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1. Introduction

Kedren Community Health Center, Inc. (Kedren) is a 501(c)3 nonprofit corporation licensed in
the state of California to provide a wide range of inpatient and outpatient behavioral health
services to underserved residents of South and Southwest Los Angeles. The facility is co-located
with the City of Los Angeles’ Gilbert Lindsay Park along with a neighborhood recreation center,
the Theresa Lindsay Senior Center, and Kedren Community Care Clinic, all at 4211 Avalon
Boulevard, Los Angeles, CA 90011. Kedren’s vision is to eliminate health disparities for children,
youth, adults, and families in South Los Angeles by creating access to care irrespective of one’s
ability to pay. Kedren is committed to promoting well-being by enhancing the quality of life
through best practices in health care delivery.

Kedren has been compassionately serving the community for more than 60 years, providing
quality integrated health and behavioral health services to children, youth, adults, and families
irrespective of immigration status, residency, language, culture, gender, ethnicity, religion,
sexual orientation, or one’s ability to pay. Kedren was founded in 1965 by the late James L.
Jones, MD, a child psychiatrist. It was founded after the Los Angeles Watts uprising in response
to economic disenfranchisement, education deprivation, and minimal or no access to
healthcare. In recent years, Kedren has almost doubled the amount of inpatient beds for adults,
increased funding for mental health services for low-income residents, and created
partnerships for housing clients as part of Kedren’s community reintegration program.

2. Community Served

Kedren’s designated service area is Los Angeles County Service Planning Area 6 (SPA 6).
Spanning 103.68 urban square miles of South Los Angeles and its surrounding areas, SPA 6 also
encompasses the cities of Compton, Lynwood, and Paramount. This is a densely populated
urban area with 1.1 million residents, resulting in an average population density of 10,247 per
square mile. The following map illustrates the service area boundary and the boundaries of the
cities it covers.
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3.Target Population

Kedren specializes in serving underserved and underrepresented service area residents.
Generally, these are residents who struggle to afford to live comfortably, due at least in part to
mental health challenges that they face. For this report, health status and demographics for
residents living below 200% of Federal Poverty Guidelines (FPG) are presented and referred to
as the low-income population or low-income service area residents. The economic, health
status, and demographic characteristics of this population are presented throughout this needs

assessment.
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4. Principal Functions

Kedren specializes in services to low-income, marginalized, disaffected, and other underserved
residents of South and South Central Los Angeles. Kedren offers comprehensive inpatient and
outpatient behavioral health services for children, transitional-aged youth, adults, and older
adults who are experiencing serious or persistent mental illness or emotional disturbance.
Kedren provides services in a caring, compassionate environment promoting a shared vision of
improving lives and empowering individuals to recover.

Service delivery is holistic, collaborative, multidisciplinary, and culturally competent. It focuses
on the individual, and when appropriate, with the involvement and support of family or
significant others. Kedren’s highly trained mental health staff, together with strong leadership,
create an unwavering commitment to quality services based on our belief in the resiliency and
potential of the individuals served.

Children’s Full-Service Partnership (FSP): The FSP program is a unique, intensive mental health
service for children aged 0—15 and their families. Child FSP providers are dedicated to working
with children and their families to help them plan and achieve goals that are important to the
health, well-being, safety, and stability of the family. Services may include, but are not limited
to, individual and family counseling, 24/7 assessment and crisis services, and substance abuse
and domestic violence counseling and assistance. Services are provided in the language of the
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either has been or is at risk of being removed from the home by child protective services, has a
parent/caregiver with a mental illness and/or substance abuse problem (applies to children age
0-5 only), has extreme behavior problems at school, has been in out-of-home placement and is
moving back into a home/community setting, has been involved with Probation, and/or is on

psychotropic medications and transitioning back to a less structured home/community setting.

<
<
S
S
S
Eligible patients include children ages 0-15 with a Serious Emotional Disturbance (SED) who g

Children and their families will find the following are potential examples of mental health
support and services clients may receive if participating in FSP:

3
3
3
3
3
e Counseling for your child and family members g
e Peer and parent support from people who have had experiences similar to yours gi
e Assistance in obtaining transportation relating to the mental health treatment goal X
e Help with access to physical health care for your child and family members g
e Assistance in finding a safe and affordable place to live, or assistance remaining in a g
present home g

