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I. Background 

 

Why are we studying AANHPI behavioral health in Los Angeles County? 

 

Los Angeles County is home to the largest Asian American, Native Hawaiian and Pacific 

Islander (AANHPI) populations in the United States. There are approximately 1.5 million 

AANHPIs countywide, accounting for 15.5% of the County’s total population.1 AANHPI 

populations are also among the fastest growing racial groups in the United States, 

according to the 2000 and 2010 census data. Though often grouped as one, AANHPI 

populations are heterogeneous: in Los Angeles County and represent more than 40 ethnic 

subgroups speaking more than 30 languages.2 There are also vast differences in education, 

socioeconomic status, immigration patterns, history, acculturation, religions, and traditions 

among the subgroups. For example, while on average, AANHPIs have higher education 

and income levels than other racial and ethnic groups, unemployment and poverty rates 

continue to grow for certain subgroups, including the Tongan Americans and Cambodian 

Americans in Los Angeles County.3 Thus, using aggregate or average AANHPI numbers 

often mask the wide range of differences between the subgroups (or subpopulations). 

 

                                                 
1 “A Community of Contrast: Asian Americans, Native Hawaiians and Pacific Islanders in Los Angeles 

County,” Asian Americans Advancing Justice - Los Angeles, 2013, https://advancingjustice-la.org/system/ 
files/CommunityofContrasts_LACounty2013.pdf 
2 “Summary of Gaps and Recommendations to Reduce Mental Health Disparities Among API 

Communities,” County of Los Angeles Department of Mental Health, May 30, 2017, 
http://file.lacounty.gov/SDSInter/bos/supdocs/111846.pdf 
3 “A Community of Contrast” 
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It has been a general conclusion that behavioral health issues do not affect AANHPIs as 

much as other racial or ethnic groups.4 5 6 By “behavioral health,” this report has adopted 

the definition used by the Substance Abuse and Mental Health Services Administration 

(SAMHSA): “the mental and emotional well-being and/or actions that affect wellness.” 

According to SAMHSA, behavioral health issues encompass mental health conditions and 

substance use disorders. Indeed, on average, AANHPI populations in the United States 

have shown lower overall prevalence rates of mental illness than other racial groups.7 Rates 

of substance use disorders and alcohol dependence are also lower among AANHPIs, 

especially women, than the rest of the U.S. populations.8 However, recent evidence 

suggests that certain AANHPI subgroups face unique behavioral health challenges. For 

instance, suicide rates among elderly AANHPI women (65 and above) remain significantly 

higher than among other women of the same age category.9 Southeast Asian refugees are 

more likely to experience post-traumatic stress disorder (PTSD) than other AANHPI 

groups.10 Compared to Asian Americans and the general population, NHPI adults are at 

greater risks for overall poor health and serious psychological distress.11 There is also 

evidence that Pacific Islander boys (11-18 years) have the highest rates of smoking, 

methamphetamine use, and binge alcohol use across all racial groups.12 

 

Furthermore, AANHPI populations are less likely to seek professional help for their 

behavioral health issues than other racial and ethnic groups, including mental health and 

                                                 
4 “Mental Health Disparities: Asian Americans,” Division of Diversity and Health Equity, American 

Psychiatric Association, 2014, https://www.centerforaddictionrecovery.com/addiction-news/Fact-She 
et---Asian-Americans.pdf 
5 “A Snapshot of Behavioral Health Issues for Asian American/ Native Hawaiian/ Pacific Islander Boys 

and men: Jumpstarting an Overdue Conversation,” Substances Abuse and Mental Health Services 
Administration, 2016, https://store.samhsa.gov/shin/content//SMA16-4959/SMA16-4959.pdf 
6 “Mental Health and Asian Americans,” https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=54 
7 “California Reducing Disparities Project Asian Pacific Islander(API) Population Report: In Our Own 

Words,” Pacific Clinics, March 2013, 
http://crdp.pacificclinics.org/files/resource/2013/04/Report.pdf 
8 “California Reducing Disparities Project” 
9 Ibid 
10 “Mental Health Disparities: Asian Americans” 
11 Adena M. Galinsky et al, “Selected Health Conditions Among Native Hawaiian and Pacific Islander 

Adults: United States, 2014,” March 2017, https://www.cdc.gov/nchs/data/databriefs/db277.pdf 
12 “A Snapshot of Behavioral Health Issues” 
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alcohol and substance use problems.13 14 The possible delay in seeking mental health 

services often causes symptoms to be more severe when eventually treated.15 Despite their 

diversity, AANHPI populations experience some similar types of barriers in accessing 

behavioral health care. According to the Asian Pacific Islander Population Report published 

under the California Reducing Disparities Project (CRDP) in 2013,16 previously identified 

barriers for AANHPIs in accessing mental health services included the lack of access to 

health coverage, language barriers, lack of culturally appropriate services and providers, 

stigma associated with mental health services, and lack of awareness. Lastly, insufficient 

data collection, particularly disaggregated data for AANHPI populations, continues to hinder 

assessing and addressing the behavioral health needs for these populations. 

 

The Patient Protection and Affordable Care Act has expanded access to affordable health 

coverage for millions of Americans since 2013. Asian Americans among all racial groups 

have seen the highest uninsured reduction rate (59%) in the US.17 Medi-Cal, California’s 

Medicaid program, currently covers over 1.3 million low-income AANHPIs, accounting for 

10% of its total enrollees.18 Despite increased access to health coverage, utilization of 

public mental health services remain low for AANHPI populations relative to their population 

percentage and estimated mental health prevalence rates, according to a recent report 

produced by the Los Angeles County Department of Mental Health (DMH), which aimed to 

identify mental health disparities for AANHPI communities in the County.19 AANHPIs 

account for less than 5% of the total clients receiving services from DMH,20 which acts as 

the public mental health safety net for those who are low-income and are most in need. It is 

                                                 
13 “Mental Health and Asian Americans” 
14 “A Snapshot of Behavioral Health Issues” 
15 “Mental Health Disparities: Asian Americans”,Office of Minority Health online, last modified February 

24, 2017, https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=54 
16 “California Reducing Disparities Project” 
17 Kelsey Avery et al, “Affordable Care Act Has Led to Historic, Widespread Increase in Health Insurance 

Coverage”, September 2016, 
https://aspe.hhs.gov/system/files/pdf/207946/ACAHistoricIncreaseCoverage.pdf 
18 “Medi-Cal at a Glance,” Department Of Health Care Services, January 2018, 

http://www.dhcs.ca.gov/dataandstats/statistics/Documents/Medi-Cal_at_a_Glance_Jan2018_ADA.pdf 
19 “Summary of Gaps and Recommendations” 
20 “Proposal to Expand Asian Pacific Islander Mental Health Services within Los Angeles County,” Asian 

Pacific Policy & Planning Council (A3PCON), March 2018 
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evident that gaps and disparities remain for AANHPI communities when accessing and 

using mental health services.  

