survey, only 9.2% of participants met the same
category at post-survey (See Figure 2).

Figure 2.

Levels of Psychological Distress Among KCS ICC participants
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The second examination using the total scores and t-test showed the same result: On average,
psychological distress scores of participants were significantly decreased at post-survey (M =
7.00, SD = 4.38) than at pre-survey (M =11.10, SD = 5.50). This improvement in score by 4.1
points was statistically significant, ¢ (97) = 6.98, p < .001.
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Functional Impairment. Figure 3 shows the proportion of the frequency of functional
impairment on each of four life domains. It is clear that the proportion of "A Lot” (in green) has
decreased from pre-survey (left column) to post-survey (right column) for all four domains.

Figure 3.

Functional Impairment on Four Life Domains Among KCS ICC Participants
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Note. Pre-survey result is displayed on the left and the post-survey result on the right for each life
domain.

In order to assess the changes in impact of impaired functioning, the overall impairment score
was calculated using 4 items. Those who responded as “not working or at school” (n =26 at pre-
survey) skipped the question about functioning at school/work and therefore, were excluded in
this analysis. Results showed that the overall functional impairment score was also significantly
decreased among participants. On average, the functional impairment score of participants was
significantly decreased at post-survey (M = 3.37, SD = 1.92) than at pre-survey (M =4.63, SD =
2.04). This improvement by 1.27 points was statistically significant, ¢ (59) = 3.55, p= .001.

Perceived Outcomes. Another measure is perceived outcomes, or improved functioning
due to ICC program participation (“As a direct result of my involvement in the program:”). As
shown in the Figure 4 below, the majority of participants endorsed that they either agree or
strongly agree to each of the statements. Participants identified that they deal more effectively
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with their daily problems (91.2%), do better in school and/or work (81.6%), and

symptoms/problems are not bothering them as much (71.9%).

Deal with Daily
Problems More
Effectively

m Strongly Agree = Agree = Neutral

Figure 4.

Perceived Outcomes

Do Better in
School/Work

Problems Are Not
Bothering Me as Much

2.1

‘13‘

Disagree = Strongly Disagree

Although we cannot establish causality between program participation and the three outcomes
addressed here, we have data indicating the ICC program’s effectiveness through participants’
accounts on what elements/aspects of the ICC program helped to achieve the outcome.

Evaluation Question 5: To what extent did ICC program participants strengthen spiritual
wellness, and cultural and social connectedness?

Feel Balanced in mind, body, spirit, and soul. Figure 5 reflects holistic wellness, which
was measured using one item. The proportion of participants who reported holistic well-being
increased at post-survey, compared to pre-survey: 65.7% of the participants reported that they
felt balanced in mind, body, spirit and soul either all of the time or most of the time at post-
survey, while less than half of the respondents (48.5%) belonged to those categories at pre-

survey.
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Figure 5.

Holistic Well-being
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Cultural Connectedness. Table 6 below shows the proportion of participants who
responded to each of the four items about cultural connectedness at pre- and post-surveys. In
general, the majority of participants either strongly agreed or agreed that culture has positive
impacts on them (culture gives strength - 68.1%; helps to feel good about oneself - 68.3%). An
even larger proportion of participants reported that culture is important to them (73.6%). A little
bit more than half of the participants (56.2%) acknowledged that they felt connected to the
spiritual/religious tradition of the culture they were raised in.

At the post-survey, compared to the pre-survey, approximately 10% more participants either
strongly agreed or agreed that culture has positive impacts on them (culture gives strength -
78.5%, helps to feel good about oneself - 77.2%). Also, a larger proportion of participants
reported that culture is important to them (84.3%), and acknowledged that they felt connected to
the spiritual/religious tradition of the culture they were raised in (59.8%).
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Table 6.

Cultural Connectedness

Strongly Agree Neutral Disagree  Strongly

Agree Disagree
At pre-survey
Your culture gives you strength 41 70 41 8 3
(25.2) (42.9) (25.2) 4.9) (1.8)
Your culture is important to you 54 66 36 6 1
(33.1) (40.5) (22.1) (3.7) (0.6)
Your culture helps you to feel good about 43 67 38 10 3
who you are (26.7) (41.6) (23.6) (6.2) (1.9)
You feel connected to the spiritual/
religious traditions of the culture you 29 62 40 19 12
were raised in 17.9) (38.3) 24.7) 11.7) (7.4
At post-survey
Your culture gives you strength 33 47 18 4 0
(32.4) (46.1) (17.6) (3.9) 0)
Your culture is important to you 30 56 14 2 0
(29.4) (54.9) 13.7) (2.0) 0)
Your culture helps you to feel good about 21 57 17 6 0
who you are (20.8) (56.4) (16.8) (5.9) 0)
You feel connected to the spiritual/
religious traditions of the culture you 20 41 29 11 1
were raised in (19.6) (40.2) (28.4) (10.8) (1.0

Note. Numbers in the column shows frequency (percentage).

Social Connectedness (Social Acceptance). Feelings of marginalization and isolation
from society were measured at pre-survey and again at post-survey. As shown in the Figure 6
and 7, no participant reported feeling marginalized and isolated all of the time at post-survey,
which was slightly decreased from pre-survey (1.2% and 3.7%, respectively). A similar pattern
was observed as fewer participants reported feeling marginalized (10.4% to 9.9%) or isolated
(7.4% to 5%) at post-survey, compared to pre-survey.



33

Figure 6.

Social Acceptance at Pre-survey
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Figure 7.
Social Acceptance at Post-survey
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Evaluation Question 6: To what extent did the ICC program increase participants’ ability to
navigate the integrated healthcare system?

The following three items here show the general access to the ICC program (See Figure 8). The
majority of participants strongly agreed or agreed that the location of the agency was convenient
(88.3%), staff were willing to see them as often as necessary (97%), and staff were available at
times that were good for them (100%).
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Figure 8.
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Once participants start to receive services, it seems they have access to other services:
Administrative data showed that many participants used different combinations of services,
including counseling services (n=80), primary care (n=42), acupuncture (n=9), chiropractic
services (n=6), and dental services (n=6). About 16% (n=26) of the participants used more than
one service. From the answers to the open-ended question and individual interviews, participants
mentioned ease of getting other types of services in-house.

Southland

Evaluation Question 1: What types of ICC services were provided for participants and how
many?

The data are available for 98 out of 107 pre-survey participants (91.6%). More than half of the
participants received mental health services (n=67, 68.4%). Among 98 participants, 37 received
primary care, 22 food service, nine transportation, and ten senior wellness. Overall, 52% (n=51)
of the participants used more than one service, and number of different types of services used
ranged from one to eight.

Evaluation Question 2: To what extent are ICC participants satisfied with the ICC program?

As shown in Figure 9, the vast majority of participants reported general satisfaction with the
Southland ICC program. Over 97% of respondents positively indicated that they liked the
services that they received from Southland; over 98% of respondents positively indicated that
they would still get services here if they had other choices; and all participants would
recommend Southland to a friend or family member.
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Figure 9.

General Satisfaction with Services Received
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All client participants from Southland who were interviewed expressed high satisfaction with the
ICC program, providing satisfaction scores of 9 or 10, 10 being the most satisfied. Participants
appreciated the integrated care model, i.e., receiving counseling and case management services
as well as medical care on site. They pointed out that appointments were easy to make with the
help of staff and they felt listened to by their providers. The participants also explained how the
program providers paid close attention to symptoms; therefore, “that was how everyone received
high quality treatment.” The participants’ overall satisfaction was reflected in the following
quotes:

“The doctors and the staff members have been helpful, caring, and kind. They really do care
about their patients here at this office [Southland]. They treat us as if we are a part of this big
family... It is the interactions I have had with the people in this program that has been satisfying.
They treat us as human beings. They try their best to be flexible with my schedule, so I am able to
attend my appointment.”

“This program feels like a family and it does not feel like I am going into a doctor’s visit, but as
if I am going on a fun trip. [ am able to have conversations with them and share my life with
them. They help make the experience less intimidating.”

“Although not everything has changed, counseling planted in my heart the motivation to change.
Sometimes things seem to be better, but other times it still feels like hell. Through the ICC
program, I got to have some hope and organize my thoughts.”

“[At the beginning], every time when [ arrived at the office, my body was very tense and even
when I discussed my problems out loud, I did not have a lot of confidence in myself. I was sad.
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There were times when I talked about my story, tears welled up in my eyes.... However, in recent
appointments when I talked to my therapist, I no longer feel the weight pulling down on my self-
confidence, and I do not feel sad anymore.”

Evaluation Question 3: How does each cultural element of the ICC program look? What
cultural element(s) of the ICC program reached clients as intended and for which clients?

For 11 items asking about cultural competency of the staff (See Table 7), over 96% of
participants positively indicated that the staff treated them with respect in general, and in regards
to other aspects of diversity, such as race and/or ethnicity, religious and/or spiritual beliefs,
gender identify and/or sexual orientation, and cultural health-related beliefs. Participants strongly
agreed or agreed (97.5%) that ICC providers understand their indigenous practices, and that staff
were aware of within-group heterogeneity (95% or higher; e.g., “Staff here understand that
people of my racial and/or ethnic group are not all alike”). Also, the vast majority of participants
(94%) strongly agreed or agreed that it was easy to talk to the staff when they first contacted the
staff. These results show some evidence that ICC providers’ beliefs and attitudes of culturally
competent practices are apparent in the participants’ perception of services.

Table 7.

Cultural Competency of ICC Providers

Strongly Agree  Agree Neutral Disagree

Respectful Behaviors

The staff here treat me with respect 47 (59.5) 32 (40.5)

The staff here don’t think less of me because of the 38 (48.1) 40 (50.6) 1(0.9)
way I talk

The staff here respect my race and/or ethnicity 37 (46.8) 42 (53.2)

The staff here respect my religious and/or spiritual 28 (35.4) 45(57.0)
beliefs

The staff here respect my gender identity and/or 26 (33.3) 47 (60.3) 3(3.8)

sexual orientation

Understanding Indigenous Practices
Staff are willing to be flexible and provide 27 (34.2) 49 (62.0) 2(2.5)
alternative approaches or services to meet my needs
The people who work here respect my cultural beliefs, 25 (31.6) 51 (64.6) 2(2.5)
remedies, and healing practices

Acceptance of Within-group differences
Staff here understand that people of my racial and/or 23(29.1) 48 (60.8) 3(3.8)
ethnic group are not all alike
Staff here understand that people of my gender and/or 23 (29.1) 46 (58.2) 4(5.1)
sexual orientation group are not all alike
Staff here understand that people of my religious and 24 (30.4) 46 (58.2) 3(3.8)
spiritual background are not alike
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Patient-Provider-Organizational Interaction
When I first called or came here, it was easy to talk to 24 (30.4) 46 (58.2) 4(5.1) 5(6.3)
the staff

Note. Numbers in the column shows frequency (percentage). “Strongly Disagree” category was
omitted from this table due to no responses.

No wrong door. This approach also reflects cultural understanding of the help-seeking
behaviors of Asian immigrants, where there is a great reluctance to seek help for mental health
problems. Individuals with mental health problems are more likely to seek help from their
primary physicians or religious leaders, and consider professional mental health services as a last
resort. The “no wrong door” approach embraces these cultural values and practices, and offers
alternative paths to mental health services without individuals’ having to “lose face” in the help-
seeking process. For example, three out of the four clients interviewed initially sought services
from Southland Integrated Services for physical or dental problems, and later, got referred to the
ICC program for additional services and resources.