e Assistance getting the financial and health benefits your child and family is eligible for
e Substance abuse and domestic violence counseling and assistance g
e Ateam dedicated to working with your child and family as you plan and accomplish gﬁ
goals that are important to your health, well-being, safety and stability g
X
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e 24/7 Assessment & Crisis Services K
Transitional Age Youth (TAY) FSP: The TAY FSP program is a unique intensive mental health
service program for persons ages 16-25 and their families. Each client enrolled in a TAY FSP
program will participate in the creation of a plan focused on individualized goals with the
assistance of therapists and case managers. TAY FSP providers may deliver services in your
residence as well as in your community to contribute to your health, well-being, safety, and the
stability of you and your family. Services provided by the TAY FSP program vary from person to
person. Clients enrolled in TAY FSP will receive mental health services that are individually
tailored and consistent with your individual needs and goals. Services may include but are not
limited to individual and family counseling, 24/7 assessment and crisis services, and substance
abuse and domestic violence counseling and assistance. Services are provided in the language
of the families’ choice.
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Persons ages 16-25 who are currently unserved and under-served by the mental health system
are eligible for the program, including the following: TAY struggling with substance abuse
disorders; TAY who are homeless or at risk of homelessness; TAY aging out of the children’s
mental health, child welfare or juvenile justice system; TAY leaving long-term institutional care;
and/or TAY experiencing their first episode of major mental illness. FSP is an enrollment-based ¥
program and clients must be referred to the program. %
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Youth and young adults will find the following are potential examples of mental health services
and supports clients may receive if participating in FSPs:
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e Counseling and psychotherapy g
e Assistance in obtaining transportation relating to the mental health treatment goal g
e Help obtaining needed medication
e Help receiving physical health care g
e Assistance in finding a safe and affordable place to live or assistance remaining in a g
present home gﬁ
Help with educational opportunities g
e Help securing financial and health benefits for which patients are eligible gi
e Treatment for addictions such as alcoholism, drugs and other substances
e Help finding employment, vocational training, and/or volunteer opportunities g
e Dedicated professionals committed to your success in accomplishing goals that are g
important to your health, well-being, safety, and stability g
%
%
3
3
3
%
%

e Support available 24/7

Children’s Day Treatment Intensive/Day Rehabilitation: This is an intensive site-based,
structured mental health treatment program that operates daily for children who present with
moderate to severe behavioral problems that impact their home, school, and community
functioning. The program is facilitated Monday through Friday for 4.5 hours each day during
afterschool hours. It consists of psychotherapy as well as social skills and training services. It
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includes a multidisciplinary team under the clinical supervision of a mental health professional
and seeks to stabilize the child’s mental health status by developing the child’s independent
living and socialization skills through trainings focused on enabling the child to thrive in the
community.

This program is for children ages 5-11 years of age with severe to moderate emotional
disturbance and requires the intensity level of day treatment as identified through the intake
assessment. Recipients admitted to children’s day treatment must be in need of and have the
capacity to understand and benefit from the rehabilitative nature, structured setting and
therapeutic components of the program’s psychotherapy and skills activities. Recipients who do
not have, or cease to have, the cognitive capacity to benefit from day treatment services, may
better benefit from another offered program.

Participation in the Day Treatment Program offers various benefits relative to an intensive 4.5
hours per day of interdisciplinary treatment services including:

e Daily process groups
e Psychotherapy provided by a mental health professional

Children’s Outpatient Services: These are for children, teens, and transitional age youth (TAY)
with emotional and behavioral issues that require special attention and specialized care in an
environment especially designed for them. Many of these children may have been neglected
and abused as well as have exhibited delinquent behaviors that affect their relationships with
family, peers, teachers and others within the community. The interdisciplinary healthcare team
uses evidence-based practices in treating trauma, bereavement, behavioral problems and other
issues. Treatment is highly individualized and depends on the child’s symptoms, developmental
level and individual needs. Eligible patients include children and TAY ages 0-17 who walk-in or
are self-referred for services or referred by family, school, or other parties based on presenting
symptoms and concerns that are determined to be manageable at the general outpatient level
rather than for specialty or intensive service delivery programs. Children enrolled in Children’s
Outpatient may receive the various treatment interventions including:

e Assessment and evaluation

e Prevention and early intervention services

e Individual therapy

e Conjoint/family therapy

e Maedication evaluation and/or ongoing medication support services

e Social skills training

e (Case management

e The utilization of various evidenced based practices including: Parent-Child Interaction
Therapy (PCIT), Families Overcoming Under Stress (FOCUS), Trauma Focused Cognitive
Behavioral Therapy (TF-CBT), Crisis Oriented Recovery Services (CORS), Positive
Parenting Program (Triple P), and/or Seeking Safety.
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Children’s Field Capable Support Services (FCCS)/Resilience, Recovery, Reintegration: Field z
Capable Clinical Services, delivered under the Mental Health Services Act, are intended to &
address the needs of individuals who are severely emotionally disturbed or present with severe z
and persistent mental illness, but do not have the intensive service needs of individuals who .

qualify for full service partnerships. Clinical services are delivered in settings preferred by
families.

<
<
<
<
<
FCCS utilizes evidence-based strategies whenever they can be identified. FCCS provides a way :
of transitioning former FSP clients to less intensive programs as they meet their recovery goals, :
and in other instances works as a method of prevention from the need for more intensive

services such as FSP, Day Treatment, or inpatient hospitalization.

Children and TAY ages 0-17 who meet criteria for intensive evidenced-based services at the
level required for FCCS are eligible for the program. Services are client driven and designed to
meet the needs and goals of each client. FCCS services that are available are as follows:

-
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e Qutreach and Engagement &

e Bio-psychosocial assessment :

e Individual and family treatment 4

e Medication support <

e Specialized assessment and treatment interventions for co-occurring disorders, i.e. :

mental illness and substance abuse :

e Linkage to self-help and family support groups, health services, benefits establishment, &

temporary and/or permanent housing g

e Family education and support g

e Support for employment, education, and social support development g

e 24/7 Telephone response

e 50% field based services gi

e Case management support g

Specialized Foster Care: Specialized Foster Care is a Los Angeles County Department of Mental

Health (DMH) co-located program. It was created to improve service delivery to all children and

young adults under the custody of the County Department of Children and Family Services