 

According to the DMH report, there are about 1,500 active AANHPI mental health providers 

in Los Angeles County DMH’s directed, operated and contracted programs. Around half of 

these providers speak at least one AANHPI language. These providers can be social 

workers, Marriage and Family Therapists (MFTs), psychologists, psychiatrists, nurses and 

so forth. The report stressed that these bilingual providers are dispersed throughout the 

County in areas and positions where their language skills are underutilized. The report also 

identified the lack of ethnic specific community-based organizations (CBOs), including 

primary health care providers as a key barrier for AANHPI clients. Moreover, in response to 

the report,21 the Asian Pacific Policy and Planning Council (A3PCON), which is a network of 

AANHPI stakeholders with key behavioral health service providers, it was pointed out that 

the growth of funding and staffing opportunities in DMH programs did not match the growth 

of AANHPI populations or their increasing diversity. Such evidence speaks to the 

importance of addressing organizational and systemic barriers for AANHPI populations in 

accessing mental health services. 

 

What is the Health Access Project at Asian Americans Advancing Justice - Los 

Angeles? 

 

Asian Americans Advancing Justice-Los Angeles (Advancing Justice-LA) is the nation’s 

largest legal and civil rights organization dedicated to providing the growing AANHPI 

communities with multilingual and culturally sensitive legal services, education, leadership 

development, and public policy and advocacy support. Its Health Access Project (HAP) 

seeks to address the health and health care needs of AANHPI communities, to ensure the 

provision of culturally and linguistically competent health care coverage and services, and to 

increase access to affordable, quality health care for AANHPIs through outreach, education, 

enrollment and advocacy. HAP works with the Health Justice Network (HJN), a statewide 

collaborative of close to 60 community-based organizations and community health clinics, 

                                                 
21 See attachment IV: http://file.lacounty.gov/SDSInter/bos/supdocs/111846.pdf 
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which implements health care reform in California and promotes the expansion of health 

care coverage and services.  

 

Neither HAP nor Advancing Justice - LA provides behavioral health services. However, over 

the last few years, HAP’s efforts have expanded beyond its initial focus of ensuring access 

to affordable health coverage and physical health and moved towards a more 

comprehensive and integrated approach to health. For example, HAP recently developed 

an oral health project, focused on conducting oral health community education and needs 

assessments, as well as policy advocacy at the national, state and local levels. Monitoring 

and advocating for cultural and linguistic access in various health systems for AANHPI 

communities remain a primary focus of our work. Since its inception, the HAP team and 

HJN partners have seen a need to better understand California’s behavioral health systems, 

which has become increasingly necessary as immigrants and racial/ethnic minority groups 

have more recently experienced elevated stress and anxiety and have an even greater 

need for services under the hostile federal political climate. The importance of self-care and 

community care for both advocates and community members has frequently been 

discussed. During the last HJN convening held on June 26, 2017 in Los Angeles, initial 

feedback following a behavioral health expert panel indicated that HJN partners, some of 

whom provide behavioral health services for their clients, were interested in further 

assessing the landscape of behavioral health delivery systems for AANHPIs and learning 

more from experts in the field. 

 

This report intends to present key findings from conversations with longtime behavioral 

health providers serving Los Angeles County’s AANHPIs to further understand the gaps, 

barriers and challenges in our current behavioral health systems, which impact how the 

most vulnerable AANHPI communities access care.  

 

 

II. Methodology 
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In September and October 2017, HAP staff visited and interviewed a total of eight (8) 

behavioral health service providers with expertise in the field (collectively addressed as 

“providers” in the following report) at their six (6) respective agencies (collectively 

addressed as “agencies” in the following report; for a complete list of the organizations and 

interviewees, see Appendix 2) in Los Angeles County. All of these agencies are contracted 

with the Los Angeles Department of Mental Health and have many years of experience 

providing behavioral health and other health and social services for various AANHPI 

communities in Los Angeles County. Many of these providers are also actively involved in 

advocacy efforts under A3PCON.  

  

At each agency, we conducted a ninety-minute (90), in-person interview. Conversations 

during these interviews were guided but not confined by a list of questions (see Appendix 1) 

we developed prior to the visits. We approached the meetings as behavioral health novices 

with the primary intent of listening and learning about the services offered to AANHPI 

communities and any issues faced by the providers in providing these services. At least 

three HAP staff were present at each meeting, with one staff designated to take notes. After 

all six interviews were completed, we reviewed the narrative notes and threaded keywords 

and common themes across conversations. We then summarized these key findings by 

categorizing them under three general themes, namely “barriers for AANHPI communities,” 

“successful practices and challenges for the providers,” and “systemic challenges.”  

 

In addition, we included a discussion on how providers sought to define “behavioral health,” 

as questions over the definition emerged at the beginning of this project. In preliminary 

research, we sought out definitions in both journal articles and governmental websites (e.g. 

SAMHSA; the Centers for Disease Control and Prevention or CDC) and tried to determine 

whether there was uniformity among them. We also solicited opinions from all of the 

behavioral health panelists who presented during our HJN convening in June. However, as 

there did not seem to be a clear consensus over what “behavioral health” meant or entailed, 

we were curious to learn how our interviewees defined and interpreted the term “behavioral 

health.”  
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A draft report was shared with all interviewees in January 2018 and some of them offered 

critique and feedback, which led to the finalization of this report. 

 

 

III. Findings 

 

(i) Definitions of “Behavioral Health” 

 

According to SAMHSA, the phrase “behavioral health,” when used to describe service 

systems, encompasses prevention and promotion of emotional health, prevention and 

treatment of mental and substance use disorders and related problems, and recovery 

support. How providers define “behavioral health” was the first question we raised in our 

interviews. We learned many of them agree that there has been a recent shift towards 

better care integration and a broadening of the definition of mental well-being to consider 

co-occurring and concurrent disorders for those that have a mental health condition. 

