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EXECUTIVE SUMMARY

Background and Purpose

The California Reducing Disparities Project (CRDP) Historical Storytelling Report is a narrative-driven
initiative led by the Equity and Wellness Institute (EqWI), commissioned by the Office of Health Equity (OHE)
within the California Department of Public Health.

CRDP originated from a vision to address longstanding issues related to accessibility, acceptability, and
affordability of mental health services among five of California’s most underserved and inappropriately
served communities: African American, Asian and Pacific Islander, Latinx, Native American, and LGBTQ +
populations. The project is dedicated to implementing and evaluating community-defined evidence
practices (CDEPs) that offer culturally and linguistically competent prevention and early intervention mental
health services. It has been suggested that this effort may expand to behavioral health services in the
future.

According to one of the CRDP architects, Rachel Guerrero, the original goals of CRDP were to:
« Invest in communities most impacted by mental health disparities
o Commit to a multi-year effort to identify and test community-defined approaches to reduce disparities
« Support solutions originating from communities most affected
« Include solutions that are inclusive across the lifespan
« Invest in community-based participatory evaluation
o Implement and evaluate “Community-Defined Evidence Practices” rather than “Adapting and Adopting
Evidence-Based Practices.”

Phase | - Building a Foundation for Success (2009-2018): Conducted community assessments of mental
illness, needs, justice involvement, and recommendations on how to address them. The Strategic Plan
synthesizes these recommendations and provides a roadmap.

Phase Il - Pilot Project Implementation and Evaluation (2016-2022): Allocated $60 million in grants and
contracts to support the implementation and evaluation of recommendations through CDEPs.

Phase Il - Extension (2022-2026): Allocates $63.1 million to continue supporting and evaluating culturally
and linguistically competent community-defined evidence practices, as implemented by local community-
based organizations, fostering a culturally and linguistically appropriate public mental health system
responsive to the needs of diverse and vulnerable populations.

This report has been designed to capture the essence, emotional depth, and systemic significance of CRDP
through personal profiles, community reflections, and organizational insights. It preserves lived experiences
of the project, offering a human-centered view of CRDP's transformational impact.

By centering the voices of Implementation Pilot Projects (IPPs), Technical Assistance Providers (TAPs),
and state partners, this storytelling report aims to document not only the “what” and “how” of CRDP but,
most importantly, the “why” of the community-defined needs that shaped it. Through these voices, the
report seeks to honor the history of CRDP and its contributions to the field while aiding in the understanding
of CDEPs that is critical for their sustainability in California and beyond. 5
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EXECUTIVE SUMMARY

How This Report Was Developed

The development process was intentional in being participatory and collaborative. EQWI convened an 18-
member CRDP Report Collaboration Committee drawn from across the spectrum of CRDP. This committee
helped shape interview questions, suggest participants and resources, review profiles, and guide the
storytelling framework.

In April and May 2025, EqWI conducted interviews with over a dozen individuals representing different
dimensions of CRDP. Participants included evaluators, program directors, technical assistance providers,
parents, and youth leaders. Interviews were conducted through recorded video conversations and written
submissions. Each participant provided insight into the impact of CRDP within their communities or
professional roles. Portions of the interviews are provided as written profiles, which EQWI has edited for
clarity and brevity while seeking to maintain the voice of each participant interviewed. Some language
referencing advocacy that is not normally found in state reports has been maintained in order to honor the
interviewees’ word choice.

EqWI and the CRDP Report Collaboration Committee established a structured timeline to guide the drafting,
review, and finalization of key project deliverables. EQWI met with the committee three times over the
course of the report development process. A critical milestone was the submission of the first draft to
committee members for review and feedback, which was integrated to create the final report. That final
version was submitted to OHE at the end of June 2025.

Report Overview and Key Themes Emerging Across Interviews

The CRDP Storytelling Report offers a compelling, reflective, and interactive documentation of how
California's communities have redefined mental health. It highlights how investing in culturally rooted,
community-led solutions can change lives and transform systems.

Readers will find:
« Profiles are structured to highlight role, organization, geographic context, and narrative responses to a
mix of key questions.
« Resource links and photos are embedded throughout.
o Quotes and stories illustrate the impact of CRDP.

In the words of the African American hub: “The five cultural hubs—Asian and Pacific Islander, Native
American, Latinx, African-American, and LGBTQ+—operate as a coalition of cultural champions. Our
relationships are rooted in mutual respect, cultural authenticity, and deep solidarity. We each bring the
richness of our lived experiences and traditions to the collective table, creating a synergy that is both
practical and spiritual. Through structures like the Sustainability Committee and Cross Population
Sustainability Steering Committee, we collaborate on advocacy, celebrate one another’s wins, and support
each other in times of challenge. The strength of our synergy lies in our ability to pick up the phone and
connect across cultures, knowing our sister hubs will receive our community members with the same love
and respect. This interconnectedness has forged not just partnerships but familial bonds, creating an
unprecedented space for BIPOC and LGBTQ+ leaders to unite in addressing the inequities our communities
face. Together, we have become more than the sum of our parts—we have become a healing ecosystem.”