(DCFS), and/or those at risk of entering the child welfare system. Children ages 0-17 whom are g

under DCFS supervision (voluntary or court) are eligible. The program provides mental health g

services to children/youth under DCFS supervision (voluntary or court) Services include mental g

health assessments, crisis interventions, consultation, linkage to community mental health

providers, and case management services. Service recipients participate in multidisciplinary g

team meetings and other DCFS meetings to assist with mental health linkage. g
3
3

Family Preservation: The Family Preservation Program is a strengths-based, comprehensive, in-
home program that promotes the safety and well-being of children and their families. It also

7
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assists parents and/or caregivers in maintaining the children (ages birth to 17) in their home.
This is implemented when the problems in the family dynamic are so severe that children may
be at-risk for being removed from the home, often dealing with issues related to child abuse
and neglect, domestic violence in the home, mental health issues, or substance abuse issues.
The goal is to keep the family intact by providing interventions to assist, support, and educate
the family. This is a collaboration between DCFS, DMH, Department of Probation, and Kedren.
Families are referred to the program by the DCFS, the Juvenile Probation Department, and/or
Juvenile Court. The following services are provided for a period of 6-12 months:

S
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<

<

<

<

<
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e In Home Outreach Counseling :
e Parenting classes &
e Teaching and demonstrating Homemaking skills :
e Substitute Adult Role Modeling :
e Emergency housing &
e Child focused activities :
e Linkages to mental health services, substance abuse treatment, and domestic violence :
classes. &

<

S

&

S

&

S

&

S

&

S

Multidisciplinary Assessment Team: The Multidisciplinary Assessment Team (MAT) is a
collaboration between DCFS and DMH designed to ensure the immediate and comprehensive
assessment of children entering out-of-home placement. MAT’s goals are timely,
comprehensive and strength-based assessments of detained children and their families, early
diagnostic awareness of critical medical conditions leading to early intervention and consistent
management of such conditions, increased cooperation between families, caregivers, providers
of services, and DCFS, and more appropriate team placement decisions for children.

When a child is newly detained, he or she is eligible to receive a Multidisciplinary Assessment. %
The MAT assessment was designed to make sure that all child/family needs are assessed when
a child/youth enters foster care. The information gathered by this assessment will be used to g
determine what services are most needed by the child with the intention of using this gﬁ
information for the most appropriate placement of the child to ensuring that his or her needs g
will be met. MAT Assessments address the following areas: medical, dental, developmental,
hearing/language, vocational, child and family strengths and needs, caregiver strengths and g
needs, education and mental health. in order to be eligible for MAT, all of the following criteria g
must be met: gﬁ
3
3
3
3

e The child was detained by an office that has implemented MAT

e The child is straight Medi-Cal eligible

e Itis a detention on a new referral (it cannot be a detention on an already open case —
this includes failed Voluntary Family Maintenance (VFM) and Court Family Maintenance
(FM) cases g

e The child is placed in out-of-home care, including relative or foster care (children placed gi
with a non-offending parent do not qualify) g

%
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The Multidisciplinary team from DCFS, DMH, and Kedren will work collaboratively to:
e Develop a treatment plan, including mental health treatment options for the child,
parent(s), and caregiver
e Identify and link client/family to necessary and viable community resources
e Consider reunification, permanency, and visitation goals
e Evaluate the appropriateness of placement with the current caregiver and potential
caregivers.

Adult Outpatient (AOP): The AOP provides ongoing mental health services to adults (18-64)
who are experiencing psychiatric concerns. Services may include individual, family and group
therapy, case management, rehabilitation services, peer support, and medication support. The
goal is to stabilize clients, make them more independent, and acquire healthier coping skills to
function better socially, emotionally and behaviorally within the home and in the community.
Adults presenting with emotional disturbances related to a DSM diagnosis are eligible for
service. Adults in the AOP will find the following are potential examples of mental health
services and supports clients may receive:

e Individual psychotherapy with the use of evidenced-based practices

e Group counseling

e Medication evaluation and medication support services

e (Case management

e Linkage to physical health care services

e Linkage to employment, vocational training and/or volunteer opportunities

e Dedicated professionals committed to your success in accomplishing goals that are
important to your health, well-being, safety and stability

Adult FCSS/Resilience, Recovery, Reintegration (RRR): RRR Services are specialized clinical
services delivered by a multi-disciplinary treatment team of mental health professionals and
paraprofessionals specifically trained to work with adult populations. Some RRR clients may be
unwilling to receive services in traditional mental health settings due to the stigma associated
with mental illness. Services will be provided in locations in the community, such as the offices
of a primary care physician or in their homes. RRR includes therapy, rehabilitation services,
medication management and medication support, housing services, outreach and engagement
screenings and assessments to determine the level of functioning and impairment, individual,
dyadic, family and group psychotherapy, crisis intervention, family education and support,
linkage and case management.