However, one provider volunteered that this shift is more on the California state level and 

has not been operationalized as quickly on the county levels, through which the public 

mental health services are predominantly delivered. We also found that most providers 

have their respective working definitions of behavioral health, which are often linked to the 

services and/or populations they target. 

 

For example, one provider uses “behavioral health” as a broad term which focuses on 

physical, spiritual and social well-being. When using the term “behavioral health,” their 

agency places an emphasis on prevention and early intervention efforts targeting health and 

social behaviors, such as parenting and school truancy, which could impact mental and 

overall health and well-being. Meanwhile, “mental health” is adaptably used by their agency 

to specifically describe those with severe and/or chronic mental illness or psychiatrically 

diagnosable conditions. In contrast, another agency uses “behavioral health” as an 

interchangeable term with mental health, without much reference to substance use. In fact, 

most of the providers indicated that their programs have been more rooted in providing 

mental health services rather than substance use services, either due to their historic 
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priorities or challenges in becoming certified to provide substance use services. Lastly, one 

provider stressed that such definitions are often shaped by funding streams, as different 

funders may use them in different ways. 

 

In addition, definitions could vary as a result of the unique profile(s) of the behavioral health 

issues faced by one’s target population(s). For example, while behavioral health for a 30 

year old could mean concurrent mental illness and substance abuse, agencies that serve 

older adults found that co-occurring conditions for such populations often include a mix of 

cognitive, mental, and physical health conditions. In addition, prescription drug abuse is 

often more prevalent for the senior population than “street drug” abuse, compared to other 

age groups. 

 

In light of these varying definitions, as well as most agencies’ expertise in mental health 

more than in substance use, we will use “behavioral and mental health” as the all-

encompassing term rather than “behavioral health” in the following discussion, unless a 

specific aspect is being addressed. 

 

(ii) Barriers for AANHPI Communities 

 

We analyzed key factors that act as barriers for AANHPI communities to access behavioral 

and mental health services, including specific examples. These barriers rarely occur in 

isolation. 

 

Stigma and Discrimination 

There has been a body of literature/evidence documenting the negative impact of stigma 

and discrimination on the way communities perceive mental health and mental health 

disorders and how both affect health seeking behaviors.22 AANHPI populations are not 

exceptions, and providers reiterated that stigma and discrimination continue to perpetuate 

low behavioral and mental health utilization rates among AANHPIs. For example, Korean 

                                                 
22 “Stigma and discrimination,” World Health Organisation Regional Office for Europe, accessed May 31, 

2018, http://www.euro.who.int/en/health-topics/noncommunicable-diseases/mental-health/priority-
areas/stigma-and-discrimination 
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Americans and Korean immigrants are reluctant to seek mainstream behavioral health 

services because asking for professional help or talking to a stranger about private matters 

is still largely a taboo, as shared by one provider. The negative effects of stigma span 

across age, culture, income, immigration status, and insurance status, according to all the 

providers we spoke with. One provider noted that the stigma and embarrassment of seeking 

help can affect clients regardless of whether or not they have the ability to pay for such 

services. Another provider shared that there remains a lot of stigma around seeking mental 

health services in public spaces where many communities traditionally seek emotional and 

spiritual support, such as churches.  

 

Though listed here as a community factor, tackling stigma indeed requires not just public 

education and raising awareness, but a multi-pronged approach: how our public system 

treats those living with mental illness also affects public perception. One provider shared 

their early career experience witnessing the institutionalization of those living with mental 

health disorders at a specialized “API (Asian Pacific Islander) unit” at the state mental 

health department. The behavioral and mental health landscape has evolved since, yet 

several providers expressed that while there is increasing tolerance and openness in recent 

years towards individuals with mild to moderate mental health conditions such as 

depression, individuals with more severe conditions are still often misunderstood and 

labeled as “crazy,” likely due to increased media coverage. 

 

Cultural factors 

Cultural beliefs and norms dictate how behavioral and mental health is perceived and 

managed.  

“In our cultural terms, we speak of mental illness, not mental health (or well-being),” said 

one provider. Another aspect we learned was AANHPI clients often express mental health 

problems in semantic ways. For example, one may seek a doctor for having a migraine 

without mentioning the anxiety they are also experiencing. The literature indicates that 

AANHPIs are the least likely among all racial group to seek behavioral health services.23 

Some providers shared that even for those that have been receiving services for a long time 

                                                 
23 “Mental Health and Asian Americans” & “A Snapshot of Behavioral Health Issues” 
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and/or are in recovery, AANHPI clients are less open about sharing their experiences 

and/or achievements than other racial groups, which makes it more difficult for them to  

receive support from peer learning experiences. 

 

Many of the agencies we interviewed also serve infants and children. One provider pointed 

out that the ethnic and cultural influences on parenting and subsequently parents’ 

management of their children’s health differ for AANHPIs than Western practices, which can 

affect a minor’s access to professional services. For instance, one study indicated that 

Chinese American parents tend to discourage their children from emotional expression as it 

may harm their health and relationships with others.24 Indeed, providers expressed that 

many AANHPI parents tend to ignore their children’s behavioral health issues, especially for 

children under five (5) years. AANHPI parents may categorize even the most disruptive 

behaviors or symptoms as “acting out” and rarely seek professional advice around mental 

health development. “Parents’ approach is to ask (their children) to endure, be quiet, and 

behave, and to minimize their problems,” the provider added. Another provider shared that 

disciplinary parenting styles are common among South Asian populations. However, 

providers stressed that behavioral and mental health issues experienced by AANHPI 

children do not simply disappear without diagnoses; some experience acute and intensified 

crises later in life.  

 

Age  

Older AANHPI adults experience barriers due to both their sociocultural backgrounds and 

their age. One provider stated that older adults from AANHPI backgrounds are “very afraid 

of rejection from family members because of their condition and are influenced by the ideas 

from family.” For instance, the provider shared examples of when older adults who live 

alone and are dependent on their caregivers, friends and relatives for transportation would 

rather overlook their behavioral health issues than have their loved ones discover that they 

                                                 
24 “Cultural Differences in Parenting Practices: What Asian American Families Can Teach Us,” Frances 

McClelland Institute, n.d. 
https://mcclellandinstitute.arizona.edu/sites/mcclellandinstitute.arizona.edu/files/ResearchLink_2.1_Russe
ll_AsianFam.pdf 



 
 

11 

are seeking services. They are also often faced with choosing between seeing a physician 

and a therapist, as they do not want to burden others for transportation. 