Whatever it takes. This approach reflects the holistic perspective where the client is seen
as a human being with multiple needs, e.g., health, mental health, social, financial, vocational,
etc., and the belief that all these needs are intertwined. In order to help the client with mental
health problems, the ICC may need to first address other areas of the client’s needs such as
housing, legal status, and finances. By addressing these other needs, the ICC established
credibility and trust, that in turn led to clients’ accessing mental health services. Services may
include arranging transportation, providing translation, making phone calls and appointments and
providing cash assistance. The following examples illustrate how this principle was applied in
the IPP program shared by ICC staff and the client participants.

“Yes, this principle has been applied to my situation. For example, I am Vietnamese, so my
culture is Vietnamese. I speak Vietnamese and even though the majority of the staff speaks
English, they try their best to help me understand what they are saying. Another example is when
the doctors refer me to an outside service and the doctors are Caucasian or only speak English.
The doctors here try their best to get me a Vietnamese translator to accompany me during these
visits. Having a Vietnamese translator helps me understand the outside doctors better.”

Warm hand offs. This principle refers to where a client is directly linked to a service
provider to prevent falling through the cracks. Linkage will involve a “whatever it takes”
approach to ensure that the client is properly connected with the referral source and is indeed
poised to receive services. For example, ICC staff provided information, made a referral, helped
make appointments, and followed up. The ICC staff connected clients to acupuncture or even to
dental treatment. Additionally, the ICC program followed their patients' transfers closely to
ensure the patient was able to receive additional services outside of the ICC program. The
following quotes offer an example of this principle:
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“The doctors [providers] follow up with me on the next visit to ask how the referral was and if
the care was of high quality. If the referral source did not provide the care I needed, then the
doctors would pick a different referral that is better suited for my needs. Even though they
referred me out to other services, they still have concerns and care for my health.” (client)

“A lot of resources I provide, I google search first, do advanced research to confirm their
addresses, and reach out to resources. I call ahead and update my resource list on an Excel
sheet. I give specific instructions to clients. Getting to know the community and I am going out
there more often to collaborate with other agencies.” (Southland ICC)

“Noon-chi.” This is a Korean concept signifying the subtle art and ability to listen and
gauge others' moods. Akin to the concept of emotional intelligence in Western culture, “noon-
chi” 1s of central importance to the dynamics of interpersonal relationships. This cultural value is
reflected in the ICC-client relationships, where the ICC utilizes her noon-chi to respond to the
client’s moods and/or unspoken wishes. The concept of “noon-chi” reflects culturally-grounded
relationships and its application is related to cultural and linguistic sensitivity. All four
Vietnamese participants agreed that the ICC program provided culturally-grounded relationships
by having Vietnamese translators readily available as well as Vietnamese staff and medical
professionals. The majority of the participants wanted to come back to this ICC program because
of their Vietnamese speaking staff who understands what their medical needs are. However,
there was one Vietnamese participant who did not agree with her provider’s asking her to “throw
away’” her medication and thought it was unprofessional and culturally disrespectful.

The following quotes represent selected examples shared by ICC staff describing how they
applied the concept of “Noon-chi” in their CDEP work:

“Knowing proper Vietnamese terms that are culturally appropriate and sensitive. Some
Vietnamese words may trigger memory of the communist regime so we have to be careful. Literal
translation from English to Vietnamese may not work. For example, instead of saying breast
exam, we have to say “chest exam” with Vietnamese clients. Otherwise, clients will get
offended.” (Southland ICC)

“In Vietnamese, ‘Dong Huong’ means we are from the same home, place, or community. This
concept especially resonates with the older generation. They trust us. They bring personal letters
and ask us to read to them. Within the Vietnamese community, there is a sense of family, calling
one another aunties and uncles although we are not blood-related.”

“With the ICC program, we had to ask a lot of questions. ICC staff ask questions to get to know
the client better, not just focusing on the medical condition. Patients know that we are asking the
questions out of concern and care. Actually, we are training all other staff to do it too.... The
client knows that even if we may not have the answers to all their questions, they know we will
find the answers for them. Having that type of trust is very powerful.”
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Evaluation Question 4: To what extent did ICC program participants show a reduction in
psychological distress and functional impairment?

Psychological Outcomes. We examined psychological distress in two ways, using the
cut-off points (descriptive) and the total scores (inferential). Figure 10 shows the changes in the
proportions of participants belonging to each group that is categorized using the cut-off points.
The proportion of participants who meet past-month psychological distress slightly increased at
post-survey: While 27.2% of participants met past-month serious psychological distress at pre-
survey, 28.9% of participants met the same category at post-survey. Participants who met past-
month moderate psychological distress also increased from 32% to 36.8%.

The second examination using the total scores and t-test showed similar results. On average,
psychological distress scores of participants were not significantly decreased at post-survey (M

=8.26, SD =6.21) than at pre-survey (M =8.51, SD =6.70). This improvement, .26, was not
statistically significant, 7 (73) =.35, p =.73.

Figure 10.

Levels of Psychological Distress Among Southland ICC participants
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Functional Impairment. Figure 11 shows the proportion of the functional impairment
interfering with each of the four life domains. In the school/work domain, data showed that the
proportion of "A Lot" (in green) has decreased approximately 10 percent from pre-survey (left
column) to post-survey (right column). The interference of emotion on functioning in other areas
of life, household chores, social life and relationship with family and friends, changed very
slightly.
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Figure 11.

Functional Impairment on Four Life Domains among Southland ICC Participants
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Note. Pre-survey result is displayed on the left and the post-survey result on the right for each life
domain.

In order to assess the changes in impact of impaired functioning, the overall impairment score
was calculated using four items. Those who responded as not working or at school (n =45 at pre-
survey) were excluded in this analysis, leaving only 20 cases for this analysis. Self-reported
functioning in four life domains was not significantly improved among participants who were
either working or at school (n = 20). On average, the overall functional impairment score of
participants was slightly decreased at post-survey (M = 2.85, SD = 2.46) than at pre-survey (M
=3.8, SD = 2.28). This decrease in functional impairment, however, was not statistically
significant, # (19) = 1.39, p= .18.

Perceived Outcomes. Another measure is perceived outcomes, or improved functioning
due to ICC program participation (“As a direct result of my involvement in the program:”). As
shown in Figure 12, the majority of participants endorsed that they either agree or strongly agree
with each of the statements. Participants identified that they deal more effectively with their
daily problems (89.9%), do better in school and/or work (85.7%), and symptoms/problems are
not bothering them as much (83.1%). There was no participant who strongly disagreed with any
of the statements.
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Although we cannot establish causality between program participation and the three outcomes
addressed here, we have data indicating the ICC program’s effectiveness through participants’
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accounts on what elements/aspects of the ICC program helped to achieve the outcome.

Evaluation Question 5: To what extent did ICC program participants strengthen spiritual
wellness, and cultural and social connectedness?

Feel Balanced in mind, body, spirit, and soul. Holistic wellness was measured using

one item, noted in Figure 13. There was a slight increase in the proportion of participants who

reported holistic well-being at post-survey, compared to pre-survey: While less than 46.6% of

the participants reported that they felt balanced in mind, body, spirit, and soul either all of the
time or most of the time at pre-survey, 49.4% belonged to those categories at post-survey.
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Figure 13.

Holistic Well-being
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Cultural Connectedness. Table 8 below shows the proportion of participants who
responded to each of the four items about cultural connectedness at pre- and post-surveys. In
general, the majority of participants either strongly agreed or agreed that culture has positive
impacts on them (culture gives strength - 67%; helps to feel good about oneself — 80.1%). An
even larger proportion of participants reported that culture is important to them (86.7%). A
majority of the participants (78.3%) acknowledged that they felt connected to the
spiritual/religious tradition of the culture they were raised in.

At the post-survey, compared to the pre-survey, a large proportion of participants either strongly
agreed or agreed that culture has positive impacts on them (culture gives strength —76.9%; helps
to feel good about oneself — 83.4%). While a similar proportion of participants reported that
culture is important to them (87.2%), a larger proportion of participants acknowledged that they
felt connected to the spiritual/religious tradition of the culture they were raised in (84.9%).
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Table 8.

Cultural Connectedness

Strongly Agree Neutral Disagree  Strongly

Agree Disagree
At pre-survey
Your culture gives you strength 23 48 27 5 3
(21.7) (45.3) (25.5) 4.7) (2.8)
Your culture is important to you 30 61 10 3 1
(28.6) (58.1) 9.5) (2.9) (1.0)
Your culture helps you to feel good about who 24 61 16 3 2
you are (22.6) (57.5) (15.1) (2.8) (1.9)
You feel connected to the spiritual/religious 22 61 12 9 2
traditions of the culture you were raised in (20.8) (57.5) (11.3) (8.5) (1.9)
At post-survey
Your culture gives you strength 17 43 15 3 0
(21.8) (55.1) (19.2) (3.8) )
Your culture is important to you 27 41 9 1 0
(34.6) (52.6) (11.5) (1.3) 0)
Your culture helps you to feel good about who 19 46 10 3 0
you are (24.4) (59.0) (12.8) (3.8) 0)
You feel connected to the spiritual/religious 19 48 6 5 1
traditions of the culture you were raised in (24.1) (60.8) (7.6) (6.3) 0.9)

Note. Numbers in the column shows frequency (percentage).

Social Connectedness. Feelings of marginalization and isolation from society was
measured at pre-survey and again at post-survey. While there was no overall drastic change
reported on feelings of marginalization and isolation from society between the pre- and post-
surveys, there were changes in two groups: As shown in Figure 14, participants who reported
feeling marginalized and excluded from society some of the time increased approximately 7%
from pre-survey (18.7%) to post-survey (25.6%). Participants who felt isolated and alienated
(Figure 15) from society all of the time increased slightly from pre-survey (2.8%) to post-survey
(6.5%).
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Figure 15.

Feeling Isolated and Alienated from Society
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Evaluation Question 6: To what extent did the ICC program increase participants’ ability to
navigate the integrated healthcare system?

The following three items here show the general access to the ICC program (See Figure 16). The
majority of participants strongly agreed or agreed that location of the agency was convenient
(87%), staff were willing to see them as often as necessary (93.6%), and staff were available at
times that were good for them (100%).

Figure 16.

Access to Services
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Once participants start to receive services, it seems they have access to other services, especially
referral to physical health care.

Other Qualitative Data Findings: Recommendations for Improving the ICC Program.

The following recommendations are shared by client participants, ICC staff, and non-ICC staff.

1. Most clients including the elderly quickly adapted to tele-health through the help of their
children or community resources such as churches. Given the advantages of tele-health such
as flexibilities in arranging the location and time, some clients may continue to prefer tele-
health over in-person visits.
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2. The maximum duration of the ICC program was 12 weeks, although an extension was
allowed in some cases. Several participants and ICC staff expressed the need for increasing
the duration of the program.

3. There is a need to increase publicity and community outreach since “there are so many
people who don’t know about the services.” In spite of numerous community outreach events
and activities that both KCS and Southland engaged in during the grant period, there seem to
be large segments of these communities that are not aware of the ICC program. There is a lot
more communications and programs in Korean media about mental health these days which
will potentially lead to less stigma and more positive attitudes towards mental health and
services.