EXECUTIVE SUMMARY

The profiles were built to reflect thematic consistency while allowing individual stories to shine. Themes
that emerged include the following:

1. Community Empowerment and Ownership

Many contributors describe CRDP as a community-driven, grassroots-led initiative that empowers
communities to define and implement their mental health solutions.

2. Evidence of Impact: Outcomes, Data, and Transformation

A strong theme across interviews is how CRDP enabled organizations to collect and present data to
validate culturally-defined practices and also to demonstrate the cost-effectiveness of these practices in
advancing public mental health, underscoring the value and sustainability of community-led approaches.

3. Cultural Relevance in Programming is Healing

A foundational aspect across the document is that cultural practices can both prevent and treat trauma to
the body and spirit. Cultural prevention practices can be highly effective and often extend beyond the
traditional clinical model, as healing and wellness can be rooted in community and cultural frameworks.

4. Cross-Sector Collaboration and Relationship-Building

There’s a deep appreciation for the networks and connections that CRDP fostered, and these networks have
been engaged beyond CRDP for crises such as COVID and fire responses.

5. System Change, Advocacy, and Sustainability Challenges

Participants highlighted the policy-level implications of CRDP, while also noting the need for long-term
investment.

6. Scalability and Future Vision

The vision for expansion and replication was widely shared, with several interviewees uplifting the work that
was done in 2023-2024 to chart the direction for the next phase of CRDP: The CRDP Phase 3
Recommendations Report.

7. Celebration, Joy, and Healing Spaces

A notable thread throughout the interviews was the sense of joy, safety, and celebration that CRDP spaces
provided.
7
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WHAT ARE COMMUNITY-DEFINED EVIDENCE PRACTICES?

The following is excerpted from the California Pan Ethnic Health Network’s Concept Paper: Policy Options
for Community-Defined Evidence Practices (April 2021).

The full document with acknowledgements and citations is available at:
https://cpehn.org/assets/uploads/2021/04/CDEPs-Concept-Paper-April-2021.pdf

Through decades of data, there is a clear need for new strategies to help reduce behavioral health
disparities in BIPOC and LGBTQ+ communities. Community-defined evidence practices (CDEPs) can offer a
role in the State’s efforts to reduce behavioral health disparities and advance behavioral health equity. The
term “community-defined evidence practice” derives from what a community considers healing, as well as
their cultural, linguistic, or traditional practices. A common definition of CDEPs describes “a set of practices
that communities have used and determined by community consensus over time and which may or may
not have been measured empirically but have reached a level of acceptance by the community.” A healing
practice that has been used for centuries or even millennia is also a reasonable example of empirical
evidence. For example, Native Americans were practicing population health, cognitive behavioral therapy,
and group therapy (talking circles) for hundreds of years before it was discovered by Western medical
model practitioners. CDEPs in BIPOC and LGBTQ+ communities are part of their very culture, history,
values, and teachings.

CDEPs originate within the community, often through organizations that serve them, and can range from
behavioral health treatments to community outreach to other services and supports.

Examples of these types of practices include but are not limited to: traditional healing, life coaching, circles
of care, mindfulness, radical inclusivity, and culturally and linguistically appropriate outreach. Again, many
have been in practice for years, even centuries, before the Western medical model existed. However,
communities and populations are not homogeneous and often differ by region. One community-defined
evidence practice is not necessarily effective in similar communities. CDEPs must be embraced based on
local experiences.

CDEPs are provided by numerous qualified health practitioners, including those who do not have a medical
or behavioral health license. In fact, being a qualified health professional from the dominant culture (e.g., a
doctor of medicine or psychologist) may be a deficit that may not help the CDEP, given the different
paradigms and epistemologies. Examples of other types of qualified health professionals include peer
specialists, community health workers, trained facilitators, promotoras, and traditional healers. Many
CDEPs also serve BIPOC and LGBTQ+ communities who are Limited English Proficient (LEP).


https://cpehn.org/assets/uploads/2021/04/CDEPs-Concept-Paper-April-2021.pdf

WHAT DOES THE STATEWIDE EVALUATION REPORT TELL US
ABOUT CDEPs?

The following is excerpt from the Statewide Evaluation Report prepared by the Psychology Applied
Research Center at Loyola Marymount University:

Did CDEPs make a difference to mental health access?
The short answer: Yes.

According to community feedback, participants felt strongly that their cultural beliefs and healing practices
were respected (97% strongly agree/agree), that providers understood their gender and sexual orientation
diversity (97% strongly agree/agree), and that providers respected their spiritual diversity (95% strongly
agree/agree).

. . 2 4 :I:dp_abf;:.:“al. ;:1» 1 7: 5 9 9 ri:l;jkld:uul s

89?/0 adult 100/!0 adolescent | 10/0 children

Did CDEPs improve outcomes?
Yes. CDEPs helped improve mental health outcomes regardless of particular CDEP characteristics or
community demographics.