  

Furthermore, older adults often experience discrimination from doctors, who may feel 

uncomfortable dealing with seniors with mental health problems. As older adults with 

behavioral and mental health conditions frequently experience co-occurring cognitive 

disorders, their mental health problems, such as depression, can be left unaddressed by 

doctors and written off as part of an irreversible or untreatable “elderly condition” such as 

dementia. If the patient has a co-occurring physical illness, doctors may simply send them 

back to their primary care physicians without attending to their mental health. Negligence 

towards older adults by health care providers can lead to misuse and/or abuse of 

prescription drugs, which exacerbates behavioral health issues.   

 

Gender 

Some providers briefly touched upon how traditional gender roles and norms can lead to 

rising mental health challenges for AANHPIs. For instance, South Asian men prefer to keep 

to themselves and are embarrassed to discuss their mental health issues with others. 

Working mothers, whom are expected to juggle both work and family duties, are also prone 

to having increased levels of stress.The topic of gender and more broadly relevant to 

gender, gender identity and sexual orientation, was not at the center of our investigation. 

However, other projects including the CRDP have studied the impact of these factors on 

access to behavioral and mental health, particularly in AANHPI cultural contexts.  

 

Languages 

As mentioned before, AANHPIs in Los Angeles County speak more than 30 different 

languages. We learned how the nuances of AANHPI languages affect each subpopulations’ 

beliefs and perceptions of behavioral and mental health. One provider shared an example 

illustrating this in the Bangladeshi and Indian communities; they said that it is not unusual 

for individuals in these communities to exaggerate their frustration and say things such as “I 

have to end my life” and “I should die” without really having such suicidal thoughts. When 

lacking understanding of the linguistic and cultural context, a provider may not be able to 
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distinguish actual suicidal traits from expressions of frustration. Another provider told us 

about “hwa-byung,” a Korean-language term that translates into “fire disease,” and 

describes the somatization of mental illness and serves as a wrap-around term for all 

mental health conditions in Korean culture. These examples demonstrate that AANHPIs’ 

native languages might not have adopted Western behavioral and mental health 

terminology, which highlights the importance of having linguistically and culturally 

appropriate knowledge and services to properly address these communities’ needs. As the 

CRDP report pointed out, AANHPI clients prefer to receive services from a provider that 

speaks their native languages even when they have some English proficiency.25 A general 

workforce shortage of culturally and linguistically appropriate providers, which fails to meet 

the needs of AANHPI populations that grow in both number and diversity, was frequently 

brought up during the interviews. 

 

Immigration Status 

Most of the agencies we interviewed do not require immigration documentation from clients 

and have offered free services for low-income immigrants for many years, including 

Deferred Action for Childhood Arrival (DACA) recipients. We asked them whether they have 

seen changes in the mental health statuses and patterns of care utilization in the 

populations they serve under the current political climate. One provider expressed that while 

they do not ask for clients’ immigration statuses or turn anyone away for their lack of 

documentation, many immigrant and legal permanent resident clients remain hesitant to 

seek services and fear the consequences of accessing services. Some were told by their 

immigration attorneys that seeking mental health services may impact their immigration 

statuses; some heard stories or news about detainments of domestic violence victims; 

some simply do not want to disclose their information to government agencies and “don’t 

want to take any chances.” As a result, clients wanting to avoid all possible immigration 

consequences may decline or avoid obtaining the services they need. 

 

Affordability 

                                                 
25 “California Reducing Disparities Project” pp.50 
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Costs remain an issue, particularly for the uninsured. While behavioral and mental health 

services are free for those covered under Medi-Cal, uninsured clients may still have to pay 

a sliding scale fee. One provider mentioned that $25-40 per session still poses a burden for 

many clients and therefore discourages them from utilizing services.  

 

Transportation and Traveling 

Transportation can be a challenge for those with limited financial resources (e.g., not having 

a car, paying bus fares, taking time off from work), while traveling can be particularly 

stressful for individuals who experience symptoms such as heightened anxiety or paranoia. 

Most providers have geographically confined service regions, largely due to their county 

DMH contracts. For instance, one provider mentioned that Korean Americans and Korean 

immigrants have to travel from the neighboring counties of Orange, San Bernardino, 

Venture and Inland Empire to access their agency’s services in Los Angeles County. 

Another provider added that even when located within the same county, clients may have 

trouble traveling to certain office locations. With only one office serving the San Fernando 

Valley and services located in Van Nuys, their agency has had difficulties reaching the low-

income Thai and Vietnamese communities in North Hollywood farther away. The provider 

added, “clients will otherwise have to travel to Harbor (county hospital) and bring all the 

paperwork and there’s often a long wait.” 

 

(iii) Successful Practices and Challenges for AANHPI Providers 

 

We identified some of the successful practices conducted by the agencies, which seek to 

combat the barriers AANHPI communities face, to make behavioral and mental health 

services more accessible. Meanwhile, providers and agencies frequently experience 

hurdles and challenges while providing services, as further discussed below. 

 

Culturally Appropriate Branding and Events 

We learned that in order to fight stigma, make services appropriate, welcoming and 

accommodating for more clients, agencies have come up with creative ways to brand 

themselves. Rarely framing themselves as professional behavioral and mental health 
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service providers, most of the agencies we interviewed identify as community service 

centers or family centers, reflected in both their English as well as in-language agency 

names. Such branding efforts extend to outreach and educational events: names such as 

“holiday gathering” and “happiness seminars” are intended to provide culturally sensitive 

settings and stigma-free means for clients to utilize behavioral and mental health services. 

These efforts attract clients regardless of their perceived degree of needs. For instance, 

parents may come to a “parenting workshop” advertised as a session to learn ways to relate 

to their rebellious teens, which does not have explicit references to mental health but rather 

provides a safe space for education and general conversations.  

 

Wellness activities that are culturally relevant, such as senior yoga, Tai Chi, arts and crafts 

are frequently hosted at these agencies. Events meant to teach clients social and daily 

living skills such as computer classes are also offered. Lastly, one provider said how clients 

are welcomed and oriented into a mental health program is important, as the mainstream 

“fidelity” approach adhering to standardized treatment that requires clients to jump right into 

a curriculum or treatment without going through proper, cultural introductions and greetings 

seldom works for their Asian clients. 