This program is for clients ages 18-64 with a need for moderate intensity mental health
services. Clients are referred by the community at large, including: local mental health clinics,
primary care settings, homeless shelters and older adult residences, hospitals, religious
organizations and senior centers. The RRR services may be clinic-based, home-based, or
community-based. They include collaboration with primary care services, peer supports, and

9
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supportive employment assistance. Clinic-based services will often utilize cognitive-behavioral
therapy (CBT), dialectical behavioral therapy (DBT), and trauma services. Services are intended
to increase well-being and reintegration. Some of the specific services may include:

e OQutreach and Engagement

e Individual psychotherapy with the use of evidenced-based practices

e Group counseling

e Medication evaluation and medication support services

e (Case management

e Linkage to physical health care services

e Home or community visits to increase accessibility and to strengthen a client’s network
of relationships & decrease social isolation.

e Case Management—Ilinkage and referral

e Benefits establishment services

Wellness Center: The purpose of the Wellness Center is mental health recovery, which
supports values of hope, choice, respect, cultural sensitivity, achieving meaningful roles, self-
determination, acceptance, and healing. Wellness Center programs and activities are directed
towards empowerment and the development of self-efficacy and increased community
functioning. This is executed in the forms of groups, peer support, and various resources. Adults
ages 18-64 presenting with emotional disturbances related to a DSM diagnosis yet are
stabilized (with or without medication support) are eligible for service. The Wellness Center
program is focused primarily on medication-management services, enhancement of self-
efficacy, and life planning.

Services in the Wellness Center include:
e Medication management and support services
e Limited counseling services
e Self-help and self-expression groups
e Case management
e Peer support
e Healthy living groups and interventions
e Linkage Services to essential resources in the community to further recovery

Adult FSP: Adult Full Service Partnership (FSP) programs are designed for those ages 26-59 who
have been diagnosed with a severe mental illness and would benefit from an intensive service
program. The foundation of Full Service Partnerships is doing “whatever it takes” to help
individuals on their path to recovery and wellness. FSPs embrace client driven services and
supports with each client choosing services based on individual needs. Unique to FSP programs
are a low staff to client ratio, a 24/7 crisis availability and a team approach that is a partnership
between mental health staff and consumers.
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Adults eligible for this program are or have experienced the following within the last year:
homelessness, jail or frequent contact with the criminal justice system, frequent admissions to
psychiatric hospitals or receiving psychiatric emergency services, and/or living with family
members and at risk of any of the above circumstances. Adult FSP programs assist with
housing, employment and education in addition to providing mental health services and
integrated treatment for individuals who have a co-occurring mental health and substance
abuse disorder. Services can be provided to individuals in their homes, the community and
other locations. Peer and caregiver support groups are available. Embedded in FSPs is a
commitment to deliver services in ways that are culturally and linguistically competent and
appropriate. Together, the consumer and treatment team determine the type and frequency of
services provided based on the client’s recovery goals. Because services provided are unique to
each individual consumer, not all persons will require all of the services listed.

AB-109 Program: AB-109 provides treatment to a specific population of men and women, who
have been incarcerated and suffering from various forms of mental illness. Patients are referred
to Kedren’s AB-109 Program, from a Los Angeles County DMH Hub. Patients are assessed for
mental health needs at the Hub and given a referral to an agency that would best
accommodate their needs. Kedren provides patients with a high-level of care through a multi-
disciplinary treatment team. Individuals who have been incarcerated and also have a comorbid
mental illness are eligible for AB-109 Program services. Further, patients must be referred
directly by the Department of Mental Health to Kedren and must also meet medical necessity
diagnostics and impairment criteria.

AB-109 clients receive services from a multidisciplinary team, including a psychiatrist, therapist,
and case manager. Clients will be provided individual and/or group counseling services, in
addition to linkage to resources for rehabilitation, housing, employment, educational, and
health. Clients are assisted in various processes related to their rehabilitation and reintegration
with therapists and case managers who engage with them in community settings.

Intensive Case Management Services (ICMS): ICMS are integral to clients in permanent
supportive housing and are designed to assist homeless clients with achieving and maintaining
health, mental health, and housing stability. The program’s intensive case manager serves as
the central point of contact for the referred client through which care and services are
coordinated in efforts to assist clients become stable in the housing environments. Clients entry
into the program is determined by Housing For Health (HFH) and through referral by HFH to
Kedren. The clients served by ICMS services are HFH clients whom are homeless and present
with a chronic illness or physical disability, and/or are high utilizers of DHS services.

ICMS includes, but is not limited to, the following authorized activities: outreach and
engagement; intake and assessment; service planning; housing and rental assistance; linkages
to health, mental health, substance use disorder services and other supportive services;
ongoing monitoring and follow-up; assistance with benefits establishment, transportation, and
legal issues; crisis management; eviction prevention; client education; housing location
services; coordination and collaboration with HFH partners.
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Employment Linkage — CA Department of Rehabilitation (CA DOR) Partnership: CA DOR
administers vocational rehabilitation services and advocacy to persons seeking employment,
independence, and equality for individuals with disabilities. Services are tailored to each
individual to ensure a greater chance of success. Kedren partners with CA DOR to provide our
clients with opportunities to achieve their employment goals and advance their vocational
skills. The Kedren — CA DOR partnership eligibility for vocational rehabilitation services are
being active Kedren clients ages 18 and above whose with a physical, mental, emotional, or
learning disability that presents as a barrier to obtaining, retaining, or regaining employment.
Kedren clients whom are referred to the CA DOR program are expected to have an interest in
employment, work collaboratively with Kedren, DOR, and DMH in order to develop an
achievable employment goal, and benefit from the vocational services needed to achieve
competitive employment.

The Kedren rehabilitation liaison(s) meet with clients who have indicated interest in pursuing
employment and are presented information related to their DOR vocational program. The
liaisons will assist the client in completing the program application, and attend the clients initial
intake appointment with the CA DOR to support and advocate for them based on their
strengths and resources. The CA DOR will then assist client with potential employment linkages
based on their interest, skills, and will provide training services to provide the client with
vocational skills, as well as prepare them for interviews and job placement.