The statewide evaluation examined the prevalence of positive changes to psychological distress and
functioning, increases of protective factors, and reductions of risk factors for individuals during their
participation. The five mental health outcomes gleaned from the participant questionnaire were:

+ Psychological distress.

+ Functional impairment.

« Cultural protective factor (perceived connectedness and strength).
« Cultural protective factor (connected and balanced).

+ Social isolation risk factor (marginalized/isolated).

The statewide evaluation found strong quantitative evidence supporting CDEP prevention and early
intervention effectiveness among a sample of adult and adolescent participants, with most maintaining
decreased levels of distress by the end of services.

Perhaps most remarkable was that among participants who began with severe psychological distress, 80%
of adults and 70% of adolescents were at or below pre-involvement levels of distress at the end of services.
Moreover, 66% of adults and 49% of adolescents reported that their participation in CDEP services resulted
in lower states of distress.

9
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WHAT DOES ALL OF THIS COST?

THE QUESTION THAT SHOULD BE ASKED IS, HOW MUCH DOES ALL OF THIS SAVE?

Even small improvements in mental health and wellbeing yielded positive financial benefits for the state

of California, and therefore for taxpayers. The economic value of CRDP Phase 2 was calculated using a
cost-benefit analysis of health and non-health initiative outcomes to determine the return on investment
(ROI). After subtracting the costs from the benefits, CRDP Phase 2 yielded an estimated net benefit of
S454,260,069. From a prevention standpoint, for every dollar invested in the CRDP Phase 2 initiative, there
were cost savings between $4.32 1o §5.67.

CRDP COSTS AND BENEFITS
IPP
Program Costs
CRDP Operating Costs
CDEP Participants Costs y

Out-of-program Income Gains

w- Non-Monetary Benefits
mﬂ-

LONG-TERM ESTIMATED SOCIETAL BENEFITS

QD § 4D | D | D J XD | D
$559 million in benefits ™ s105 million in costs
QD J 6D | OGP | QD

$454 million in net benefits

Return on Investment

= (Benefits - Cost) CRDP ROI = 4.32 to 5.67

Cost

*Note: The net benefits reflected in this lllustration are for the main scenario. The range for the CRDP ROI reflects
calculations for the main scenario and for the sensitivity analysis.

10



PLENARY: SETTING THE STAGE

In developing this document, several individuals were interviewed who have been a part of the CRDP
journey since its inception or very early on. We have placed their profiles here in order to provide a
“plenary” for readers to get oriented to CRDP through these individuals’ broader perspective on the
history and driving forces behind CRDP.

Dr. Sergio Aguilar-Gaxiola and Rachel Guerrero were interviewed together so that there could be a
conversation between these two original architects of CRDP. Following their conversation are interviews
with Marina Augusto, Stacie Hiramoto, and Dr. R. Bong Vergara. Through their various lenses, the origin
story of CRDP - and a vision for its future — emerges.

Following this overview are a number of additional interviews, clustered by the hub with which they are
associated. Each hub is introduced with a narrative provided by members of that hub. The five CRDP hubs
are: African American, Asian and Pacific Islander, Latinx, LQBTQ+, and Native American. These hubs were
designed to allow for affinity-based intra-cultural sharing, communication, and support within communities
that were facing similar challenges and may have commonalities in historical and present-day experiences,
while recognizing the vast diversity within these communities as well. In this report, we hope that readers
will come to understand the unique contributions of each of the hubs, which consist of seven
Implementation Pilot Projects (IPPs) implementing Community-Defined Evidence Practices (CDEPs), their
local evaluation teams, and a Technical Assistance Provider (TAP) that supports capacity building within
the hub.

A finding that emerged through these interviews was that there was tremendous camaraderie within each
hub, but that also extended across the hubs, for intercultural or cross-cultural sharing, communication, and
support. The intersectional nature of our communities and the common struggles that many communities
face made this collaboration imperative: the hubs were able to do much more together than alone. We
invite you now to enjoy their stories.

11



Dr. Sergio Aguilar-Gaxiola and Rachel Guerrero
Role: Technical Assistance Provider, Latinx Hub
Organization: Center for Reducing Health
Disparities, UC Davis Health System

Location: Sacramento

What was the need that CRDP was originally intended to address?

Rachel: The original vision was to address the mental health disparities for these five population groups.
To do that, we needed to grow new evidence — community-based evidence coming from those populations
who are as close to those communities as possible — to have the five communities define what they say
are Prevention and Early Intervention (PEI) programs that address the needs of their communities.

Essentially, we needed to design interventions by those communities that are most impacted by the
disparities, and to have an overlay of an evaluation. The evaluation component was critical so that we
could have evidence when this was over that these interventions actually worked.

The problem was that the original roll-out of the prevention dollars of the Mental Health Services Act left
off communities, and it did not include culturally informed prevention projects. So the communities rose up
against what the state was doing with the roll-out of prevention. And then at the same time, Sergio and
many others were advocating to add a reducing disparities component to this statewide project.