 

Community Partnerships 

Many agencies we interviewed are either DMH contracted “legal entities” with certain 

administrative and operative capacity or recipients of multiple funding streams that support 

their programs. These agencies have spent years cultivating community partnerships with 

smaller community based organizations (CBO), faith based organizations, schools, 

hospitals, ethnic media, etc. For instance, one provider shared that their agency partners 

with about 500 Korean speaking churches in Los Angeles to reach their target populations. 

Another provider added their agency avoids being referred directly by school authorities, 

law enforcement and courts as such referrals often have negative connotations within 

AANHPI communities. Providers agreed that working with community partners who have 

built rapport with clients can lead to “warm hand-offs” and better engagement with clients in 

mental health outreach, education and services. Indeed, it can take a long time for agencies 

to build trust as well as to provide all-around social services before their community health 
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and social workers can start conversations around mental health with their clients. Such 

partnerships also require continuous investment, training and technical support from the 

lead agency. One provider shared that sometimes funding allocated to a smaller CBO is not 

sufficient to hire a new full-time staff for the CBO, but the extra administrative work required 

by the DMH as a subcontractor places burdens on those with limited capacity. 

 

Transportation Support 

Agencies have developed programs that assist with transportation to expand their field–

based services to those demonstrating severe mental health needs (e.g., those with 

agoraphobia, disabilities) and to those that are simply discouraged by traveling. For 

example, as part of their supportive services, one agency offers to drive clients and has a 

special program that teaches clients how to take the bus to their office. Many agencies 

mentioned that they have field-based services where staff would travel to meet clients in the 

comfort of their own home. Our current behavioral health system has evolved much in de-

institutionalization and is moving towards community and home–based care, as suggested 

by one provider. However, gaps remain in how payment for transportation costs and 

traveling time of staff can be properly reimbursed as many agencies struggle to meet DMH 

criteria in billable services. For instance, providers pointed out that clinicians’ traveling out of 

the designated Service Area(s) to meet clients is unbillable. 

 

Workforce 

All agencies stressed the importance of having bilingual and bicultural clinicians as well as 

social workers, which remain inadequate for the growing AANHPI communities. It is also 

critical to have more AANHPI behavioral health providers who not only speak the client’s 

language but also understand the needs of the client, as related to culture, spirituality, 

acculturation level, and immigration experiences, to name a few. Some agencies talked 

about hiring foreign born, bilingual staff and investing in staff’s work visas and green cards. 

Since these staff are immigrants from similar cultural backgrounds to their clients, they can 

better relate to and develop stronger relationships with the clients. However, challenges 

remain as staff whose first language is not English may not be adept at programmatic work 

and documentation. One agency had to hire an editor to proofread their staff’s writing. Other 
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agencies also mentioned that there is an overall high turnover rate and difficulties retaining 

bilingual staff in the field. 

 

It is worth noting that DMH contracted entities serve the entire demographic population in 

their geographical region. For example, at one agency, AANHPI clients only account for 20 

percent of its total clients across its three contracted Service Planning Areas. Providers 

mentioned that AANHPI behavioral health groups often share resources with non-AANHPI 

groups. “We also want to be more culturally competent towards Latino clients by hiring, 

training and promoting Spanish speaking staff,” said one provider, “however, these staff 

may leave for jobs with better salary, less stress and less paperwork.” 

 

Interpretation Services 

The shortage of bilingual, bicultural therapists means that many of the agencies serving 

AANHPIs have to rely on interpreters to meet the needs of a diverse population. Those who 

have used telephone interpretation services talked about the challenges of this 

cumbersome system and the poor quality of the interpretations, having encountered 

telephone interpreters who are untrained to interpret for mental health purposes, including 

lack of preparedness, knowledge of mental health terminology and treatment of mental 

health problems. One provider shared that telephone interpreters have also hung up when 

the calls become too intense. Worse still, some providers brought up the challenge as 

interpretation services are not billable under Medi-Cal. 

 

County Certification 

For mental health providers, many agencies mentioned that to receive certification to 

become a DMH entity is a time and resource consuming process, which adds to their 

already heavy workload. One agency stressed the lengthy time staff devoted to fulfilling the 

training requirements to maintain their DMH certification. Another agency said that some of 

their smaller CBO partners simply lack the capacity to fulfill the paperwork needed by DMH, 

and do not receive enough funding from the contract to hire additional staff. Most of these 

providers we interviewed have not become Drug Medi-Cal certified; they rely on either 

referrals or in-house basic services when serving clients with concurrent substance use 
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problems. One agency explained that the certification for new substance abuse providers 

who do not meet certain criteria can take several years. 

 

Funding Structure 

The funding received by providers from the DMH to provide specialty mental health services 

as “legal entities” often includes restrictions to serving individuals who are low-income, 

Medi-Cal eligible, and have a “medical necessity.” In some cases, agencies receive DMH 

funding with additional parameters they are required to adhere to, including restrictions 

around the age groups and service areas they can serve. One provider suggested that the 

biggest funding issue they face is the geographical, or place-based funding structure 

adopted by the County DMH, which hinders their ability to serve clients countywide or even 

statewide.  

 

Many providers applauded the passage of Proposition 63 (Mental Health Services Act or 

MHSA), the millionaire income tax that seeks to transform mental health services in 

California.26 One provider said MHSA has allowed providers to be “more flexible, creative 

and comprehensive” in providing services. However, various competing needs render 

resources inadequate at the county level for AANHPI clients as focuses are often placed on 

other underserved populations such as people experiencing homelessness. Furthermore, 

allocation of funding and resources for AANHPIs often depends on current utilization rates, 

which continues to hinder access. As one provider put it, “there’s a lot available in our public 

system, but disparate relative to the growth of our population.” 

 

Providers also expressed frustration with the emphasis on “medical necessity” and 

difficulties with ensuring that a spectrum of services, including preventive measures, are 

available, as fitting clients into DMH funding often means that clients must have a 

diagnosable mental illness. Such diagnosis criteria creates a burden for both the clients and 

the providers. When DMH funding is inadequate to meet the continuum of care, agencies 

have resorted to private funding sources and sometimes national funds such as those from 

                                                 
26 “Mental Health Services Act (MHSA),” Department of Health Care Services, accessed May 31, 2018, 

http://www.dhcs.ca.gov/services/mh/Pages/MH_Prop63.aspx 
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SAMHSA. The ultimate goal, as one provider addressed, is for anyone that walks into their 

door to receive the care they need.  