Child Inpatient: The child inpatient program offers comprehensive diagnostic evaluation and
treatment of children ages 5-12 years of age with a variety of emotional and behavioral
problems including mood disorders, anxiety disorders, psychotic disorders, severe disruptive
behavior, and depression. The inpatient treatment team includes psychiatrists, psychiatric
nurse practitioners, psychologists, social workers, occupational therapists, registered nurses,
and case managers. In addition, each child obtains a physical by a pediatrician.

The interdisciplinary team works to provide comprehensive assessment of the child’s needs in
order to devise treatment interventions and discharge planning recommendations. The child’s
program will include developmentally-appropriate therapeutic activities in a closely supervised
environment. Extensive opportunities for observation, assessment, and intervention are
possible in this intensive setting. The treatment interventions are individually created for each
child, yet typically include a combination of individual psychotherapy, behavioral modification,
family counseling, and psychotropic medications. Specialized assessments including
psychological testing, and occupational therapy assessments, as needed. Caregivers/parents
are encouraged to actively participate with the treatment team. The goal for each discharged
child is to increase their feelings of safety towards self and others as then re-enter the
community, and to link them to outpatient providers and aftercare resources to support them.

Adult Inpatient Services: Adult inpatient offers comprehensive diagnostic evaluation and
treatment of adults ages 18-64 years of age who present as a danger to self, danger to others,
or as gravely disabled (unable to source food/clothing/shelter for themselves). The inpatient
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treatment team includes psychiatrists, psychiatric nurse practitioners, psychologists, social
workers, occupational therapists, registered nurses, and case managers. In addition, every
patient is provided with a physical by an internist. The interdisciplinary team works to provide
comprehensive assessment of the patient’s needs in order to devise treatment interventions
and discharge planning recommendations. The program will include therapeutic activities in a
closely supervised environment. Extensive opportunities for observation, assessment, and
intervention are possible in this intensive setting. The treatment interventions are individually
created for each patient, yet typically are a combination of individual psychotherapy,
occupational therapy, psychological interventions, and psychotropic medications. Specialized
assessments including psychological testing, and occupational therapy assessments, as needed.
The goal for each discharged patient is to increase their feelings of safety towards self and

others as then re-enter the community, and to link them to outpatient providers and aftercare
resources to support them.

5. Assessing Community Health Needs

Once every three years, Kedren assesses the health needs of its community to ensure that its
programs and services are continuing to meet the needs of patients, as well as residents of the
SPA 3 service area. Emphases are placed on communities and populations experiencing greater
health and behavioral health disparities. This process included collecting primary data (e.g., key
informant interviews involving the board of directors, staff, community residents, and patients),
as well as secondary data for the service area (e.g., American Community Survey, California
Health Interview Survey).

Through the Community Health Needs Assessment (CHNA) process, Kedren ensures that its
services are responsive to the health needs identified through the assessment process, and
resources within the agency and the community that are available to address them. Kedren
partners with many community-based organizations, and state and local public health and
behavioral health agencies, to ensure service area residents have access to patient-centered
services that address health and health-related social needs. As illustrated in Kedren’s 2025
Community Benefit Plan, as well as Section 11. Strategic Plan and the Implementation Strategy
of this CHNA, many of the unmet needs are addressed in partnership with community-based
organizations that service SPA 6 and surrounding areas. Partners provide programs and services
that address financial and other barriers to care, prevent illness, ensure adequate nutrition, and
address social, behavioral, and environmental factors that impact the individual and the
community.

6. Input Representing the Broad Interests of the
Community

Kedren’s 2025 - 2028 CHNA process solicited input from a representative with the Los Angeles
County Department of Public Health, who has knowledge, information, and expertise relevant
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to the health needs of the community. Input was also received from a Kedren staff member
who is a member of the Los Angeles County Department of Mental Health (LACDMH) Service
Area Leadership Team (SALT), which convenes the interests of LACDMH stakeholders from its
service areas.

The CHNA incorporated input from members of the medically underserved, low-income, and
minority populations that reside in proximity to the Kedren campus. Kedren also collected and
analyzed comments from Kedren’s Board of Directors, whereby a majority of board members
are patients of Kedren’s Community Care Clinic. A list of the key informants solicited as part of
this CHNA process is included in Appendix A, and the questions asked are in Appendix B.

In addition, Kedren received input from health care consumers and consumer advocates, health
care providers, and other community members. Through Kedren’s monthly food bank, and
other community convenings, surveys were distributed and compiled, which provided
additional input into the needs of the community. A copy of the survey (in English and Spanish)
is available in Appendix C and D.