When that happened, the state contracted with Sergio as a way to try to grow the counties’ understanding
of how to do ethnic-specific prevention projects.

Sergio: Yes, long before CRDP existed, our center (the Center for Reducing Health Disparities at UC Davis
Health System) had been hired for this. We did 30 focus groups in several counties across the state. We
created nine reports, and we trained counties because the issue was that the counties didn't know how to
engage our communities appropriately.

Rachel: This is the time when evidence-based practice at the State was really moving forward. The mental
health directors were really behind it. | sat on panels with mental health directors, and they would say to
me, “Well, you can use evidence-based research and just make adjustments for multicultural
communities.” So all of that helped fuel the paradigm of creating our own evidence.

Sergio: There were several reports documenting the disparities, like the President’'s New Freedom
Commission on Mental Health Report and the Surgeon General’s Report, Mental Health: Culture, Race and
Ethnicity. That was the impetus, to a great extent, to say, we need to raise the evidence base on promising
practices here in California. There are so many communities that are already doing the work. We just need
to get them organized so they can come up with the community-defined evidence practices.

This didn't come up spontaneously. There was a lot of work behind it, | mean, for years, before the CRDP
happened.
12
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What challenges did CRDP face around funding and implementation?

Rachel: The mental health directors wrote a letter that they wanted the State to give all that money to the
counties, and they would implement the community-based project. | was battling not allowing the same
business as usual. Also, | know from the work that many of these community-based organizations were
never competitive at the county level because they didn't have the infrastructure to compete for those
grants. So you had to grow an infrastructure.

We needed to do a whole paradigm shift because we had never funded community-based organizations
directly. The money always went to the counties, and then they distributed it. So the biggest adversary was
the county mental health directors, who were saying, “Just give us all the money and we'll do it.” They
hated the idea that we kept it at the State, and we did the allocation.

What has made CRDP special or unique?

Rachel: We've been working together for more than 12 years. We have five diverse groups that,
historically, when they’d come together to work on a project, you'd have divisiveness and splitting. But |
saw a unity that | just so appreciated with all of these groups, and nobody's saying, “Well, you gave it to
them, but you didn't give it to us.”

So think about the secondary gains of the incredible network of advocates that are working together
here, and that they have worked together all these years so well. That, for me, is unprecedented. And if
anybody would do the study, they could do a great study on how to diversify the workforce — because
these folks have a workforce that represents each of their communities, and how do they do that?

Sergio: This is a network that has taken this long to be firm, to be consolidated, and that can be used for
many other purposes because the network is there already with trust that has been created by the CBOs
working with their communities.

Is there anything that you're particularly proud of CRDP
accomplishing or demonstrating?

Sergio: In my opinion, and | really know the field because | have been very much involved at the national
level as well, this is one of the most cost-effective projects that | have seen. And just think about the
infrastructure that is in place right now. There are fingerprints across California working with these
historically underserved populations, providing services across the lifespan, which was one of Rachel's
visions, to really serve different ages and different groups.

13



How has CRDP aligned with its original vision?

Rachel: One of the ways is the capacity that has been built. When you look at the sites and you look at
where they started - like MICOP, which is an Indigenous women'’s project — these community-based
organizations didn't have people to do the administrative piece, so they weren't able to compete. [Please
see the profile for Mixteco Indigena Community Organizing Project, or MICOP, in this report.]

Sergio: I'm so pleased that you mentioned MICOP, Rachel, because when we started working with them,
they had just a few people on their staff. Now, they have about 130 people working for them. So they have
grown incredibly.

Rachel: And there's another paradigm to put on this, which MICOP really represents. If you take the
problem of non-Spanish speaking, Indigenous language speaking community farm workers who needed to
address their domestic violence issues, is that something that the County could have done something
about it? Where would they have found women and men to go out to the farms and the fields, and to
actually have people who could speak to them? So think about the paradigm that they created to provide
care, to compensate people, to train them as promotoras to go out and do the work. How long would it
have taken the County to do that?

Another way that CRDP has aligned with the original vision is that it has produced the evidence we always
knew was there but needed to surface. The State wanted evidence-based practice, but they didn't have
evidence for our population. We knew the way forward was by gathering the history of the disparities for
these populations, creating better access and appropriate services, and redesigning so that we would have
a better workforce to really engage with the communities.

We were hoping we'd get that by funding community-based organizations, and boy, | really saw that this
week when they testified to restore the funding for the 2025-'26 budget!

At this week’s hearing, the legislators kept saying, “This project has evidence, it has an evaluation, it shows
that it works. Why are you, the California Department of Public Health, not funding it?” Over and over. We
had people reporting on the evidence. It makes a big difference, an incredible difference, over not being
able to say that it works or that we just don't know if it works.

What is your vision for the future of CRDP?