 

Gaps for Clients with Other Insurances 

Many agencies explained the gap in caring for wealthier clients. For instance, one agency 

raised that they cannot serve clients with insurance purchased from Covered California 

(California’s Marketplace Exchange established under the Patient Protection and Affordable 

Care Act)27 or private insurances, as the rate structure for behavioral and mental health 

services under these insurance plans differ from those of Medi-Cal, and in fact offer a lower 

reimbursement rate for the agency. However, these clients are in no lesser need for 

behavioral and mental health care than those that are lower income, and experience similar 

barriers as mentioned previously. 

 

Gaps for the Uninsured 

Agencies have varying degrees of capacity to serve uninsured, undocumented community 

members. Agencies frequently rely on County General Funds (CGF) from the Mental Health 

Services Act (MHSA) to provide services to those who don’t qualify for Medi-Cal, including 

undocumented individuals. One provider shared that despite being an agency with a large 

annual budget, CGF only makes up a very small portion of their funding, limiting the number 

of undocumented individuals they are able to serve.  

 

Advocacy Participation 

Many of these agencies are involved in county level stakeholder processes, participating in 

work groups and providing input for the county DMH. Many are also active participants in 

A3PCON, which has a mental health committee that provides an opportunity for large and 

small community-based organizations to strategize about system-wide issues. However, 

there is sometimes a lack of follow up as committee members “go back to their day-to-day 

tasks.” It is difficult to balance competing needs, including participating in policy and 

advocacy and providing direct services for their communities. Based on our initial 

                                                 
27 “What is Covered California?” Covered California, accessed May 31, 2018, 

https://www.coveredca.com/what-is-covered-california/ 
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conversations, we see the importance of elevating these agencies’ voices as they have so 

much to share and should be incorporated into policy making in this area. 

 

 

(iv) Systemic Challenges 

 

Lastly, we considered a number of gaps that remain beyond the individual, provider or 

community levels, which require systemic and policy changes for our current behavioral and 

mental health delivery systems to improve.  

 

Patient-Centered Care 

While it is the common hope that the field of behavioral health shifts towards better care 

coordination, care integration and a continuum of care, the current system fails to ensure 

patient-centered care. For instance, one provider spoke about the difficulty of billing for 

integrated care, and gave an example of a Korean-speaking client receiving services from 

an in-language therapist and an addiction counselor from two different organizations, while 

also getting joint family sessions with multiple providers. As mentioned before, many 

agencies struggle due to limited funding and stringent billing requirements, while striving to 

make sure that an array of programs on a continuum is available to serve individuals whose 

needs vary from the most severe to moderate or mild.  

 

Community Defined Practices and Outcome Measurements  

Providers specified that evidence-based practices (EBPs), which underlie the design of 

most behavioral and mental health programs, often lack relevance for AANHPI populations, 

as research around developing and testing these practices has traditionally not incorporated 

the unique experiences and diversity of AANHPIs. In order for practices to be effective, 

EBPs must be adapted and should be community driven. However, gaining official 

recognition and funding allocation at the DMH for community defined practices often 

requires lengthy advocacy, some taking up to 4-5 years, as shared by one provider. 
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In addition, we learned that conventional Western, or “mainstream,” outcome 

measurements do not always apply to AANHPIs. One example was that the parameters of 

behavioral health outcomes for adults, including civic engagement and social development, 

do not always apply to AANHPI adults as much as interactions with family members or 

aging in place. In fact, we repeatedly heard about the importance of individualized outcome 

measurements on a case-by-case basis. One provider spoke of the necessity of helping 

individuals on “their own trajectory with different levels of support and for as long as it 

takes.” Even if a client does not gain complete social independence, progress should be 

geared towards achieving skills and functions and fostering a personal feeling of 

accomplishment. Another provider summed it up by saying “the recovery model is about 

finding something that allows the client to find a new identity beyond mental illness.” 

 

Social Determinants of Health 

Although it came as no surprise, we also learned from the providers that the “model 

minority” myth continues to mask issues faced by AANHPIs, including poverty, food 

insecurity, incarceration, trafficking and homelessness. One provider spoke of the 

significant numbers of AANHPIs who are incarcerated. From 1990 to 2000, the overall 

prison population grew by 77% while the AANHPI prison population grew by 250%, with the 

largest groups being Vietnamese (22%), Filipino (19.8%) and Laotian (8.5%).28 The provider 

attributed the invisibility of this population to the lack of accurate data collection. 

Incarcerated AANHPI individuals also present unique mental health challenges as they do 

not get as many family visits as other racial groups, likely due to the stigma attached. 

Another provider described the “hidden homelessness” experienced by vulnerable 

AANHPIs, who are often “couch surfers” rotating with relatives without stable housing rather 

than being on the streets. 

 

Cultural Competency 

Providers reiterated the importance of cultural competency beyond individual provider 

levels; instead, principles of cultural competency should guide organizational and systemic 

                                                 
28 “API Prison Population,” accessed May 31, 2018, https://apscinfo.wordpress.com/tag/api-prison-

population/ 
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policy making and planning in order to provide overall environmental support for nurturing 

and practicing culturally competent services. A simple practice would be staffing the hotline 

with bilingual staff to put clients at ease during their, oftentimes, first contact with a service 

agency. One provider has testified before the Los Angeles County Mental Health 

Commission to strongly recommend the inclusion of cultural competency requirements at 

organizational levels in its Request for Proposals (RFPs), since many mental health 

agencies who claim to have capacity in serving everyone might indeed only have one 

bilingual mental health staff. She suggested that applicants need to demonstrate actual 

cultural competency within the agency or through a contractual relationship with grassroot 

CBOs that are truly linguistically and culturally appropriate.  

 

One provider mentioned that serving AANHPI individuals often means conducting education 

and outreach with their family members too. Without systemic cultural competency, such 

services are not billable under Medi-Cal. The county DMH does not recognize that a buy-in 

from the community as a whole to promote mental and behavioral well-being, such as 

hosting community events, is just as important as one-on-one interactions for AANHPIs, 

said one provider. Our previous discussions on how mainstream outcome measurement 

criteria do not align with our communities’ cultural values and beliefs, making them 

inadequate and ineffective in weighing one’s achievements during an intervention, 

reinforced the idea that systemic changes are needed in our behavioral and mental health 

systems. 