4. Through exposure to Korean mass media and social media, Korean Americans are now more
familiar with counseling. Some see conditions similar to theirs being portrayed on YouTube
and want to get checked by professional counselors.

Discussion and Conclusion

Overall, the ICC program appears to be an effective intervention program for Korean American
participants. We found that one of the main outcomes, psychological distress and functional
impairment, decreased significantly at the time of post-survey. Participants’ comments from the
open-ended questions and individual interviews also echoed the same sentiment. While the
proportion of participants who met the past-month serious psychological distress at post-survey
(9.2%) was still larger than the 5.7% of Korean-Americans who met the same criteria from the
California Health Interview Survey (CHIS; AskCHIS, 2021), this difference makes sense if we
consider the participants of CHIS are the general public, not those who have identified needs and
sought services.

For Vietnamese American participants, we found that psychological distress and functional
impairment slightly decreased but failed to reach statistical significance. There could be several
possible explanations for these findings: For example, the ICC program may not seem effective
in reducing psychological distress and functional impairment among a group of participants who
completed both pre- and post-surveys during the pandemic or completed the pre-survey before
the pandemic and the post-survey during the pandemic. Possible explanations can be related to
the elevated level of psychological distress (due to fear of infection, unemployment/financial
insecurity, social isolation, uncertainty) during the intervention period, which offset the
improvement. Also, the uncontrollable nature of the problems (e.g., unemployment, financial
strain) are likely to influence the outcomes. Indeed, approximately half of the pre-surveys (53%)
and most of the post-surveys were completed during the pandemic (82.3%).

Another main finding of this evaluation is that ICC providers were not only linguistically but
culturally competent. As most participants preferred to use the language from their country of
origin and identified as not very fluent in English, providing all ICC services in Korean/
Vietnamese removed a basic barrier for most monolingual participants. In addition, participants
reported their perceptions of ICC providers’ high level of understanding of diversity, including
within-group diversity. Stigma, culturally unresponsive services, and conflicts between Asian
values and Western treatment (Kwok, 2013; Leung et al., 2010; Phan, 2000) as well as limited
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English proficiency (Kim et al., 2011) were cited as major barriers to mental health service
utilizations. Therefore, receiving services from culturally competent providers may remove
additional barriers to service utilization for our participants. Participants of the qualitative
interviews also reported cultural and linguistic concordance, as well as the cultural aspects of
noon-chi and understanding community and culture.

Limitations of the Evaluation

The evaluation was limited by several factors which may impact the generalizability of the
findings:

Convenience sampling: As this study used convenience sampling, some of the study findings
may not be generalizable to the other Korean Americans in the community. However, based on
the providers’ comments and the master logs of the agencies, survey participants appeared to
have similar demographical characteristics as non-survey participants. It is probably because our
convenience samples are limited to one ethnic group which is strongly related to certain shared
characteristics (e.g., immigrants, non-native English speakers).

Small sample size: The COVID pandemic influenced the program implementation and data
collection methods in the middle of the project and data collection. Interruption of data collection
for three months as well as switching the data collection method from in-person to phone/email
resulted in a smaller sample size than we originally had planned for KCS (200 surveys) and
Southland (110 surveys), and relatively small, matched cases for both agencies (62.6% for KCS
and 73.8% for Southland). The relatively small, matched sample size, in turn, limited the scope
of our quantitative analysis. Also, there is a possibility that the positive outcomes are slightly
overestimated as those who see/feel their improvement stayed in the program and completed the
post-surveys, resulting in positive outcomes.

While the survey consisted of validated questions, we found that participants did have difficulty
in understanding a handful of the questions, which may affect survey findings. Concepts
validated in English did not translate equally in-language and left room for interpretation.
Surveys were administered by staff to help clarify questions, but may have affected survey
findings.

Internal validity: While the possible impact of COVID-19 on evaluation outcomes cannot be
directly assessed, this historical event is likely to influence the internal validity of the evaluation.
Therefore, the findings need to be interpreted with caution. Also, changing data collection
methods from in-person to phone/email may have impacted how participants understood and
answered survey questions.

Similar to the quantitative data collection, there was a small sample size for the qualitative data
collection. Recruiting clients for the semi-structured individual interviews was more challenging
than expected for a variety of reasons. Participants for individual interviews were selected among
those recommended by the staff based on the following eligibility criteria: they must have
completed the ICC program prior to the interview; and they should be capable of articulating
their experiences with the ICC program. Additionally, some of those who initially agreed to
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participate in the interviews were no longer reachable or available by the time the local evaluator
tried to schedule an interview. Moreover, there were service gaps and abrupt transitions due to
the coronavirus pandemic with a new focus on COVID testing and vaccines, which delayed the
process of referring clients for individual interviews. All these barriers resulted in a very small
sample size for participants of the qualitative data collection and may also have led to potential
sampling bias. As a result, the qualitative study sample was a convenient sample and may have
reflected individuals who were more likely to engage, and therefore, more likely to have had
positive experiences and/or feedback.

Lessons Learned

The CDEP has provided lessons learned to strengthen the existing program and for consideration
with future programs. Three key lessons were the importance of communication, providing
ongoing staff training, and establishing clear instructions and processes for data
collection/program implementation.

Communicate with ICC providers regularly: We used an action research approach to enhance the
practice and to investigate the effects of the action that was taken. Steps and cycles have been
used to improve the ICC program to yield desirable outcomes. While we evaluated and shared
the outcomes of previous steps to improve the program, oftentimes we were not timely enough to
provide useful feedback. More focus on process outcomes and sharing the results of initial data
analysis could have been used to improve the ICC program and data collection process. The local
evaluation team communicated regularly with ICCs and heard their experiences, however
establishing a more structured process to capture, analyze, consider and implement changes from
learnings could be more fruitful and ensure timely program refinements and improvements.

Importance of ongoing staff training: High turnover rate in nonprofit organizations is often
inevitable. While we provided research training (e.g., human subject research, data collection
procedures, survey administration) for new ICC providers, there could be variations in how each
ICC provider approached data collection. Establishing protocols for ongoing trainings and check-
ins on implementation of protocols can help to ensure fidelity. Adjustments and flexibility are
also inevitable in a real-world setting, being aware of contextual changes and being able to adapt
and to train all staff on adjusted protocols can also ensure stronger fidelity and consistency in
program implementation.

Establish clear instructions in data collection and follow-through: We set up a data tracking log
to collect information about each participant (e.g., timing of the survey, difficulties in consenting
process/questions, lengths of survey, difficulties administering survey). However, it was not
implemented consistently across different ICC providers and sites. The main lesson here: have a
clear guideline and follow-through and check-in.

Next Steps

Despite its limitations, the main findings of the ICC program evaluation can inform the planning
and implementation of future ICC programs and other similar programs.
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The findings of this evaluation inform the planning of a further evaluation looking at the impact
of the ICC programs on participants’ outcomes using advanced statistical analysis. Some
demographic and clinical characteristic factors that are likely to impact program outcomes will
be used for sub-group analysis.

As CRDP received funding for extension of the current program, we anticipate there will be a
larger sample of evaluation data for the outcome evaluation. Future evaluation with a bigger
sample may provide an in-depth understanding of within-group variation among participants for
the analysis, which we were not able to do at this time due to small matched-sample size.
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ID:
2 - 4 - _ - o
Priority Pop IPP Code Agency Code CDEP Participant Code ADULT VERSION (18+)
Code PRE

Instructions for Staff Administrator/Program Staff

Staff administration

If the questionnaire is staff-administered (instead of self-administered by the program participant), staff should remind
participants that all questions are voluntary and they can refuse to answer anything they do not wish to. If the
participant refuses to answer a question, staff will ask if the participant would like to share why. The staff administrator
will document the reason and any observations in the “staff administrator section” on the questionnaire itself. If the
participant does not want to share why, staff administrator should not push the participant, but will document any
observations in the “staff administrator section” on the questionnaire.

General Instructions

The California Reducing Disparities Project (CRDP) is a statewide project that is working across five historically unserved,
underserved, and/or inappropriately served population groups: the African American; Asian and Pacific Islander; Latino;
Lesbian, Gay, Bisexual, Transgender, Queer (LGBTQ); and Native American. In order to collect data to address the
disparities for these multiple populations, a set of standard questions have been developed for all populations. Since
these are standard questions, some of the questions may not feel applicable or relevant for you to answer.

All information that you share on this questionnaire will be confidential. The data will be shared with the State, but your
name will not; and whatever you share cannot be connected back to you. As you answer, you may feel that one or more
of the questions below do not apply to you or make you feel uncomfortable. If there are questions that you do not feel
comfortable answering, you do not have to answer them. Your participation in this questionnaire is completely
voluntary. Any level of participation is appreciated, because any information that you provide will be useful in helping us
understand the disparities for and across multiple populations. If you have any questions, please ask the program staff
who gave you this questionnaire.
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Culture means many different things to different people but it is something that is usually shared by a relatively large group of
people. For some it refers to customs and traditions. For others, it brings to mind their heritage and way of life. It can refer to
beliefs, values and attitudes, your identity, and common history and membership in a group. The next questions are about your

culture.

At present... Strongly Agree lam Disagree Strongly
Agree Neutral Disagree

1. Your culture gives you strength. 0 0 0 0 0

2. Your culture is important to you. O O O O O

3.  Your culture helps you to feel good about who you O 0 0 0 0

are.
4. You feel connected to the spiritual/religious O 0 0 0 0

traditions of the culture you were raised in.

Instructions: The next questions are about how you have been feeling during the past 30 days

About how often during the past 30 days did you feel... All of the Most of the Some of the A little of None of the
time time time the time time
5. ..connected to your culture? O O O O O
6. ..balanced in mind, body, spirit and soul? O O O O O
7. ..marginalized or excluded from society?
(In other words, made to feel unimportant, or like O O O O O
your thoughts, feelings, or opinions don’t matter.)
8. ..isolated and alienated from society?
(In other words, feeling alone, separ.ated from, cut 0 O O O O
off from the world beyond your family, school, and
friends.)
9. Do you currently have health insurance coverage? (check one)
[ Yes (GO TO Q10) 1 No [] Refused ] Don’t Know
(GO TO Q11) (GO TO Q11)
Did you have health insurance coverage in the past 12
months?
[1Yes [JNo [ Refused L1 Don’t Know (GO TO Q11)
10. Does your insurance cover treatment for mental health Yes No Refused Don’t Know
problems, such as visits to a psychologist or psychiatrist? O | O O
Yes No Refused Don’t Know
11. During the past 12 months, did you take any prescription
medications, such as an antidepressant or an antianxiety 0 0 0 0
medication, almost daily for two weeks or more, for an
emotional or personal problem?
Yes No Refused Don’t NA
Know

12. Because of problems with your mental health, emotions,
nerves or your use of alcohol or drugs, was there ever a
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13.

14.

15.