Rachel: And don't forget, Sergio, before all these cuts years ago, as this project was rolling out, we were
talking about how the California Department of Public Health should be funding this project unto itself as
not a project, but this should be a program, especially in California. | was very concerned that the
testimony [following the 2025 May Revise] was focused on not cutting our funding between now and next
June, but really the vision should be to create a specific funding source and expand it — a separate
designated funding source, like how full-service partnerships are funded. That really is what needs to
happen to grow CRDP.

14



Additional Resources and Learning:

https://health.ucdavis.edu/crhd/publications (Community Voices > Department Of Mental Health... drop
down)

Conversations with African Americans About Mental Health Needs and Community Strengths (PDF)

Engaging the Underserved: Personal Accounts of Communities on Mental Health Needs for Prevention
and Early Intervention Strategies (PDF)

Conversations with LGBTQ Youth about Mental Health Needs and Community Strengths (PDF)

Conversations with Native Americans about Mental Health Needs and Community Strengths (PDF),

Conversations with Latino Migrants about Mental Health Needs and Community Strengths (PDF),

Key Considerations when Engaging Underserved Communities under the MHSA (PDF)

Conversations with the Hmong about Mental Health Needs and Community Strengths (PDF),

Conversations with Communities about Mental Health Needs and Community Strengths (PDF),
Engaging the Underserved: Personal Accounts of Communities on Mental Health Needs for
Prevention and Early Intervention Strategies (PDF)

15
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Marina Augusto

Role: Health Program Manager Il, Community
Development and Engagement Section
Organization: California Department of Public
Health, Office of Health Equity

Location: Sacramento

What makes CRDP unique?

| would describe it as a community-ushered state initiative. The reason | say that is because CRDP is
representative of a community groundswell of advocates, civic mobilizers, engagers, and connectors that
influenced the way the State does business. In my involvement in CRDP, we have had to do quite a few
things differently within the state government. It was the first time in my equity work that | saw community
engagement, contracts, and procurement all having to think differently to lift over 35 community-based
organizations who, from my memory, had not been funded by the state government before.

That's a huge feat because of what was required to make CRDP happen. It wasn't just the internal staff
that was pushing and leading; it was the external folks who were involved in CRDP who were also
advocating and going to the Capitol and working with their legislative representatives to make it happen.
So it was on all fronts. And | think that's what's amazing and different and unique about CRDP.

What are some accomplishments in CRDP that people should know about?

Number one to me was the procurement process, because hardly any of the CBOs had been funded by the
state government. It wasn't that they weren't viable or that they weren't able; the problem was our
procurement process. So when we talk about inequities and disparities, we've got to look at it from all
levels. It's not just the program. We've got to look at it from resource allocation to our solicitation process.
Sometimes we perpetuate the same inequities that we're trying to dismantle. A lot of these CBOs had
applied for funding before, but they didn't meet certain criteria. What we did at the state level was
reimagine what a state procurement could look like. We got some pushback and criticism, like, “Oh, you're
lowering your standard.” No, we weren't lowering our standard. We were leveling the playing field, and
that's the difference.

Another huge accomplishment was that there were so many interconnections because we wanted to grow
capacity. It wasn't like a one-and-done, where the funder says, “We're going to bring you in, you're going to
apply, you're going to be funded for three or five years, and then we're just going to move on.” No, we
wanted to have foundational tenets that would keep CBOs funded, that would teach them and support
them to build their capacity.

We offered evaluation and technical assistance. We built infrastructure that would help CBOs specifically
because they're at the heart of CRDP. We identified gap areas and then got support for them, whether it
was fiscal management, contract oversight, or procurement. In this way, they could build upon their
strengths. CRDP was incumbent upon the partnership between identifying what the CBOs needed and how
the State could meet that challenge. 16
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What has been your role and your organization's role in CRDP?

| was with CRDP for over 12 years, and I've had many roles and titles. When | first began, | was a Staff
Services Manager 1, which is an entry-level managerial supervisory position at the State. There were some
realignments, and | became the acting Deputy Director of the Office of Health Equity, and then a Health
Program Manager 1 and 2. So I've served in different capacities and roles, but my intention has always
been the same: Do what's needed to work with my leadership team to help this initiative pilot become
something stable and legacy-building within state government.

What are you most proud of accomplishing through CRDP?

My predecessor, Rachel Guerrero, who's considered the godmother of cultural competence and the CRDP,
when she exited and passed the baton, | said, “How the heck am | going to lift all the visionary stuff that
you imagined?” She just kept reinforcing to me that the community will help you do this — and they did.

So one thing I'm most proud of is through my trials and tribulations (and believe me, there were many!),
pressures and expectations, is that we were able to stay true to the heart of the matter — elevating
culturally defined, promising practices. And we were able to provide evidence so that we could get this
community knowledge, experience, and wisdom into scholarly publications. That demonstrated that our
community practices were just as important as some of our streamlined modalities for behavioral health
prevention and early intervention.