Feedback from key informants and community members was incorporated through structured
interviews and community surveys to ensure that local perspectives guided the identification of
leading health needs. These stakeholders offered valuable insights into barriers to care, gaps in
existing services, and emerging health concerns. Their input was analyzed alongside
guantitative data such as chronic disease prevalence, and local social determinants of health
indicators. This collaborative approach ensured that the assessment reflected statistical trends
and lived experiences, allowing Kedren to determine which health needs have the most
significant impact on the community, such as access to primary care, behavioral health services,
and chronic disease management. Responses from the key informants established the following
priorities, vulnerable populations, and concerns:

Most Common Health or Mental Health Issues or Conditions

°  Substance Use Disorder / Addiction
° Diabetes

Hypertension

People Experiencing Homeless
Depression

Populations or Groups in the Community Facing the Most Barriers to Accessing Health Care
Black and Hispanic Communities

Homeless / Unhoused

Low-Income

Undocumented Immigrants

Major Gaps in Existing Health and Mental Health Services or Resources
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Affordable Housing

°  Substance Abuse Programs and Services

°  Affordable Child Care

Quality Supermarkets

° Resources for Homeless and Undocumented Populations
°  Not Enough Providers Accepting Medi-Cal

Social Determinants of Health Affecting Health Outcomes

Lack of Housing

Unemployment

Increased Stress

Reliable Transportation

°  Affordable / Healthy Food Options
Recreational Space

Types of Health and Mental Health Services or Programs Urgently Needed

°  More Mental Health and Substance Abuse Programs and Services (including access to 24/7

crisis response)

financial assistance)
°  Food Distribution Programs
Housing Programs

°  Prevention Programs for Diabetes and Wellness (e.g., yuga, medication management, stress

relief)

Responses from the community survey identified the following themes:

Survey Findings

N =30
What is your gender identity?
Female (63.33%); Male (36.67%)

Increasing Access to Economic Stability Services (e.g., housing services, food assistance,

N=31

26-39 (16.13%);
40-54 (16.13%);
55-64 (38.71%);
65+ (29.03%)

What is your age?

N = 27 (Multiple Choice)
Where do you or your family
members receive routine
health care services?

Doctor’s Office (59.26%);
Free/Low-Cost Clinic (33.33%);
No Routine Health Care (3.70%);
Urgent/Prompt Care (3.70%)
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What is your primary type of
health coverage?

N =27

Medi-Cal (92.59%);
Medicare (3.70%);
Private Insurance (3.70%)

In the past year, what types of
mental health services did you
and/or your child(ren) use?

N = 18 (Multiple Choice)
YOU:

None (55.56%);

Counseling Therapy (22.22%);

Psychiatric Medication Management (11.11%);
Residential Treatment (5.56%), Other (11.11%)

N = 11 (Multiple Choice)

CHILDREN(S):

None (72.73%);

Counseling/Therapy (9.09%);

Psychiatric Medication Management (9.09%);
Other (9.09%)

Do you feel you have
adequate access to quality
health services?

N=25

Always (56.00%);
Often (8.00%);
Sometimes (20.00%);
Rarely (4.00%);
Never (12.00%)

Most important factors for a
"Healthy Community."

N = 23 (Multiple Choice)

Affordable housing (52.17%);

Low crime/safe neighborhoods (47.83%);
Good schools (34.78%);

Clean environment (26.08%);

Good jobs/healthy economy (26.08%);

Healthy behaviors and lifestyle (26.08%%);
Access to mental health services (17.39%);
Access to substance abuse programs (17.39%);
Access to park & recreation (17.39%);

Access to affordable/fresh natural foods (17.39%);
Access to affordable healthcare (8.70%);
Other (4.32%)

Most important "Health
Problem" facing our
community.

N = 23 (Multiple Choice)

Diabetes (78.26%);

Cancer (43.48%);

Overweight/Obesity (26.09%);

Mental Health (13.04%);

Dental Hygiene (8.70%);

Heart Disease/High Blood Pressure (8.70%);
Stroke (8.70%);

Sexually transmitted diseases (4.35%);
Suicide (4.35%);

PG0080080080080800800800800800800800800800800800800800800800800800800008008008008008008008008008080800008008 00800000008 008 00 0808008008008 0000 0808008008008008x

000800800800820830800800800800800830800800800600808008008008006008008008008008006008008008008008008080830800008 0080808308008 008 00 00083080080080000808008008008008308008

<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
194
<
<
194
<
<
194
<
<
194
<
<
194



X

000800800800820830800800800800800830800800800600808008008008006008008008008008006008008008008008008080830800008 0080808308008 008 00 00083080080080000808008008008008308008

Shortage of primary care doctors (4.35%);
Other (4.35%)

Most challenging "Risky
Behaviors" facing our
community.

N = 18 (Multiple Choice)

Alcohol abuse (44.44%);

Poor eating habits (38.89%);

Drug abuse (38.89%);

Child abuse/neglect (27.78%);

Lack of exercise (16.67%);

Driving while under the influence (11.11%);
Tobacco use/secondhand smoke (5.56%);
Not wearing a seatbelt (5.56%);

Dropping out of school (5.56%);

Not wearing a helmet (5.56%)

Do you feel you have
sufficient access to affordable
and healthy food?

N=25

Always (36.00%);
Often (4.00%);
Sometimes (52.00%);
Rarely (4.00%);
Never (4.00%)

Are you satisfied with your
current housing situation?

N=25

Yes (84.00%)
No (16.00%)

Do you feel safe where you
live?

N =26

Always (69.23%);
Often (3.85%);
Sometimes (23.08%);
Rarely (3.85%)

What changes would you like
to see made to improve the
neighborhood you live in?