Yes No Refused Don’t NA
Know
time during the past 12 months when you FELT LIKE YOU
MIGHT NEED to see a...
a. Traditional helping professional like a culturally-based 0 0 0 0O 0
healer, religious/spiritual leader or advisor
b. Community helping professional such as a health 0 0 0 0 0
worker, promotor, peer counselor, or case manager
c. Primary care physician or general practitioner O O O O O
d. Menta! health profeésional su.ch '?\s a coun.selor, 0 0 0 0 0
therapist, psychologist, psychiatrist or social worker
Yes No Refused Don’t NA
Know
In the past 12 months, because of problems with your
mental health, emotions or your use of alcohol or drugs
a. HAVE YOU SEEN a traditional helping professional like
a culturally-based healer, religious/spiritual leader or | O O O O
advisor
b. HAVE YOU SEEN a Community helping professional
such as a health worker, promotor, peer counselor, or | g g g |
case manager
c. HAVE YOU SEEN a Primary care physician or general 0 O 0 0 0
practitioner
d. HAVE YOU SEEN a Mental health professional such as a
counselor, therapist, psychologist, psychiatrist or social O 0 0 0 0
worker
\ l
|
Did you seek help for your mental Yes Yes ves ,
or emotional health or for an Mental/Emotional  Alcohol-Drug Both Mental & Refused Don't
. Alcohol-Drug Know
alcohol or drug problem? (Circle Health Problem Problem
one) Problems

In the past 12 months, how many visits did you make to a mental health professional
(counselor, therapist, psychologist, psychiatrist or social worker) for problems with your
mental or emotional health, alcohol-drug problem, or both? Do not count overnight

hospital stays. # of visits
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16.

17.

18.

Yes No Refused Don’t Know

Are you still receiving treatment for these problems from one or O O O O

more of these providers? | ] \ ’
'~ J
| comas | [coroar|

Did you complete the full course of treatment? In other words, O | o J| 4 o
you ended treatment when your counselor, therapist, | '
psychologist, psychiatrist or social worker told you it was ok to

What is the MAIN REASON you are no longer receiving treatment? (Circle ONE only)
[ Got better/No longer needed

[ Not getting better
1 Wanted to handle the problem on own

[J Had bad experiences with treatment
[ Lack of time/transportation

[J Too expensive

[ Insurance does not cover

[J Other (Specify)
[ Refused

[ Don’t Know

Instructions: Here are some reasons people have for NOT seeking help from a mental health professional such as a counselor,
therapist, psychologist, psychiatrist or social worker, even when they think they might need it.

19.

20.

21.

22.

Agree Disagree Refused Don’t Know
You were planning to or already getting help from a...
a. Traditional helping professional such as a culturally-based O O O O
healer, religious/spiritual leader or advisor
b. Community helping professional such as a health worker, O O O ]
promotor, peer counselor, or case manager
You did not know of or have never heard of these types of mental O O O O

health professionals (e.g. counselor, therapist, psychologist, etc.)

( J 1 J\ l
Y Y Y

Agree Disagree Refused Don’t Know
You didn’t feel comfortable talking with them about your O O O O
personal problems.
You didn’t think you would feel safe and welcome because of
your...
a. limited English O O O O
b. race/ethnicity O O O O
c. age O O O O
d. religious or spiritual practice O O O O
e. gender identity O O O O
f.  sexual orientation O O O O
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23.
24.

25.

26.

27.
28.

29.

30.

31.

32.

33.

You were concerned about the cost of treatment.

You didn’t have time (because of job, childcare, or other
commitments).

You had no transportation, or the program was too far away, or
the hours were not convenient.

You didn’t think you needed mental health counseling or
treatment at the time.

You thought you could handle the problem on your own.

You didn’t think mental health counseling or treatment would
help.

You were concerned that getting mental health treatment or
counseling might cause your neighbors or community to have a
negative opinion of you.

You were concerned that getting mental health treatment or
counseling might have a negative effect on your job.

You were concerned that the information you gave the counselor
might not be kept confidential.

You were concerned that you might be admitted to a psychiatric
hospital.

You were concerned that you might have to take medicine.

Agree

O oo o o oo

o o o O

Disagree

O oo o o oo

o o o O

Refused

O oo o o oo

o o o O

Don’t Know

O oo o o oo

o o o O

Instructions: The next questions are about how you have been feeling during the past 30 days.
About how often during the past 30 days did you feel... All of the

34. ..
35. ..
36. ..
37. ..
38. ..
39. ..

time

Most of the
time

Some of the A little of

time

the time

None of the
time

nervous?

hopeless?

restless or fidgety?

so depressed that nothing could cheer you up?
feel that everything was an effort?

worthless?

ooooono

ooooono

ooooono

ooooono

ooooono

40. The above items are often used to describe experiences with mental or emotional distress. To what extent do the above

questions (Q34-Q39) match how you would describe those experiences? (Check one)

] A Lot ] Somewhat

1 Not At All

NOW, think about the one month, within the past 12 months, when you were at your worst emotionally.

Did your emotions interfere a lot, some, or not at all A Lot Some Not At All Refused Don’t Know

with your...

41. ..performance at work or school? O O O O O
)

42. ..household chores? O O O O O

43. ..social life? O O O O O

44, ..relationship with friends and family? O O O O O

45. The above items are often used to describe how emotions affect people’s lives. To what extent do the above questions (Q41-

Q44) match how you would describe the negative effect of emotions on your life? (Check one)

1A Lot 1 Somewhat I Not At All
46. How old are you?
] between 18 and 29 years of age ] between 45 and 49 years of age
[] between 30 and 39 years of age [] between 50 and 64 years of age

[] between 40 and 44 years of age [] 65 or older years of age
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47. VERSION 1

What is your race and ethnic origin? Select only one race category and specify your ethnic origin.
I American Indian or Alaska Native

[ Black or African American: Please specify your ethnic origin(s):
[J Latino, Hispanic, or Spanish: Please specify your ethnic origin(s):
[J Asian: Please specify your ethnic origin(s):
[] Native Hawaiian or Other Pacific Islander: Please specify your ethnic origin(s):
] White: Please specify your ethnic origin(s):
[] Other Race: Please specify your race and ethnic origin(s):
] Multi-Racial: Please specify your origin(s):
(1 Refused

(1 Don’t Know

48. How well can you speak the English language?
[ Fluently
[J Somewhat fluently; can make myself understood but have some problems with it
[J Not very well; know a lot of words and phrases but have difficulties communicating
[J Know some vocabulary, but can’t speak in sentences
[ Not at all

49. What is your preferred language?

50. Were you born:
[ Inside the U.S.
[J Outside the U.S.
[] Refused
[J Don’t Know

51. What are the first 3 digits of your ZIP Code? _ __ [Unstable housing/ no ZIP code = [J Refused [ Don’t Know

52. Have you ever spent time in a temporary settlement area for refugees or displaced persons or been held at ICE facilities?

[J Not Applicable
[ Yes

[JNo

[J Refused

[J Don’t Know

53. About how many years have you lived in the United States? [For less than a year, enter 1 year]
Number of years [J Not Applicable

54. Thank you for taking the time to answer all these questions. We wanted to remind you that all of your responses are

confidential. We want to ask one more question. Did any of the previous questions upset you or make you feel uncomfortable?
No

___Yes (If yes, which ones? Please specify #'s: )

Lesbian, Gay, Bisexual, Transgender, and Queer (LGBTQ) individuals encompass all races and ethnicities, religions, and social
classes. Discrimination against LGBTQ persons has been associated with high rates of psychiatric disorders, substance abuse, and
suicide. Yet, the LGBTQ community faces greater difficulties in accessing mental health care due to stigma.

Sexual orientation and gender identity questions are not asked on most national or State surveys, making it difficult to estimate
the number of LGBT individuals and their health needs. In order to effectively address LGBT health issues, it's important to ask
these questions in surveys. This will allow researchers and policy makers to accurately understand LGBT health and disparities.
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As you answer, you may feel that one or more of the questions below do not apply to you or make you feel uncomfortable. If
there are questions that you do not feel comfortable answering, you do not have to answer them. Your participation in this
questionnaire is completely voluntary.

55. My sex at birth was...

Staff-Administered:

*Staff Administrator Step 1:

Write in participant’s response (in language):
If applicable, write in translation of participant’s response:

*Staff Administrator Step 2:
Select one of the following that best fits the participant’s response:

[J Male/Boy [J 1 am not sure about my sex assigned at birth
] Female/Girl [J My assigned sex at birth (please specify):
[ Intersex (they were unsure about my sex at birth) [ | do not wish to answer this question

Gender identity is how individuals perceive themselves and what they call themselves, whether male, female, a blend of both or
neither. A person’s gender identity can be the same or different from their sex assigned at birth.

56. When it comes to my gender identity, | think of myself as....

Staff-Administered:

*Staff Administrator Step 1:

Write in the participant’s response (in language):
If applicable, write in translation of the participant’s response:

*Staff Administrator Step 2:
Check all of the following that best fit the participant’s response:

] Man/Male [J Non-binary (not exclusively male or female)
[J Woman/Female ] Two Spirit

[] Transgender/Trans [J Intersex (between male and female)

[ Trans man/Trans male [J 1 am not sure about my gender identity

[ Trans woman/Trans female [J 1 do not have a gender/ gender identity

[J Genderqueer/Gender non-conforming [ My gender identity is (please specify):
[J 1 do not wish to answer this question

Sexual orientation is different from gender identity and is about whom you’re attracted to and want to have romantic
relationships with. Examples of sexual orientation are gay, lesbian, bisexual, asexual, and heterosexual. Some people are straight
and are attracted to people of another gender. Other people are gay or lesbian and are attracted to people of the same gender.

57. What is your sexual orientation?

Staff-Administered:

*Staff Administrator Step 1:

Write in the participant’s response (in language):
If applicable, write in translation of the participant’s response:

*Staff Administrator Step 2:
Check all of the following that best fit the participant’s response.

[] Straight/heterosexual [J Asexual (I am not attracted to anyone sexually)
] Gay [J I am not attracted to anyone romantically
] Lesbian [J 1 am not sure who | am attracted to sexually

[ Bisexual [J 1 am not sure who | am attracted to romantically
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] Queer [J Something else:
[J Pansexual/Non-monosexual (I am attracted to all genders) [ 1 do not wish to answer this question

*For Staff Administrators Only:
In your opinion, were any of the above items confusing or difficult for the participant to understand?
No

___Yes (If yes, which ones? Please specify #'s: )

In your opinion, did any of the above items cause the participant to feel uncomfortable or upset?
No

___Yes (If yes, which ones? Please specify #'s: )

At present...
Very Good Good Fair Poor

Would you say your health is Very Good, Good, Fair, or Poor? O O ] ]
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POST

Culture means many different things to different people but it is something that is usually shared by a relatively large group of
people. For some it refers to customs and traditions. For others, it brings to mind their heritage and way of life. It can refer to
beliefs, values and attitudes, your identity, and common history and membership in a group. The next questions are about your
culture.

At present... Strongly Agree lam Disagree Strongly
Agree Neutral Disagree
1. Your culture gives you strength. O O O O O
2. Your culture is important to you. O O O O O
3.  Your culture helps you to feel good about who you O 0 0 0 0
are.
4. You -fgel connected to the splrltual/rgllglgus O 0 0 0 0
traditions of the culture you were raised in.
Instructions: The next questions are about how you have been feeling during the past 3 months.
About how often during the past 3 months did you
feel... All of the Most of the Some of the A little of None of the
time time time the time time
5. ..connected to your culture? O O O O O
6. ..balanced in mind, body, spirit and soul? O O O O O
7. ..marginalized or excluded from society?
(In other words, made to feel unimportant, or like O O O O O
your thoughts, feelings, or opinions don’t matter.)
8. ..isolated and alienated from society?
(In other words, feeling alone, separated from, cut 0 O O O O

off from the world beyond of your family, school,
and friends.)