What I'm most proud of is that we were able to highlight five racial ethnic communities, the LGBTQ+

community, different thoughts, and different ideas about how we can prevent mental illness from
worsening to help people where they're at.
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Stacie Hiramoto

Role: Historian/ Executive Director of REMHDCO
Organization: REMHDCO- Racial and Ethnic
Mental Health Disparities Coalition

Location: Sacramento

What should people know about CRDP?

| would say that it is a humongous project that tested and evaluated the efficacy of community-defined
evidence practices. There were a lot of names before this one stuck — CDEPs, or community-defined
evidence practices. They used to say “promising practices,” they used to say “community-defined
evidence” or “community-defined practices,” many things.

While evidence-based practices are evidence, they often do not address or are not conducive to serving
racial, ethnic, and LGBTQ+ communities. These CDEPS are the exact opposite; they are totally ground up
from the community. They are programs and approaches that are rooted in culture and community.

It's so exciting because we've got a distinguished evaluator and her team to evaluate, so we can prove that
these are not only effective, but they are cost-saving.

The one thing | really wish we did more of is to just say those two things: 1) The programs are effective.
They actually help people keep the same or improved mental health status. 2) And they save money, at
least $5 for every dollar spent. What could be better?

What has been your role and your
organization's role in CRDP?

REMHDCO's role has been monitoring and leading the effort at the state level. This project is huge, and it
involves state-level funding and policy. REMHDCO specializes in state-level policy, whether that is with the
departments or with the Oversight and Accountability Commission or with the legislature, that's where we
have put our efforts. That is where our experience and our knowledge are, and that's what we brought to
CRDP.
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What are some accomplishments in CRDP that stand out to you the most?

CRDP is primarily responsible for the mainstream mental health establishment recognizing that they must
start funding CDEPs. There are many other CDEPs around California that are sadly not getting funded by
the State or the counties. Oftentimes, the organizations or the communities fund them by themselves or
just absorb the cost because they know they are effective.

Due to the support of all the CRDP partners, we were able to get communication through to the Governor’s
staff who were developing the language for Prop. 1. Our efforts got the Newsom administration to
specifically mention CDEPs in the early intervention and population prevention components. We were able
to get the administration to write CDEPs into some of the key areas of that proposition. This could be
favorable to getting additional funding to sustain the programs in CRDP, and perhaps even expand them.

Before that, one of the biggest things that we did was to lead CRDP to secure $63.1 million that extended
Phase 2 and provided the funding for the planning for Phase 3. In all my life, | never thought | would be
involved with an effort that would be so successful!

It is amazing, and it was not one person, as almost every partner learned how to advocate at the
Legislature. At that time, we were just coming out of COVID, and it was extremely difficult to testify at the
Legislature. They didn't do it in person, because of COVID, so it provided the opportunity for people to give
public testimony over the phone. That's how they came to life. That funding created a pathway for the
future of CRDP.

What is the vision for the future of CRDP?

There was a very good planning process for Phase 3 that produced a good report;_ The CRDP Phase 3
Recommendations Report. It's gone radio silent right now, but that is an excellent report. It should not just
be buried and sit on the shelf, because | hate that when the government pays for reports and they just sit
on the shelf.

CRDP really has the potential to go beyond what they're doing. There are more communities, more
geographic communities, more ethnic and other underserved communities that are out there in the state.
Not every county has a pilot project, so they really need Phase 3, and | am not hearing very much, even
though they now have a foundation for it.
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Dr. R. Bong Vergara

Organization and Role: California Multiethnic
Mental Health Coalition - Co Chair (2011-2015),
Multi-Ethnic Coalition of Community Agencies
(MECCA) - Founding Executive Director
Location: Orange County

If you were to describe CRDP to someone who didn't know what it was, what
would you say?

A partnership between the grasstops and the grassroots to reduce racial and ethnic disparities in
California's public mental health system. OHE and the California Department of Public Health are the
grasstops, and community organizations, practitioners, scholars, activists, and community workers are the
grassroots. The partnership revolved around advancing the state's goals in racial health disparity reduction
and fleshing that out. The initiative questions what that means specifically to the different constituency
groups - the racial, ethnic, and other cultural groups like the Deaf and Hard of Hearing (DHH) and the
LGBTQ+ communities that were a big part of the dialogue and inspired Phase 1.

How has the implementation of Community Defined Evidence Programs (CDEPs)
impacted mental or behavioral health outcomes in your community?

| believe that since 2011, when we were part of Phase 1, it has had implications for practice and workforce
development. For implications to practice, | believe one of the concrete outcomes has been a deeper
appreciation, both at the grasstops and the grassroots, that the non-medical, non-clinical, non-Western
definitions of illness and wellness are legitimate ways of looking at illness and wellness - especially if we
want to reduce access barriers and tackle the stigma that clinical mental health counseling gives people.