 

Furthermore, the lack of cultural sensitivity in our overall health and social services system 

obstructs access to behavioral health care. One provider shared that her experience helping 

clients navigate the county social service offices was “terrible,” and she wished that the 

Medi-Cal case workers had sufficient training on cultural competency to interact with the 

diverse AANHPI populations. One agency also addressed the lack of cultural understanding 

for the new Cal MediConnect (CMC) program under the Coordinated Care Initiative. The 

program, which started in 2014, was intended to coordinate care for dual eligible older 
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adults (or persons with disabilities) who are in both Medi-Cal and Medicare.29 The provider 

pointed out that the initial risk assessment process under CMC guidelines (e.g., the 

wording, the translation process) does not properly screen AANHPI communities. CMC, like 

original Medicare, does not pay for field based services either. Lastly, there is little incentive 

for AANHPI providers to participate in the CMC program, leading to high opt-out rates 

among Korean and Chinese older adults in particular. 

 

Representation  

One provider observed that there is a lack of representation for AANHPIs at decision 

making levels that inform state and county policies. The public mental health safety net 

system relies primarily on county mental health departments to run programs and allocate 

funding and resources. With the consolidation of the three County level health departments 

(i.e., Department of Public Health, Department of Mental Health, Department of Health 

Services) proposed by the County Board of Supervisors, advocates feared that more 

resources and attention would be placed on clinically defined programs focusing on the 

severely mentally ill, rather than culturally relevant, community driven programs that have 

proven to serve AANHPI communities well. One provider expressed the agency’s 

challenges in keeping a historical advocacy focus while also maintaining relationships with 

the new leadership. Concerns over added bureaucracy were also expressed.  

 

As mentioned before, advocacy efforts happen predominantly at the county level for these 

AANHPI provider groups. However, one provider referenced that there seems to be more 

statewide funding that concentrates on disparities and cultural competence, such as the 

CRDP, which investigates mental health disparities for AANHPIs and places cultural 

competence as a centerpiece. One provider expressed their hope to see a statewide 

coalition for AANHPI behavioral health providers and to combine forces around advocacy 

for the needs of AANHPI communities.  

 

 

                                                 
29 “Dual Eligibles Coordinated Care Demonstration - Cal MediConnect,” Department of Health Care 

Services, accessed May 31, 2018, http://www.dhcs.ca.gov/Pages/DualsDemonstration.aspx 
 



 
 

23 

IV. Conclusion 

 

This report presents key findings from conversations with some longtime behavioral and 

mental health providers serving Los Angeles County’s diverse AANHPI communities. It is 

evident that gaps and disparities remain for AANHPI communities in accessing and utilizing 

behavioral and mental health services relative to their population growth. The report 

identified and listed examples of several barriers faced by AANHPI communities, including 

stigma and discrimination, cultural factors, age, gender, languages, fears around 

immigration status, service affordability and the traveling needed to get to services. 

Providers strive to combat these barriers in creative ways, such as branding and hosting 

events that are culturally appropriate, fostering partnerships with grassroot organizations, 

and offering transportation support. Yet agencies often struggle while trying to ensure 

services such as field-based services and interpretation are properly reimbursed, to achieve 

and maintain county certification to provide specialized behavioral health services, to secure 

funding from a range of federal, state and county sources to serve all those in need, and to 

balance programmatic work with advocacy participation. Systemic changes are needed in 

areas such as ensuring patient-centered care, addressing the social determinants of health, 

using cultural competency as principles to guide planning at organizational and systemic 

levels, as well as improving AANHPI representation in policy and decision making positions. 

 

 

V. Limitations 

  

This report is not without its limitations. First, our discussions predominantly weigh on 

county service systems for mental health, and there is a lack of investigation of the service 

landscape for substance use for AANHPI populations in Los Angeles County, though we 

originally intended to include both in our discussion of “behavioral health.” Second, the 

project selected and highlighted a rather limited number of providers and did not 

encompass all available expertise among agencies providing behavioral and mental health 

services for AANHPI populations in Los Angeles County, nor did it cover the entire range of 

existing issues in the field. Finally, due to our own lack of experience and deep 
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understanding of some of the structural issues associated with funding, billing, historical 

advocacy and so forth, we could not dive further in these discussions. However, we hope 

that as novices, we were able to be “a fresh set of eyes” to narrate the issues in a 

comprehensible and easy-to-follow way, especially for readers also new to the issues.  
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Appendix 1 - Interview Questions 

 

1. In your work, how do you define the term behavioral health?  

 

2. Will you share with us your experiences working in the behavioral health field? For 

instance, 

a. How long have you been involved in the field?  

b. Do you focus on one (or more) particular area(s) of behavioral health? (e.g. 

mental health, substance use, integrated care; policy advocacy work, clinical 

work, etc) 

c. Do you focus on one (or more) key population(s)? 

 

3. What do you see are some critical barriers to accessing behavioral health care for 

the AANHPI communities? 

  

4. Are there existing initiatives to address these barriers? 

 

5. Currently on the state or local levels, what behavioral health initiatives or policies are 

you and your organization focused on?  

a. How has the field shifted since you started?  

b. Any new behavioral health initiatives that have taken place in the past 5 years 

that you’re currently working in? 

 

6. What is your and your organization’s engagement in local and state stakeholder 

groups and committees (eg. MHSA committees, DMH, etc)?  

 

7. Are there additional long-time stakeholders and/or key gatekeepers in the behavioral 

health field that you recommend we reach out to in Los Angeles and Orange 

Counties?  

a. Do you know of AANHPI serving behavioral health organizations in Central 

and Northern CA? 

 

8. Are there training opportunities you think we should keep an eye out for/ would be 

beneficial for our partners? 

 

9. Any questions you would like to ask us? 
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Appendix 2 - Providers and Interviewees 

 

(1) Special Service for Groups and its API Mental Health Alliance 

Herbert Hatanaka, DSW, Executive Director, SSG 

Trang Hoang. LCSW, PhD, Division Director, SSG Alliance 

http://www.ssg.org/programs-and-services/mental-health/ 

 

Special Service for Groups (SSG) is a non-profit organization dedicated to provide 

community-based solutions to the social and economic issues facing those in greatest 

need. SSG has evolved into a model organization designed to provide services for diverse 

groups with maximum efficiency and impact. This is achieved by developing and managing 

programs which serve our many communities by encouraging their involvement and self-

sufficiency. SSG believes that the needs of groups and individuals cross traditional ethnic, 

racial and other cultural boundaries. SSG serves as a bridge between people with common 

needs to identify ways to pool resources for the greater good of all. 