Instructions: During the past 3 months how often did you feel...
All of the Most of the Some of the A little of None of the

time time time the time time
9. .. nervous? O O O O ]
10. ... hopeless? O O O O O
11. ... restless or fidgety? O O O O O
12. ... so depressed that nothing could cheer you up? O O O O O
13. ... feel that everything was an effort? O O O O O
14. ... worthless? O O O O O

15. The above items are often used to describe experiences with mental or emotional distress. To what extent do the above
questions (Q9-Q14) match how you would describe those experiences? (Check one)

A lot ] Somewhat [ Not At All




Appendix A

63

ADULT VERSION POST

Think about the one month in the past 3 months when you were at your worst emotionally.

Did you emotions interfere a lot, some, or not at all
with your...

16.

17.
18.
19.

...performance at work or school?

Check here if not working or in school during the past 12 months []

...household chores?
...social life?
...relationship with friends and family?

A Lot Some Not At All Refused Don’t Know
O O O O O
O O O O O
O O O O O
O O O O O

20. The above items are often used to describe how emotions affect people’s lives. To what extent do the above questions (Q16-
Q19) match how you would describe the negative effect of emotions on your life? (Check one)
[] Somewhat

OAlot

[J Not At All

Instructions: Please answer the following questions based on the services you have received so far. Indicate if you Strongly Agree,
Agree, are Neutral, Disagree, or Strongly Disagree with each of the statements below. If the question is about something you
have not experienced, check the box for Not Applicable to indicate that this item does not apply to you. Please note: the word
“service” stands for any program activities or events connected to the program.

21.
22.

23.

24,

25.

26.

27.

28.
29.

30.
31.

32.

33.

34.

35.

36.

37.

| like the services that | received here.

If I had other choices, | would still get services
from this agency.

| would recommend this agency to a friend or
family member.

The location of services was convenient (parking,
public transportation, distance, etc.).

Staff were willing to see me as often as | felt it
was necessary.

Services were available at times that were good
for me.

When | first called or came here, it was easy to
talk to the staff.

The staff here treat me with respect.

The staff here don’t think less of me because of
the way | talk.

The staff here respect my race and/or ethnicity.
The staff here respect my religious and/or
spiritual beliefs.

The staff here respect my gender identity and/or
sexual orientation.

Staff are willing to be flexible and provide
alternative approaches or services to meet my
needs.

The people who work here respect my cultural
beliefs, remedies and healing practices.

Staff here understand that people of my racial
and/or ethnic group are not all alike.

Staff here understand that people of my gender
and/or sexual orientation group are not all alike.
Staff here understand that people of my religious
and spiritual background are not all alike.

Strongly lam . Strongly Not
Agree Agree Neutral Disagree Disagree  Applicable
O O O O O O
O O O O O O
O O O O O (]
O O O O O (]
O O O O O O
O O O O O O
O O O O O (]
O O O O O O
O O O O O O
O O O O O O
O O O O O (]
O O O O O O
O O O O O (]
O O O O O (]
O O O O O O
O O O O O O
O O O O O (]
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A direct It i | tinth : t | | t | Not

s a direct result of my involvement in the program Strongly Agree am Disagree S.rongy 'o
Agree Neutral Disagree  Applicable

38. | deal more effectively with my daily problems. O O ] ] O O

a. |Ifyou strongly agree or agree, what specific
aspect(s) of the program contributed to this
change?

39. | do better in school and/or work. | O O O O O
a. If you strongly agree or agree, what specific
aspect(s) of the program contributed to this

change?

40. My symptoms/problems are not bothering me as | g g g | g
much.
a. |Ifyou strongly agree or agree, what specific
aspect(s) of the program contributed to this
change?

Yes No Refused Don’t Know

. . . 5
41. Were the services you received here in the language you prefer? 0 0 0 0

42. Was written information (e.g., brochures describing available
services, your rights as a consumer, and mental health education ] O O O
materials) available in the language you prefer?

43, Was there anything about the program/service that was particularly helpful to you that you have not mentioned earlier?

44. Was there anything about the program/service that could be improved that you have not mentioned earlier?

45. Do you have any other comments about the program/service that you received?

Thank you for compleitng the survey.
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Priority Pop Code  IPP Code Agency Code  CDEP Participant Code ADULT VERSION (18+)
PRE (Vietnamese)

Hwdng dan chung cho nhan vién gitp dién don/va nhan vién clia chuong trinh

Nhdn vién givp dién don

Néu cac nhéan vién gitup ngudi tham gia dién don (thay vi tu tra 161 boi ngudi tham gia chwong trinh), nhan vién nén nhic nhé ngudi
tham gia rang tit ca cac cau hoi déu 1a ty nguyén va ho c6 thé tir chdi tra 11 bat ctr didu gi ho khong mudn. Néu ngudi tham gia tir
chéi tra 10i cau hoi, nhan vién s& hoi xem ngudi tham gia ¢6 mudn chia sé 1y do khong. Nhan vién dién don s& ghi lai 1y do va bat ky
quan sat nao trong phan “quan trj vién nhan vién” trén ban cau hoi. Néu nguoi tham gia khong mudn chia sé 1y do tai sao, nguoi nhan
vién khong nén ép budc ngudi tham gia, nhung s€ quan sat luu lai moi binh ludn ciia ngudi tham gia trong phan “Nhén vién gitip dién
don” trén bang cau hoi.

Hudéng din chung:

Du 4n cta California nham giam thiéu su khac biét vé quyén loi 14 mot du an toan tiéu bang, dugc lam viéc trén
nam nhom dan sb khong dugce phuc vy, bi han ché phuc vu, va’/hodc khong dugc phuc vu phu hgp mét cach
thich dang, bao gém nhing sdc dan: ngudi My goc Phi, Chau A va Pao Thai Binh Duong, nguoi gbe Tay Ban
Nha, Pdng tinh nit, Dong tinh nam, 'Nguoi ludng tinh, Nguoi chuyen gid1, Nguoi co gioi tinh khac biét
(LGBTQ); va nguoi My ban dia. Dé thu thap dir liéu nham giai quyet su chénh 1éch cho nhém cong dong trén,
mdt s6 cac cau hoi tidu chuan da dugc tao ra cho nhitng nhém cong dong trén. Vi day 1a nhing cau hoi tiéu
chuén, s& c6 mot vai cau hoi khong phu hop hodc lién quan dén quy vi.

Tét ca thong tin ma quy vi chia sé s¢ dugc bao mat. Dur liéu s€ dugc chia s¢ voi Tiéu bang, nhung danh tanh cua
quy vi s& khong duoc chia sé; va tt ca nhitng gi quy vi da chia s¢ s& khong anh huong gi dén quy vi. Trong qua
trinh tra 101 nhting cau hoi nay, quy vi s& gap mot s6 cau hoi co thé 1am quy vi khong thoai mai hodc khong phu
hop, hay lién quan téi quy vi. Quy vi c6 thé khong tra 10i nhimng cau hoi d6. Su tham gia ciia quy vi 1a hoan
toan ty nguyén. Muc do tham gia nao tur quy vi cling dugc danh gia cao, bdi vi nhitng thong tin ma quy vi cung
cap déu rat hiru ich cho chung t6i dé hiéu dugc sy khac biét giita cac nhom dén toc khac nhau. Néu quy vi ¢6
bét ky cau hoi nao, xin vui 10ng hoi nhan vién ching t6i, ngudi da dua cho quy vi mau ciu hoi nay.
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Van héa c6 y nghia khdac nhau cho moi nguwoi nhung né la cdi gi do thuong dwgc chia sé boi myt nhom
dong nguwoi. Déi véi mot sé nguwoi thi no dé cdp dén phong tuc va truyén thong. Poi véi nguoi khac, van hoa
mang y nghia ciia sw thira ké tiv nhitng ngwoi di truwéc va hwéng nhitng ngwoi di sau theo cdch song dé. N6
c6 thé dé cdp dén niém tin, gid tri tinh than va cdi nhin, bén sdc ciia ban, lich st chung va ddc tinh ciia
thanh vién trong mét nhém. Nhitng ciu héi tiép theo la nhitng cdu héi vé vin héa ciia ban.

Tai thoi diém nay... Hoan toan Pong y Trung lap Khong Hoan toan
dong y dong y khong dong y
1. Van hoa cua ban cho ban strc manh. O O O O O
2. Vian hoa cta ban quan trong do6i voi ban. 0 0 0 0 0
3. Vin héa clia ban gitip ban cam thiy ban 1a
nguoi tot. O O O O O
4. Ban cam thay ndi két v6i tim linh/tén giao
truyén thong theo van héa ma ban dugc nudi O O O O O
day tir nho.

Huwéng dén: Nhitng cdu hdi tiép theo la nhitng ciu héi ban cam thdy thé nao trong 30 ngay qua.

Trong 30 ngdy qua bgn thu’&'ng cam théy. . Lu6n luén Thwong Thinh Lau lau Khéng lic
xuyén thodng nao
A ~e re o ’ 5 9
5. ...gan giii voi van hoa cua ban? 0 0 0 0 0
6. ...cOsucan b?ing trong tam tri, co thé, tinh than
va tam hon? O O O O O

7. ...bi ddy lui hodc bj loai khoi x3 hoi?
(Noi cach khac, cam thay ban thdn khong co
quan trong, hoa.c;nhm?ag thir nhtf suy nghi, cam 0 0O 0O 0O 0O
xuc, hay quan diem cua ban khong quan trong
doi voi nguoi khac.)

8. ...bixa hoi co lap va xa lanh?
(N6i cach khac, cam thcfy ¢ doc, xa cdch, bi
cat dirt khéi thé giéi bén ngodi gia dinh, truong
hoc va ban be.)

9. Hién tai ban c6 bao hiém y té hay khong? (chon mot)

[ C6 (Néu c6 thi tra 10 cau héi sé 10)
L] Khong
mmm) Bn c6 bio hiém sic khée y té trong 12 thang qua khéng? O C6 [0 Khong O Tir Chdi (I Khong Biét
(Néu khong thi tra 101 ciu héi s6 11)
[0 Tir Chdi Tra Loi (Néu tir chdi thi tra 10i cAu s6 11)
[0 Khong Biét (Néu khéng biét thi tra 10i cu sb 11)
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Co Khéng Tir Chdéi  Khéng Biét
Tra Loi

10. Bao hiém y té ctia ban ¢6 bao gém chira tri cho strc khoe
tam ly, chang han nhu cac lan gap bac si tam ly va bac si O O 0 0
tam than?

11. Trong 12 thang qua, quy vi da c6 dung thudc theo toa,
chang han nhu thudc giam trdm cam hoac thudc giam lo O O 0 0
4u hang ngay tir hai tuan trd 1én, vi mot van dé vé tam ly,
cam xuc hay vé van dé ca nhan?