N = 23 (Multiple Choice)

Increased security (56.52%);

Better roads (30.43%);

Better parks/playgrounds (26.09%);
Better lighting (17.39%);

More sidewalks (13.04%);

Other (4.35%)

7. Access to Behavioral Health Care and Utilization

Residents of the service area, especially low-income residents, are challenged with a lack of
access to quality behavioral health care, and therefore far fewer people utilize it than needed
among the population. Nearly one-quarter of low-income residents (22.6%) are in need of help
for emotional/mental health problems or the use of alcohol/drugs in the past year, according to
an analysis of data from the California Health Interview Survey conducted by the University of
California, Los Angeles. While this is not significantly different from regional or state averages, it
represents about 75,000 low-income service area residents. Of those, nearly 40,000 (more than
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one-half) actually received help, which represents a gap of 45,000 residents who needed help
but did not receive it.

. Low-Income | Low-Income LA
Behavioral Health Care Access, Ages 18+ Number Number County | Calif.
Needed help for emotional/mental health problems or use of 75,463 226%| 233%| 23.5%

alcohol/drug in the past year

Did not receive treatment for emotional/mental health
problems or use of alcohol/drug in the past year (percent who 39,767 A527%| 466%| 443%
needed help)

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2023 American
Community Survey 5-Year Estimates.

Among adolescents (ages 12-17), nearly one in three (30.4%) indicated that they needed help
for emotional or mental health problems in the past year. Less than one-half of them (7,162 out
of 18,296) actually received psychological or emotional counseling during that period.

Low-Income | Low-Income LA
Access to Mental Health Care, Ages 12-17 Number Number County | Calif.
N help f ional | health I in th
eed help for emotional/mental health problems in the past 18,296 304%| 323%| 32.7%
year
Received psychological/emotional counseling in the past year 7,162 119%| 158%| 18.8%

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey 5-year pooling, and 2023
American Community Survey 5-year estimates.

8. Barriers to Access

There are many barriers to access among the service area’s low-income residents. These
include income and lack of economic opportunity due to low-skilled jobs and low education.

Occupation: The table below presents the average annual wage and employment by major
occupational category. The three lowest-paying occupations earn less than $26,500 per year,
which is considered low-income for a family of four in 2021 (mid-range of the 2019-2023
measurement period). The majority of these workers are in low-skill, physically demanding jobs
with long hours, such as janitorial, housekeeping, landscaping, caregiving/personal care, or food
service occupations. These occupational categories employ residents who represent the service
area’s “working poor.” Overall, these three lowest-paying occupations account for about one in
10 (9.9%) of the service area’s employed residents, a rate that is higher than the county (8.2%),
state (8.0%), and nation (7.7%). To further illustrate occupational disparities, there are far fewer
service area workers employed in the highest paying employment category (22.1%), than the
county, state, or nation.

Many of the occupational categories overrepresented among the service area workforce
include transportation, protective service, construction, manufacturing, material moving, and
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building, grounds cleaning, and maintenance. These are the more hazardous occupations in
terms of workplace injury, health issues related to work environments, and physical burnout.

Employment by General Category Service Service Service

Occupation (Occupations Sorted by Area Avg. Area Area LA

National Median Wage) Ann. Wage | Number | Percent | County Calif. U.S.A.
Management, business, science, and arts $58,113 102,514 22.1% 413 % 42.7 % 42.0%
Installation, maintenance, and repair $ 44,033 13,592 29% 2.4 % 26% 3.1%
Transportation $40,222 29,691 A64% 3.9% 35% 3.8%
Office and administrative support $37,890 53,813 | A 11.6% 11.0% 10.2 % 10.6 %
Protective service $37,105 13,710 A30% 1.9% 21% 21%
Construction and extraction $ 35,253 35,158 A76% 4.8% 4.7 % 4.9%
Production (manufacturing) $ 32,868 38,939 A 8.4% 51% 45% 5.4%
Material moving $ 29,446 31,198| A 6.7% 3.8% 3.8% 3.8%
Healthcare support $ 28,009 24,386| A 53% 41% 3.8% 33%
Sales and related S 27,458 42,684 9.2% 9.3% 9.1% 9.3%
?n“;::l:i::jegm””ds cleaning and $27,172| 31,944| A69%| 39%| 36%| 34%
Farming, fishing, and forestry $ 26,090 2,399 0.5% 0.3% 14% 0.6 %
Food preparation and serving-related $ 25,676 31,561 A 68% 5.4% 53% 52%
Personal care and service $ 21,785 12,139 2.6% 2.8% 2.6% 2.5%
A total loyed

pgzziitei:r’]age’ otal employe $35330| 463,728 100.0%| 100.0%| 100.0%| 100.0%
Employment in occupations with n/a 46099 A 9.9 % 8.2 % 8.0% 77%
average incomes less than $26,500 ! o i wR ?

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables B24011 and C24010.

1This value is the 2021 FPG for a family of four, or what each parent of a two-parent family of four would earn to be
at 200% FPG. Values for comparison areas were calculated separately.