From the workforce development perspective, | believe one of the implications has been a more pragmatic
way of understanding what interdisciplinary training looks like in mental health. We are unearthing a lot of
legitimate healing practices from these constituency groups. As we train frontline workers, including those
from social welfare and to some extent public health, we can't continue to just view their training from a
medical Western perspective. We should also appreciate community-driven best practices and Indigenous-
based healing practices because certain populations respond to those practices, which is kind of the point
of CDEPs and the CRDP.
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How is California better off now than it was prior to CRDP?

That is the big question. Is it better off now? I'm stumped on that question. If we want to have an intelligent
conversation around the answers to that question, we have to really define what the metrics are for what
has changed or what has improved in our state's public mental health system. Then we'd need to have
been tracking consistently across the different phases, like strategic and policy objectives that we wanted
to meet each year, and whether we've met them. And I'm not aware of the metrics for understanding
whether the State's public mental health system has changed, much less improved.

What | will tell you is that | believe that the public mental health system is more boldly taking concrete
steps to integrate practice innovations from the grassroots. This ensures that access barriers and service
delivery failures in the public mental health system can be addressed not only with solutions from
Western-trained clinicians but also from grassroots Indigenous healers and community practitioners. This
has come about in two ways. Number one is the emergence of CDEP’s, this idea, this new construct of
CDEP’s. I'm sure a big part of why we now have this construct is because we've made the grass tops much
more friendly to non-Western practices. And the second way is the openness of Medi-Cal to consider non-
Western healing practices for reimbursement.

Depending on where you're coming from, these could either be small or big system changes. | happen to

think they're big system changes because we live in a Western worldview that for generations didn't fully
appreciate, much less value and integrate, these holistic, culturally rooted non-Western practices.
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African America Hub

The African-American Hub's participation in the California Reducing Disparities Project
(CRDP) has been essential, not optional. It is critical that African-American voices are
present and heard at every table where decisions are made about community health
and wellness. Our people have endured centuries of systemic and institutionalized
trauma—rooted in racism, slavery, and economic oppression—not only in America but
across the global African diaspora. Our hub stands in direct resistance to that history,
offering culturally grounded, community-defined practices that reflect the wisdom of
our ancestors, our elders, and our spiritual institutions. We serve not because of
funding but out of love and ancestral responsibility. Our participation has ensured that
African-American solutions are not only included but also uplifted. As reflected in both
local and statewide evaluations, the inclusion of our culturally congruent voice has
resulted in authentic and effective strategies that meet the needs of our people where
systems have failed them.

The African-American Hub is distinct in its legacy of grassroots organizing, cultural
resilience, and unwavering leadership. From the earliest days of CRDP, we have been
at the forefront, advocating for Phase Il extension funding, shaping statewide policy,
and modeling sustainability. We are rooted in a history of resistance and love, passed
down through oral traditions, community kinship, and generations of Black excellence.
Our hub has become a trusted circle—a family—guided by the teachings of our
ancestors and animated by a deep love for our people. We embody a rare and
enduring unity that transcends competition. As one hub member shared, we work
together, share meals, partner on grants, and uplift one another in both personal and
professional spaces. The African-American Hub’s uniqueness is its spiritual depth,
relational strength, and prophetic commitment to the healing and liberation of our
people—and through that, the success of the CRDP initiative itself.
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California Reducing Disparities Project Historical Storytelling Report

Okema Hodge

Role: Mom of 12-year-old

“Winter” program recipient
Organization: The Village Project Inc.
Location: Seaside/Marina

What has been your role and your organization's role in CRDP?

| am with the Village Project. I've been there for about five years now. I'm a mom, and my daughter, Winter
(pictured in the photo with Mel Mason), is in the program. My role is to make sure she goes to all of her
activities. In the beginning, | would videotape some of the talks they had because | thought the people who
came to speak to the kids were amazing.

What do you think has been the impact of your daughters' participation in the
Village Project?

She attends the local elementary school and different activities. She does other activities, and she's usually
the only Black child. When | found out there was a program like this, | wanted to make sure that she was
part of it. I'm from New York, where we have much more diversity, and here it's, | believe, 85% Hispanic. So
she doesn't get to be around other Black children very often.

| didn’t want her to feel like there was something wrong with her, or to have low self-esteem because she
wasn't able to interact with other people who looked like her. Now I've noticed that she has more
confidence. She's confident in who she is and is able to interact with all groups of people confidently. | see
it. | see that she's grown. She comes back from the program and tells me about different things that she’s
learned. | think it really has helped her.
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How is your daughter better off now than before she participated in the programs
through the Village Project?

We've had so many different community leaders share their stories, talk about growing up in this area, and
explain how they were able to dream and make those dreams a reality. She has seen Black doctors, met
the police chief, and even had Zulu warriors visit from Africa to speak with the children about their lives. It's
not just coming from me; it's coming from all these other people she’s encountered over the years.

She’s become very confident. She feels part of a community where she’s cared for, loved, and supported.
And if there’s ever something she wants to know that | can't answer, she has someone she can turn to and
talk with.

They also emphasize mental health, which makes a huge difference. Honestly, without this program, | think
she would feel much more isolated.