12. Do ¢ nhitng van dé vé strc khoe tam 1y, tinh

cam, hay vi viéc dung rugu hodc nghién thube, Tir Chéi Khong  Khong ap
c6 khi nao trong suét 12 thang qua ban CAM Co Khong Tra Loi Biét dung
THAY CO THE BAN CAN gip...

a. Chuyén gia tro gitup truyén théng nhu dong y
si, nhitng nha lanh dao vé ton gido/ tinh than

b. Chuyén gia tro gitip tir cong ddng nhur
chuyén vién Vé’ stre khoe, nguoi quang ba, O 0 O O 0
nhitng nguoi ¢ van dong bénh, hodc nhiing
ngudi hudéng dan vién vé sirc khoe.

c. Bac si gia dinh O O O O O
d. Chuyén gia vé siic khoe tam ly nhu c¢b van
tam ly, bac si tdm than hoac nhan vién xa hodi - - - - -
13. Trong 12 thang qua, boi vi nhiing van dé cta quy )
vi vé strc khoe tam 1y, tinh cdm, hay vi viéc dung Cé Khong Tir Choi Khong Khong
ruou hodc nghién thudc Tra Loi Biét ap dung
a. COBAO GIO BAN PA GAP chuyén gia tro
giup truyen thong nhu dong y si, nhimg nha g O [ [ [
lanh dao vé t6n gido/tinh than
b. COBAO GIO BAN DA GAP chuyén gia tro
gitip tir cong dong nhu chuyén vién ve strc
khoe, nguoi quang ba, nhitng nguoi cb ~Van o O U 0 U
dong bénh, hoac nhirng ngudi hudéng dan vién
ve suc khoe.
c. COBAO GIO BAN DA GAP bac si gia dinh 0 0O 0O 0O 0O
d. COBAO GIO BAN DA GAP chuyén gia vé
suc khée tam 1y nhu ¢ van tam ly, bac si tam 0 O O O
than, bac si tim ly, hodc nhan vién x4 hoi 0

Q13c hodc 13d, néu tra 16i CO ITRA LOI CAU Q19 I
thi TRA LOI CAU Q14

(néu tra 16i KHONG DI PEN
Q19)
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14. Ban c6 tim kiém su giup d& vé sirc khoe tdm 1y, tinh cam hay vé viéc ding ruou hodc nghién thube khong? (Chon

15.

16.

17.

18.

mot)

[ Co, Van dé vé sirc khoe/tinh cam

O C6, Dung ruou hodc chit nghién

[ C6, Van dé vé stic khoe tam 1y, diung ruou va chét nghién
OJ T chdi tra 1oi

(] Khong biét

Trong 12 thang qua, c6 bao nhiéu lan quy vi da | gap nhiing chuyén gia vé cham soc strc khoe (cb van tAm
1y, bac si tdm than hay nhan vién xa hoi) cho van dé vé strc khoe tam 1y, tinh cam hay vi viéc ding ruou
hoac nghi¢n thudc, hodc ca hai? Xin dung tinh nhitng ngay phai ¢ lai bénh vién

# s6 1an gap
Co Khéng Tir Chéi  Khong Biét
Tra Loi
C6 phai quy vi van dang dugc didu tri cho nhing van O O O O

dé nay tir mot hodc nhiéu nha cung cap dich vu?

J \ )
| |

TRA LOI TRA LOT TRA LOI CAU
CAU Q19 CAU Q17 Q19

Quy vi di hoan thanh qua trinh diéu tri day da chwa? O O O O
Noi cach khéc, quy vi chdm dat didu trj khi nguoi ¢b \ J \ J \ J
van tam 1y, bac si tim thén hodc nhan vién xa hdéi cua

quy vi déd noi voi quy vi rang su chia tri ctia quy vi da

cham dut r6i. TRALOI | || TRALOI | TRA LOICAU Q19
CAU Q19 CAU Q18

Pau la LY DO CHINH lam quy vi khong con nhan duogc sy diéu tri nay nita? (Chon mér)

[ Khoe hon/Khong con can thiét

[] Khong duoc khoe hon

O Mubn tu giai quyét vin dé

O P c6 kinh nghiém x4u vé6i su didu tri
[ Thiéu thoi gian/Phuong tién

OQua4 tén kém

[ Bao hiém khong chi tra cho viéc tri lidu
O Lua chon khac (Ghi cu thé)
[J Tir chéi tra 1

[J Khong biét
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Huwéng din: Dwéi day la moét sé 1y do khién moi nguwoi KHONG tim kiém sw giip dé tiv cé vin tém Iy, bdc si
tém thin hodc cdn sw xa hi ngay cd khi ho nghi ho cé thé can dén né. Ngay cd khi ban dang nhin dwoc tro
gitip ngay bay gio, ban cé dong y hodc khéng dong y véi nhitng Iy do sau ddy khién cé liic ban khéng muén
fim sw trg’ gitip tir mot chuyén gia vé sirc khoé tim ly?

Pong y Khéng Tir chdi tra  Khéng biét
) ) dong y Loi
19. Ban dang c6 du dinh hodc da 1én k& hoach d€ dugc gitp
tu...
a. Chuyén gia trg gitip truyen thong nhu dong y si, nhiing
O O O O
nha ldnh dao vé tinh than
b. Chuyén gia trg giup tir cong dong nhu chuyén vién
v€ strc khoe, nguoi quang ba, nhitng nguoi co Van
O O O O
ddng bénh, hoic nhimg ngudi hudng dan vién vé
suc khoe.
20. Ban khong 14 biét c¢6 nhitng chuyén gia vé tim bénh nay O O O O
TRALOI | | TRA LOI CAU Q34
CAU Q34 CAU 021
Pong y Khéng Tir chdi tra  Khéng biét
) dong y Loi
21. Ban khong cdm thdy thoai mai khi ndi chuyén véi nguoi U L] L] ]
chuyén mon vé cac van dé ca nhan cta ban
22. Ban nghi ring ban s& khong cam thdy an toan va dugc chao
d6n trong nhitng 1an gap mat vdi cac chuyén gia vi ban ...
a. Anh ngit han ché U U O O
b. Sic tdc O O O O
c. Tudi tac O O O O
d. Toén gido va Hanh dao U U O O
e. Ban sic gi6i tinh O O O O
f.  Khuynh hudng tinh duc O O O 0O
23. Ban lo ngai vé chi phi chira tri. U U O O
24, B:';ln 'lfhonAg co ‘Eh01 gian (vi cong viéc, cham soc tré em, hodc O O O O
¢0 viéc ban khac).
25. Ban khong c6 phuong tién di lai, hoac cho diéu tri qua xa, O O O O

hodc gid gide khong thuan tién

O
O
O
O
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26.

27.

28.

29.

30.

31.

32.

33.

Ban nghi rang ban khong can tu van strc khoé tinh than hodc
dicu tri vao thoi diém do.

Ban nghi ban c6 the giai quyét van d¢ ma khong can dicu tri.

Ban nghi rang tu vén sirc kho¢ tinh than hoac diéu trj s&
khong gitp minh do hon.

Ban lo ngai rang viéc dicu tri hodc tu van sttc khoé tinh than
c6 the khién hang x6m hoac cong dong cta ban c6 cai nhin

xau ve ban.

Ban lo ngai rang viéc dicu tri hodc tu van sttc khoé tinh than
c6 thé c6 anh hudng tiéu cyc dén cong viéc cia ban.

Ban lo ngai rang thong tin quy vi cung cip cho nhan vién tu
van c0 thé khong dugc gitr kin.

Ban lo léng réng ban ¢6 thé bi dua vao bénh vién tAm than.

Ban lo ling ring ban c6 thé phai udng thude.

Huwéng din: Nhitng cdu héi tiép theo la vé cam xiic ciia ban trong 30 ngay vira qua.
Thuwong bao lau thi ban cam thdy nhw vdy trong 30 ngay

qua...
34. ... lo lang?

35. ... vO vong?

36. ... bdn chon dimg ngdi khong yén?

37. ... chan nan dén ndi khong co6 gi ¢6 thé lam ban vui

38.

39.

1én?
... cam thay rang moi thtr déu 1a mot sy ging guwong?

... vO dung?

O O O O
Pong y Khong Tir chdi tra  Khéng biét
dong y Loi
O O O O
O O O O
O O O O
O O O O
O O O O
O O O O
Luéon Thwon Thinh Lau Khoéng
luén g thoang lau Itic nao
xuyén
[ [ ] ] ]
[ [ ] ] ]
[ [ ] ] ]
[ [ ] ] ]
L] L] L] L] L]
L] L] (] (] (]
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40. Cac muc trén day thuong dung dé mo ta kinh nghiém v6i nhimng dau khd vé tim 1y hodc tinh cam. Nhimng mé ta nay
(tir Q34 dén Q39) co giong vai trai nghiém cua ban khong? (Chon mét)

[0 Nhiéu 1 C6 mot chut (1 Hoan toan khong

BAY GIO, hiy nghi vé mt thang trong 12 thang qua, khi nao ban cim thy cim xiic ¢ mirc tdi t& nhit.

Cam xuc ciia ban c6 bi tré ngai thuwong Thuong Thinh Khoéng C6  Tirchditra Khdng biét

xuyén, thinh thoang, hay khong hé bi tré Xuyen Thoing Loi

ngai deén...

41. ...I}leu qua lam viéc tai cho 1am hoac ] ] ] ] ]
truong hoc?

mm) Pinh diu ¢ ddy néu khéng di lam hodc khéng di hoc trong 12 thang qua O

42. ...viéc hoan thanh cong vi¢c nha?

[ [ [ [ [
43. ...cudc séng x4 hoi? ] ] ] ] ]
44. ...mbi quan hé véi ban bé va gia dinh? ] ] ] ] ]

45. Cac muc trén ddy mo ta cam xuc ti€u cuc anh hudng nhu thé nao dén cudc song ciia con ngudi. Nhitng mo ta nay tir
Q41 dén Q44) c6 giong nhu trai nghiém vé sy ti€u cyc cua cam xUc nay trong cudc song cia ban? (Chon mét)

[0 Nhiéu 1 C6 mot chut (1 Hoan toan khong

46. Ban bao nhiéu tudi?

O tir 18 dén 29
O tr 30 dén 39
O tir 40 dén 44
O tir 45 dén 49
O tir 50 dén 64
O tir 65 tudi trd 1én
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47. Sac toc va ngudn goc cua ban l1a gi? Xin ghi ré nguon goc sdc tic.

[0 Ngudi Thé Dan My Da D6 hodc Tho Dan Alaska: Xin ghi rd ngudn gbc sic toc:
[0 Nguoi da den/M§ gbe Chau Phi: Xin ghi rd ngudn gde séc tdc:
[0 Nguoi My Latino, hoic TAy Ban Nha: Xin ghi rd ngudn gdc séc toc:
[0 Ngudi A Chau Xin ghi 13 ngudn gbe sic toc:
[0 Ngudi ban dia/ dao Thai Binh Duong: Xin ghi rd ngudn gdc séc toc:
[0 Nguoi My Trang: Xin ghi rd ngudn gdc séc toc:
O Sic toc khac: Xin ghi rd ngudn gde séc toc:
O Pa sic toc: Xin ghi rd ngudn gdc sic toc:
O Tir chdi tra 1o

[0 Khéng biét

48. Ban c6 thé ndi tiéng Anh t6t nhu thé nao?

[ Luu loat

[ Trdi chay; c6 thé tw hidu nhung van gip mot vai tré ngai

[0 Khéng tét 13m; biét rit nhidu tir va nhiéu cdu nhung van gip khé khin khi giao tiép
[ Biét mot s6 tir vung, nhung khong thé néi thanh ciu

1 Khong noi duge hoan toan

49. Ngon ngir ban chon 1a gi?

50. Ban dugc sinh ra tai:

L] Tai Hoa Ky

0 O nudc khac

[0 Khong mubn tré 1oi
[0 Khong biét

51. 3 con s6 dau tién theo ma buu dién (Zip Code) cua ban 1a gi?