 

SSG’s mental health programs are designed to decrease mental health disparities and 

improve the quality of life for vulnerable populations. A variety of programs offer innovative, 

comprehensive and culturally appropriate services to advance the wellness of diverse 

communities. 

 

API Mental Health Alliance provides comprehensive, community-based, culturally and 

linguistically appropriate therapeutic interventions to Asian and Pacific Islander adults with 

severe and persistent mental illness. The program has the motto of “doing whatever it 

takes” with the resources available to help people meet their individual recovery goals. 

Populations served include individuals from Asia (e.g., China, Korea, India, Bangladesh, 

Vietnam, and Cambodia) and from the Pacific Islands (e.g. Samoa, Tonga, and Marshall 

Islands). 

 

Services Offered: 

● Mental health treatment and case management 

● Medication support 

● Socialization and recreation 

● Housing assistance 

● Employment and vocational support 

● Co-occurring Disorders counseling & linkages 

● Linkages to resources 

● Field Capable Clinical Services – Adult 

● Full Service Partnership – Adult 

● Integrated Behavioral Health services – Adult 

 

http://www.ssg.org/programs-and-services/mental-health/
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(2) Special Service for Groups’ SILVER (Sustaining Independent Lives with Vital 

Empowering Resources), formerly Older Adults Division 

Yvonne Sun, MA.,LCSW, Division Director  

http://www.ssg.org/programs-and-services/mental-health/ 

 

SSG SILVER serves disabled adults, older adults, and family caregivers from diverse racial 

and ethnic backgrounds with a specialization in working with Asian and Pacific Islander 

communities. SSG SILVER leads a network of community based organizations sharing a 

mission to reduce health and mental health disparities for vulnerable populations. 

 

Services Offered: 

● Care management 

● Family caregiver supportive services 

● Mental health services 

○ Full Service Partnership (API Focus) 

○ Field Capable Clinical Services 

○ Prevention and Early Intervention 

● Information and referral services 

 

(3) Korean American Family Services (KFAM) 

Connie Chung Joe, JD, Executive Director 

http://kfamla.org/ 

 

KFAM’s mission is to support and strengthen Korean American families and individuals in 

the greater Los Angeles area through counseling, education, and other social services. 

Since its inception in 1983, KFAM has provided assistance to tens of thousands of Korean 

Americans - particularly women, children, immigrants, and low-income families. KFAM 

specializes in providing linguistically and culturally appropriate services through its bilingual 

and bicultural staff. 

 

KFAM provides individual, couple, family, and group counseling to Korean American adults 

and children, adolescents, and families in Los Angeles County. Our bilingual, bicultural 

counseling staff consists of licensed/registered therapists, student trainees/interns, child 

psychiatrists, and psychologists. Our highly-trained counselors work with clients on personal 

conflicts, relationship problems, and other life challenges such as: depression, anxiety, grief 

or loss, trauma, marital conflicts, parent-child conflicts, family violence, anger, acculturation 

stresses, and workplace issues. Counseling services are private and confidential. 

● Individual Counseling (adults, children, and teens) 

● Couples and Family Therapy 

● Group Counseling 

 

http://www.ssg.org/programs-and-services/mental-health/
http://kfamla.org/
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Counseling fees are on a sliding scale, based on your ability to pay. We also provide Pro 

bono (free) services for those who meet eligibility requirements.  

 

(4) Pacific Asian Counseling Services (PACS) 

Mariko Kahn, LMFT, Executive Director 

http://pacsla.org/ 

 

Pacific Asian Counseling Services (PACS), formerly known as “WRAP Family Services,” 

was founded in 1981 by the Assistance League of Southern California based on the 

documented lack of social services for Asian Pacific Islanders (APIs) in Los Angeles.  The 

pilot project to assess the needs of APIs in the Western region was funded by United Way. 

 

In January 2006, WRAP Family Services changed its name to “Pacific Asian Counseling 

Services” (PACS) to better describe its services.  Over the years, PACS has served 

thousands of low-income children, individuals and families from many ethnicities and 

cultures. PACS has expertise working with API populations but its services are available to 

all. In 2013, the client breakdown was 28% API, 40% Latino, 20% African American, 8% 

White and 4% Other, Multi-racial or Unknown. 100% of our clients are low to extremely low 

income. The age categories of our clients are 37% infants and children, 22% teens, 38% 

young adults and adults, and 3% older adults. 

 

PACS has three offices that are located in: a)  SA 2 in the San Fernando Valley; b)  SA5 

including the Westside and surrounding areas; and c) SA8 covering Long Beach, the South 

Bay and Beach cities, and nearby areas such as Carson. 

 

(5) Asian Pacific Family Center (APFC), Pacific Clinics 

Terry S. Gock, Ph.D., M.P.A., Director 

Chia-wen (Winnie) Hsieh, Psy.D., Adult Outpatient Program Director 

http://www.pacificclinics.org/ 

 

Pacific Clinics serves children, transitional age youth, families, adults, and older adults. We 

offer mental health, substance use treatment, and supportive services to Medi-Cal eligible 

individuals and families. Our diverse staff provides culturally and linguistically relevant 

services in over 14 languages to our region’s culturally and ethnically diverse populations. 

We provide services in over 60 locations across Los Angeles, Ventura, San Bernardino, and 

Orange Counties. 

 

Pacific Clinics' Asian Pacific Family Center, serves the Asian-American and Pacific Islander 

populations in the San Gabriel Valley through programs in mental health, substance abuse 

prevention, child abuse prevention, gang and violence prevention. The Asian Pacific Family 

http://pacsla.org/
http://www.pacificclinics.org/
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Center is the only culturally and linguistically competent public mental health service agency 

for Asian immigrants in the San Gabriel Valley area of Los Angeles.  

 

(6) South Asian Network (SAN) 

Nina Sharmin, Program Coordinator 

http://southasiannetwork.org/about/ 

 

South Asian Network was founded in 1990 to provide an open forum for people of South 

Asian origin to gather and discuss social, economic, and political issues affecting the 

community, with the goal of raising awareness, engagement and advocacy among 

community members leading to an empowered and active community. 

 

South Asian Network (SAN) provides free to low-cost individual, group, family, and couples 

counseling. We can assist children, as well as adults. All services are CONFIDENTIAL with 

a few exceptions, which we will review at your first appointment. At SAN, we also provide 

referrals to other mental health professionals, such as a psychiatrist for medication, if 

requested. However, we do not provide medication services on-site. 

http://southasiannetwork.org/about/