What does it mean that California has made this
investment in this project?

It means everything, actually, to so many people like me. A lot of the people like me you don't see, who
aren’t immediately visible. Struggling moms, working moms, just trying to put one foot in front of the other
and figure out what's going to happen the next day.

To have that investment means that there are people like Regina and Mel Mason who come alongside us
and say, “We're gonna take an interest in your child, and we're gonna help, we're gonna raise them with you
in all the ways that we possibly can — be that mental, emotional, spiritual. We see you. You're important,
and your children are important.”
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Asian and Pacific Islander Hub

The Asian and Pacific Islander (API) hub within CRDP is incredibly diverse and reflects
seven organizations or collaboratives across the state, from rural Butte County to
urban and suburban Orange County. The hub includes 14 community-based
organizations, delivering their community-defined evidence practices (CDEP) and
other programs in over a dozen languages, encompassing approximately 17
ethnicities, in eight different California counties. These API organizations and
collaboratives are unique, with heterogeneous needs, and reflect widely varying
histories and immigration experiences.

Too frequently, however, the diversity across APl communities is obscured in research
when data is not disaggregated; to address mental health disparities, it is essential to
consider the distinct assets and challenges experienced by these communities.
Mainstream mental health services rarely have the linguistic capacity or cultural
context to engage and serve APl communities appropriately. Many APl communities
experience barriers to accessing mental health services, including cost, location, and
stigma, beyond the shortage of linguistically and culturally-responsive services. In
addition, many cultures within the API umbrella view health holistically, with physical,
mental, spiritual, and social elements that contribute to wellness. These factors are a
matter of course for API organizations, and thus, it was critical for APl communities to
participate in the CRDP to build evidence for CDEPs that reflect these realities.
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Asian and Pacific Islander Hub

The table below provides a shapshot of the API hub:

IPP Name

Asian American
Recovery Services, a
program of
HealthRight360

Cambodian Association
of America (Lead),
Khmer Parents
Association, Families in
Good Health, The
Cambodian Family, and
United Cambodian
Community

East Bay Asian Youth
Center

Hmong Cultural Center
of Butte County

Korean Community
Services (Lead),
Southland Integrated
Services

Muslim American Society
— Social Services
Foundation

The Fresno Center
(Lead),

Lao Family Community
Empowerment, Inc.,
Merced Lao Family
Community, Inc.

CDEP Name

Essence of
MANA

Community
Wellness
Program

Groundwork

Zoosiab

Integrated
Care
Coordinators

Shifa for
Today

The Hmong
Helping
Hands Village
Project

Location

San Mateo
County

Los Angeles
and Orange
County

Sacramento
County

Butte County

Orange
County

Sacramento
County

Fresno,
Merced, and
San Joaquin
Counties

Population Served

Samoan, Tongan, and
other Pacific Islander
adults

Cambodian adults

Southeast Asian youth:
Cambodian, Hmong,
Mien, Lao, and
Vietnamese

Hmong older adults

Korean and Vietnamese
adults

South Asian Muslim
adults initially, then
Afghan adults after

July 2021

Hmong adults and
older adults

CDEP Description

Culturally-relevant parent
and caregiver workshops
and community engagement

Strength-based model that
uses outreach and
engagement, case
management, educational
workshops, and social &
spiritual activities.

Life coaching and case
management cohort model
up to 18 months

Social and recreational
connections, health
education, and referral and
navigation

Culturally-responsive
navigation services —
information and referral,
linkages, social support and
counseling

Training of community
members as certified peer
counselors with specialized
training in Muslim
behavioral health practices

Culturally appropriate and
relevant activities, learning
opportunities, and
experiences
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Gulshan Yusufzai

Role: Executive Director

Organization: Muslim American Society-Social
Services Foundation (MAS-SSF)

Location: Sacramento

If you were to describe CRDP to someone who didn't know what it was, what
would you say?

| would describe it as the most innovative, supportive, and culturally and linguistically relevant way of
helping a community heal. Given their intergenerational trauma and all the struggles that communities go
through, | would say this is one of the best ways to help a community heal or move towards recovery
because most underserved communities have endured some sort of trauma or are going through it, or
discrimination or prejudice of some sort.

What are some accomplishments in CRDP
that people should know about?

One of the biggest accomplishments of CRDP is the idea that you go to the communities that have gone
through those traumas and ask them how they can help develop a program that can heal them. The most
important thing is to ask someone who's been through trauma what can work for their community. And to
do that, you need an infrastructure that lifts nonprofits and creates incredible partnerships and
connections. When non-profits receive CRDP funding, it is essentially a stamp of approval from a
respected statewide entity, signaling that your nonprofit is trustworthy and capable. That kind of
endorsement creates a domino effect: once one major funder believes in you, others start to follow,
recognizing the impact of your work.

When you look at this from both a systemic and financial perspective, the implications are powerful. If the
State of California were to hire professionals with academic backgrounds in these areas, the cost would be
immense, and likely still le