[0 Khong c6 nha cira 6n dinh/ khéng ¢6 ma buu dién
[0 Khong mubn tra 1oi
[0 Khong biét

52. Ban da bao gio ¢ tai khu vyc dinh cu tam thoi danh cho ngu6i ti nan hodc nguoi di di tdn hodc nguoi bi giir tai cac co
s& cua ICE (So Di Tra)?

1 Khong ap dung

Ll Co

L] Khong

O Khéng mudn tra 16
O Khong biét
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53. Ban di song & Hoa Ky khoang bao nhiéu nam? /Néu it hon mét nam, tinh la 1 nam]

Téng sb6 nam & Hoa Ky
[] Khong ap dung

54. Cam on ban da danh thoi gian dé tra 16i nhitng cau héi nay. Chiing t6i mudn ban biét rang tat ca nhimg cau tra 10i ciia
quy vi s€ dugc bao mat. Ching t6i muon hoi thém mat cau hdi nita. Nhitng cau hoi ¢ trén c6 lam ban kho chiu hoac
khién ban cam thay khong thoai mai?

Khong

___Co6 (Néu co, 1a cau nao? Vui long ghi rd cau so may: )

Cac ca nhan dong tinh luyen ai nir, dong tinh luyen ai nam, ludng tinh, chuyen gioi, va nguoi c6 gioi tinh
khac biét (LGBTQ) dwgc bao gom trong cac chung toc va dan toc, ton glao, va cAc tang lo’p xa hoi. Sw
phan biét/ky thi débi véi nguoi dong tinh luyen ai ¢6 4nh hwong dén ty 1€ roi loan tim than, lam dung
thudc va xac suit tu tir. Tuy nhién, vi nhitng thanh kién sai léch nay, cong dong dong tinh luyen ai
LGBTQ da déi mat voi nhiéu khé khin trong viéc tim kiém gitip do ve van dé sirc khée tAm than.

Cic cau hoi vé dinh huéng gi6i tinh va nhin dang gi6i tinh khong dwgc héi trong hau hét cac cudce dicu
tra qudc gia hoic tiéu bang, da gay khé khin trong viéc wéc tinh s6 lwong nguwoi dong tinh luyén ai
LGBT va nhu ciu hiru dung cho strc khée ciia ho. Nhitng ciu hoéi dinh hwéng giéi tinh va nhan dang giéi
tinh rit can thiét trong cac cudc khio sat. Piéu nay sé glup cac nha nghlen ctru va cac nha hoach dinh
chinh sach hiéu ré vé sirc khée va sw chénh 1¢ch ciia giéi dong tinh luyén ai LGBT.

Khi quy vi tra 10, quy vi c¢6 thé cam thay rang mét hodc nhidu ciu héi dwéi day khong ap dung cho quy
vi. Néu c6 cAu hoi ma quy vi khong cam thay thoai mai dé tra 101, quy vi khong can phai tra 10i chiing.
Sw tham gia ctiia quy vi trong bang ciu héi nay la hoan toan tu nguyén.

55. Gidi tinh Iuc duoc sinh ra cia téi la. ..
*Staff Administrator Step 1:

Write in participant’s response (in language):
If applicable, write in translation of participant’s response:

*Staff Administrator Step 2: Select one of the following that best fits the participant’s response:

L] Pan 6ng/Con trai [Male/Boy]| [ T6i khong chéc vé gidi tinh cia toi lic t6i dugce sinh ra [I
am not sure about my sex assigned at birth]
[ Phu nit/Con gai [Female/Girl] [ Giéi tinh cua t6i dugc x4ac dinh luc sinh ra (vui long ghi

r0) [My assigned sex at birth (please specify)]:
[ Ludng tinh (ho da khong chac vé gidi tinh cia [ T6i khong mudn tra 10i cau hoi nay [I do not wish to
to1 lac t6i dugc sinh ra) [Intersex (they were answer this question]
unsure about my sex at birth)]

Nhéan dang gidi tinh 1a cach moi nguoi nhan thirc dugc ban than ho va cach ho dat cho minh, cho du 1a nam, hay
nit, hodc 1a két hgp cua ca hai gidi tinh hay khong chac 1a minh thudc gidi tinh nao. Ban sdc gidi tinh cia mot
nguoi co thé gidng hoac khac véi gidi tinh dugc chi dinh khi sinh ra.

56. Khi phai xac dinh gidi tinh, t6i nghi gi6i tinh cua toi 1a: Chon tt ca nhitng lya chon ma ban thy thich hop véi ban.

*Staff Administrator Step 1:
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Write in participant’s response (in language):
If applicable, write in translation of participant’s response:

*Staff Administrator Step 2:
Check all of the following that best fit the participant’s response:

I Pan 6ng/Nam gidi [Man/Male] 1 V6 tinh (khong 1a nam cling khong la nit) [Non-binary (not
exclusively male or female)]

L] Phu n@t/Nir gidi [Woman/Female] [0 Two Spirit: Hai TAm Hon — tir dé ndi vé nhitng ngudi thd dan
da d6 c6 da gidi tinh va dugc ngudi da tring hiéu nhu vay [Two
Spirit]

[0 Nguoi chuyén gidi [Transgender/Trans] ] Ludng tinh (nam va nir) [Intersex (between male and
female)]

[0 M6t ngudi chuyén tir nam sang nit [Trans O Tbi khéng chéc vé gidi tinh duoc xac dinh cta t6i [I am not

man/Trans male] sure about my gender identity]

[J Mot ngudi chuyén tir nit sang nam [Trans L] T6i khong c6 xac dinh gidi tinh [I do not have a gender/

woman/Trans female] gender identity]

U] Genderqueer:nguoi khong theo dinh nghia O Dién ta khac v& gi6i tinh (Vui long ghi r3) [My gender

ctia x4 hoi vé giéi tinh rang ho 1a nam hay ni identity is (please specify)]:

hoic ca hai /Gender non-conforming: cach séng

va lién hé v6i ngudi ma hanh vi va sic dién O T6i khéng mudn tra 101 cau hoi nay [I do not wish to answer

khéng theo chuan muyc khang dinh cua xa hoi this question]

[Genderqueer/Gender non-conforming]

Khuynh hudéng tinh duc khac v61 nhén dang gi6i tinh. Khuynh huéng tinh duc la cach quy vi bi thu hut boi mot
ngudi ma quy vi mubn c¢6 mdi quan hé lang mang voi. Vi du vé khuynh huéng tinh duc la ddng tinh nam, dong
tinh nit, ludng tinh, vo tinh va khong phai dong tinh. Mot s6 nguoi khong phai dong tinh va bi thu hut boi
nhirng ngudi thude gidi tinh khac ho. Mot sé khéac 1a ddng tinh nam hodc dong tinh nit va bi thu hit bsi nhimng
nguoi cung gidi tinh véi ho.

57. Khuynh hudng tinh duc cta ban 1a gi? Chon tat ca nhitng lya chon dung véi ban.
*Staff Administrator Step 1:

Write in participant’s response (in language):
If applicable, write in translation of participant’s response:

*Staff Administrator Step 2: Check all of the following that best fit the participant’s response:

(] Khuynh huéng tinh duc khac gidi O Tbi 1a nguoi vo tinh (Toi khong bi thu hat boi bat cir ai)

[Straight/heterosexual] [Asexual (I am not attracted to anyone sexually)]

O Pong tinh nam [Gay| [0 T6i khong bi thu hiit boi bat cir ai [I am not attracted
to anyone romantically]

O Pdng tinh nir [Lesbian] O Tbi khong chic ngudi ma toi c¢6 sy hip din vé giGi tinh
1a ai [I am not sure who I am attracted to sexually]

[] Ludng tinh [Bisexual] O Té6i khong chic ngudi ma toi ¢6 sy hip ddn mot cach
lang man la ai [I am not sure who I am attracted to
romantically]

L] Nguoi o gidi tinh khac biét [Queer] (] Lya chon khac [Something else]:

O Pansexual/Non-monosexual (T6i bi thu hit boi tat O T6i khéng mudn tra 101 cau hoi nay [I do not wish to

ca cac gidi tinh) answer this question]
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* For Staff Administrators Only:
In your opinion, were any of the above items confusing or difficult for the participant to understand?
No

__Yes (If yes, which ones? Please specify #'s: )

In your opinion, did any of the above items cause the participant to feel uncomfortable or upset?

__No
___Yes (If yes, which ones? Please specify #'s: )
58. O thoi diém hién tai. .. R4t THt Tét Trung Té

Binh

Ban c6 thé noi strc khoe ctia ban 1a ... [ ] O O
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ID:
2 - 4 - B -
Priority Pop Code IPP Code  Agency Code CDEP Participant Code ADULT VERSION (18+)

POST (Viethamese)

Van héa c6 y nghia khdac nhau cho méoi nguwoi nhung né la cdi gi do thwong dwoc chia sé boi mt nhom dong nguoi. Déi véi mot
$6 ngwoi thi né dé cdp dén phong tuc va truyén thong Déi véi nguwoi khdc, van héa mang y nghia ciia sy thira ké tir nhitng nguoi
di truwdc va hwéng nhitng ngwoi di sau theo cich song dé. Né cé thé dé cap dén mem tin, gid tri tinh than va cdi nhin, ban sdc ciia
ban, lich sir chung va dic tinh ciia thanh vién trong mt nhém. Nhitng cdu hdéi tiép theo la nhitng ciu héi vé vin héa ciia ban.

Tai thoi diém nay... Hoan toan Df”)ng y Trung lap Khong Hoan toan
dong y dong y khong dong

y

1. Van hoa cua ban cho ban strc manh. 0O 0O 0O 0 O

2. Vin héa cua ban quan trong dbi v6i ban. O O O O O

3. \{én hoéa ctia ban giup ban cam thay ban l1a nguoi N = = O N

tot.
4. Ban cam thiy gén két voi tAm linh/ton giao truyén N = = O N

théng theo van héa ma ban dugc nudi day tir nhé.

Huwdng dén: Nhitng ciu héi tiép theo la nhitng cau hoi bgn da cam thiy thé nao trong thoi gian30 ngay qua

Trong 30 ngay qua ban thwong cdim thay Ludn luén Thwong Thinh Lau lau Khéng lic
xuyén thoing nao
5. ...gan giii v6i van hoa cua ban? O O O O O
6. .;.co s:,r can bang trong tam tri, co the, tinh than va N = = O N
tam hon?

7. ...bi day Iui hodc bi loai khoi xa hi?
(Noi cach khéc, cam thay ban than khong co quan

trong, hodc nhitng thir nhw suy nghi, cam xuc, hay (| O O O O
quan diém ciia ban khéng quan trong doi voi nguoi
khac.)

8. ...bi x4 hoi cd 1ap va xa lanh?
(N(’)i cé’(j‘h k}lé?i .C‘dIA’I’l thdry‘c.OA fiéc,‘ xa cdc}‘t, bi cat ‘ O O O O O
durt khoi the gioi bén ngoai gia dinh, truong hoc va
ban be.)

Hwéng dén: Trong 30 ngay qua qua ban thuong cim thiy ...

Ludn luén  Thuong Thinh Lau lau Khong lic
xuyén thoing nao
9. ...lol4ng? O O O ] O
10. ... vO vong? O O O O O
11. ... bon chon dimg ngdi khong yén? O O O O O
12. ... chan nan dén ndi khong c6 gi c6 thé lam ban vui 1én? O O O O t
13. ... cam thy ring moi thir déu 1a mot sy ging guong? O O O O O
14. ... v dung? Ul Ul Ul O O

15. Cac muyc trén ddy mé ta kinh nghiém véi nhimg dau kho vé tam 1y hogc tinh cam. Nhitng m6 ta nay (tir Q9 dén Q14) c6 gidng
voi nhiing trai nghiém cda ban khéng? (Chon mot)
O Nhiéu 0 C6 mdt chut L] Hoan toan khong

Hiiy nghi vé 1 tuin trong 30 ngay qua khi cGm xiic ciia ban & mirc tdi té nhét.

Cém xuc cia ban c6 bi tré ngai thwong xuyén, thinh Thwong Thinh Khong Cé6  Tirchditra Khéng biét
thoang, hay khong hé bi tré ngal dén.. xuyén Thoéng Loi
16. ...hiéu qua lam viéc tai chd lam hoac truong hoc? O O O O O

Bdnh ddu ¢ day néu khéng di lam hodc khéng di hoc trong 12 thing qua O
17. ...viéc hoan thanh c6ng viéc nha? (|
18. ...cudc song xi hoi? O
19. ...mbi quan h¢ voi ban bé va gia dinh? O

oo
oo
oo
oo
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20. Cac muc trén ddy mo ta cam xiic tidu cuc anh huong nhu thé nao dén cude séng cia con ngudi. Nhitng mé ta nay tir (Q16 dén

Q19) co6 giong nhu trai nghi€m vé sy ti€u cyc ciia cam xlic nay trong cudc song cia ban? (Chon méot)

[ Nhiéu

1 C6 mot chit

L] Hoan toan khong

Huwdéng dén: Cdn ci vao nhirng dich vu ma ban dé nhén, xin trd Io'i nhitng céu héi dwdi déy. Tré Ioi Trung Ldp, Khéng Pong Y,
hodc Hoan Toan Khéng Pong Y véi méi céu dwai déy. Néu cdu héi la vé mét diéu gi dé6 ma ban khéng co tréi nghiém, héy ddnh
ddu vao 6 Khéng Ap Dung dé cho biét rdng diéu nay khéng dp dung cho ban. Xin lwu y: tir "dich vu" I viét tdt cia bét ky hoat
déng chuong trinh hodic cdc sw kién dd c6 lién quan vdi chuong trinh.

21.
22.

23.

24.

25.

26.

27.
28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Téi thich nhirng dich vu t6i nhan & déay.

Né&u toi cé nhitng lwa chon khac, toi vin chon dé
nhan nhirng dich vu & day.

T6i mudn gidi thiéu co quan nay véi ban bé hodc
thanh vién gia dinh.

Dia diém cla nhirng dich vu la thuan tién (chd
dau xe, phuong tién giao thong cong céng, quang
duong, van van...).

Nhan vién san sang gap t6i vao nhirng lUc t6i thay
can.

Dich vu hién cé vao nhirng thoi gian thuan tién
cho toi.

Khi t6i goi hodc dé&n day lan dau toi thay dé dang.
Nhan vién & day déi dai véi toi mot cach tran
trong.

Nhan vién & day khong coi thwong t6i qua cach
ma toi ndi chuyén.

Nhan vién & day ton trong sac tdc va ngudn goc
cla toi.

Nhan vién & day tdn trong tdn gido va sinh hoat
ton gido cla toi.

Nhan vién & day ton trong gidi tinh va khuynh
hwdng tinh duc cda toi.

Nhan vién & day linh dong va dung nhitng
phuong cach khac nhau dé dap (ng nhirng nhu
cau cda toi.

Nhitng ngudi lam viéc & day ton trong quan diém
va céch nhin vé van héa cua t6i, bién phap khac
phuc va sinh hoat chira lanh cuda téi.

Nhan vién & day hiéu rang nhitng ngudicling
thudc nhom séc téc va/hodc dan tdc nhu toi
khong giébng nhau ma da dang,

Nhan vién & day hiéu rang nhitng ngudi cing
thudc gidi tinh va/hodc khuynh hudng tinh duc
nhu t6i khéng giéng nhau ma da dang.

Nhan vién & day hiéu rang nhirng ngudi cung cé
ngudn gbc tén gido va tdm linh nhu téi khéng
giéng nhau ma da dang.

Hoan Hoan
Toan Pong v Toi '[rung K‘tlong’ Toﬁan Khong Ap
Pong v Lap bong Y Khong’ Dung
Pong Y

O O

O O

O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
O O O O O O
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Két qua truec tiép cha sw tham gia cta téi vao chwong trinh:

Hoa Hoan
T::;: pong ¥ Toi '[rung K‘tnéng' Toﬂém Khéng Ap
Pong V Lap bongY K‘twngl Dung
boéng Y
38. TAi gidi quyét van dé hang ngay mot cach hiéu
qua hon.
a. Né&u ban hoan toan déngy hoac déng v, t O O O O O
phan ndo cta chuwong trinh d3 gy ra sy thay
déi nay?
39. T6i hoc/hodc lam viéc hiéu qua hon.
a. Ne&' bap ho=an toan dong y hoNacAdong Y, 0 0 0 0 0
phan nao cuda chuong trinh da gay ra su thay
d6i nay?
40. Triéu chirng/van dé cta tdi khdng lam phién téi
nhiéu.
a. Né&u ban hoan toan déngy hoac déng v, O O O O O O
phan ndo cta chuwong trinh d3 gy ra sy thay
déi nay?

Tir Chai Tra

Co Khong L& Khong Biét
41. Nhirng dich vu ma ban nhan & day cé dugc cung cap theo ngdn O 0 0 0
ngl* ma ban mudn khdng?
42. Nhitng théng tin bang van ban (chdng han nhw ban thdng tin mé
td nhirng dich vu cung cap, quyén cta khach hang, va nhirng 0 0 0 0
thong tin vé strc khoe tam Iy) cé sdn bang ngdn ngit ma ban mudn
khong?
43. C6 phan nao cla chuong trinh/dich vu hitu ich véi ban ma ban chua dé cap trwédc day khong?
44. C6 phan nao cla chuong trinh/dich vu cé thé t6t hon ma ban chuwa dé cap trudc day khong?
45. Ban c6 y kién nao khac vé chuwong trinh/dich vu ma ban nhan dwoc khong?
46. O thoi diém hién tai... R4t Tot Tot Trung Binh Té

Ban cé thé ndi strc khode clia ban 13 ... O O | O
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Qualitative Interview Guide (English)

Individual Interview

Please use the following questions to assess client satisfaction:
1) Was the reason/concern for visiting KCS/Southland resolved to your satisfaction?
2) Onascale of 1 to 10, with 10 being the most satisfied and 1 being not satisfied at all, how
would you rate your experience of the overall ICC program?
3) Can you tell me what aspect of the program was satisfying?

Please use the following questions to assess the implementation and effectiveness of each core
cultural element:
1) How was this principle applied in your situation? Could you give an example?
2) On ascale of 1 to 10, with 10 being very much and 1 not at all, how would you rate the
level of helpfulness of this principle in addressing/resolving your concern? Could you
tell me why you chose that number?

ICC Staff

1) How has each cultural element been implemented?

2) While implementing cultural elements, what challenges have you encountered? How did
you respond to the challenges?

3) While implementing cultural elements, what successes have you encountered?

4) What cultural element(s) of the ICC program and to what extent did the ICC program
increase participants’ ability to navigate the integrated healthcare system?

5) What cultural element(s) of the ICC program and to what extent did the ICC program
change participants’ ability to deal with daily tasks and specifically to solve their primary
concern for the visit?

Non-ICC Staff

1) What made you decide to refer the client to ICC?

2) Could you describe the referral process, i.e., What happened after you contacted ICC for
your clients?

3) What were unique cultural elements that you observed during the ICC referral process, if
any?

4) What were challenges/barriers in the ICC referral process, if any?
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Hwéng Dan Phéng Van dinh Tinh (Tiéng Viét)

Phéng Vin Ca Nhin

Vui 10ng str dung céac cau hoi nay dé kiém tra mirc do hai long cua khach hang:
1) Ly do/mdi quan tim dén tham KCS / Southland ¢6 giai quyét thoa man cho ban khong?
2) Trén thang diém tir 1 dén 10, véi 10 1a hai long nhat va 1 1 khong hai long chut nao, ban
danh gia thé nao vé sy phuc vu ctia chuong trinh ICC?
3) Banco thé cho toi biét khia canh nao cua chuong trinh ICC da lam duoc tdt nhat?

Vui long st dung cac cau hoi nay dé kiém tra viéc thuc hién va hiéu qua cua nén van hoa cbt 16i:
1) Nguyén tic nay da dugc ap dung nhu thé nao trong tinh hudng ciia ban? Ban c6 thé cho
mot vi du?
2) Trén thang diém tir 1 dén 10, v6i 10 1a rat nhiéu va 1 1a khong c6, ban kiém tra muic do
hitu ich ctia nguyén tic nay da dugc giai quyét nhu thé nao? Ban c6 thé cho toi biét tai
sao ban chon s6 d6 khong?

Nhén Vién ICC

1) MJi yéu té van hoa da duoc thyc hién nhu thé nao?

2) Trong khi thyc hién cac yéu té van hoa, ban di gip phai nhimng thir thach gi? Ban di ing
pho véi nhitng thir thach do'nhu thé nao?

3) Trong khi thyc hién cac yéu t6 van hoa, ban d3 lam duoc nhitng thanh cong nao?

4) (Céc) yéu t6 van hoa ctia chuong trinh ICC 1a gi? Chuong trinh ICC di 1am ting kha
nang ciia ngudi tham gia trong viéc didu hudng hé thong cham soc strc khoe tong hop
nhu thé nao?

5) (Cac) yéu t6 van hoa cta chuong trinh ICC la gi? Chuong trinh ICC da thay d6i kha nang
ctia nguoi tham gia nhu thé nao trong viéc giai quyét cac cong viéc hang ngay va cu thé
1a dé giai quyét mdi quan tdm chinh cta ho cho chuyén tham?

Nhén Vién Khong Phii Cuaa ICC

1) Dicu gi khién ban quyét dinh gici thiéu khach hang dén ICC?

2) Ban c6 thé noi vé quy trinh gidi thi€u sau khi ban lién h¢ véi ICC cho khéach hang cua
minh? )

3) Cac yéu to van hoa dic bi¢t ma ban quan sat dugc trong qua trinh gidi thi¢u ICC, néu co
la gi?

4) Nhiing thir thach / rio can nao trong qué trinh gidi thiéu ICC, néu 6 1a gi?
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