Homelessness: Housing challenges have resulted in increasing homelessness across the service
area. Reliable and consistent counts for this population are challenging because homeless
counts are independent for each county and each year, with varying count timing and methods
for finding, counting, surveying people found living on the streets, in parks, and in shelters, as
well as methods for interpolating populations not found during the count. These methods vary
at least slightly from year to year. In Kedren’s service area, there were 3,347 sheltered
individuals (in emergency and transitional housing) based on the 2020 Los Angeles County
Point-in-Time count, the latest available count with neighborhood estimates as of the time of
this publication. There were also 1,591 living “unsheltered” and not in a dwelling, plus people
staying in 3,563 sheltered spaces such as cars, vans, RVs, makeshift shelters, and tents,
although no count of residents in these shelters was made, so they may have more than one
resident. This means there were at least 8,501 people experiencing homelessness throughout
Kedren’s service area.
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Unemployment: The service area’s low-income residents are more likely to be either
unemployed or not participating in the labor force. The civilian unemployment rate represents
7.8% of working-age low-income adults. When discounting those not participating in the labor
market, 11.9% of the labor force (which represents the traditional unemployment rate) was
unemployed on average between 2017 and 2021. This is the most reliable service area specific
measure of unemployment. Both rates are considerably higher than the state and the nation.
The percentage of low-income residents ages 20-64 who are not participating in the labor force
is also higher, making the labor participation rate (65.9%) significantly lower than in the county
(78.4%), state (77.9%), and the nation (78.4%). Lower labor participation typically indicates
challenges with finding employment to the extent that some people stop looking for work.

Civilian Employment Status, Ages 20-64 Lox:::‘;:’:‘e Lol‘\'lvlllr:::::‘e CoI::\ty Calif. US.A.

Employed 167,670 58.0 % 73.1% 73.1% 74.6 %
Unemployed 22,575 A78% 53% 4.7 % 3.8%
Not in labor force 98,627 A341% 21.6% 22.1% 21.6%
Total civilians ages 20-64 288,871 100.0% | 100.0% | 100.0% | 100.0%
Labor participation rate V 65.9% 78.4 % 77.9% 78.4 %
Civilian unemployment rate A119% 6.7 % 6.1% 49 %

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables B23001 and B23024.

Income/Poverty: With higher unemployment, lower labor participation, and those who do

work earning lower wages, more service area households rely on Supplemental Security income
(e.g., disability payments), at 9.4% and/or public assistance income or food SNAP (27.0%), when

compared to average in Los Angeles County, the State of California, or the U.S. Still, there was a
greater reliance on work income from employment and self-employment, but less reliance on
interest/dividends/rent (typically enjoyed by higher-income households), or forms of

retirement income.

Household Source of Income (Households may | Service Area | Service Area LA

have more than one source of income) Number Percent County Calif. U.S.A.
w/ Wage or salary income 233,609 77.6 % 78.2 % 77.2% 749 %
w/ Self-employment income 42,441 14.1% 15.9% 13.7% 11.0%
w/ Interest, dividends, rent income 22,793 7.6% 17.8 % 21.2% 19.4 %
w/ Retirement income 40,709 135% 16.9 % 21.6% 24.2 %
w/ Social Security income 76,206 253 % 25.8% 28.1% 31.2%
\(/iviﬁ:;ﬁf\lsmental Security income (e.g., 28 380 A9.49% 6.6 % 599 519%
w/ Public assistance income or SNAP 81,241 A27.0% 15.0 % 13.0% 12.8%
w/ Other income* 35,075 Al1l7% 10.4 % 11.1% 10.6 %
Total households 301,014 100.0% | 100.0% | 100.0% | 100.0 %

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables B19052 through B19060.
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*Primarily Ul, worker's comp., VA, alimony/child support, payments to family members in other households, and
military family payments

Low-income service area residents struggle in low-paying occupations and experience high
rates of unemployment and public assistance dependence. As such, nearly one-half of service
area residents (47.5%) live below 200% of the federal poverty guideline (FPG), which is a much
larger portion of the population compared with the county (31.1%), state (27.5%), and nation
(28.5%). Those living in households earning less than 200% of the FPG are deemed “low-
income,” have the greatest financial barriers to accessing health care, and are therefore
Kedren’s target population. Nearly one in three service area residents (31.5% or more than
328,000 individuals) live below 138% of the FPG, which is the income eligibility threshold for
expanded Medicaid (Medi-Cal in California). Nearly 225,000 residents (21.5%) live below 100%
FPG, which is the threshold to be deemed “living in poverty” by the US Department of Health
and Human Services.

Income as a Percent of Federal Poverty Service Area | Service Area LA

Guideline (FPG) Number Percent County Calif. U.S.A.
Below 100% FPG 224,582 A 215% 13.6 % 12.0% 124 %
100% to 137% FPG 103,751 A9S9% 6.6 % 5.7% 5.8%
138% to 199% FPG 167,310 A 16.0% 10.9 % 9.8% 10.2 %
200% to 399% FPG 349,334 A 335% 28.8% 27.5% 29.6 %
400% FPG and above 198,031 19.0 % 40.1 % 45.0 % 419%
Total pop. for whom poverty is determined 1,043,008 100.0% | 100.0% | 100.0% | 100.0 %
Total below 138% FPG 328,333 A 315% 20.2% 17.7 % 18.3%
Total below 200% FPG 495,643 A 475% 31.1% 27.5% 28.5%

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Table B17024 and C27016. Some
data extrapolated by Gary Bess Associates.

While the service area houses higher shares of low-income residents, these averages shroud
the reality that some neighborhoods in the area suffer from extreme rates of poverty. The
presence of higher-income neighborhoods in the service area raises service area averages
considerably, which is a measurement issue for many of the indicators presented in this
section. The map below shows the percent of population who are low-income by Census Tract.
The map shows that there are many neighborhoods, especially in close proximity to Kedren’s
service delivery sites, where more than two-thirds of the population (60% or greater) are low-
income. The map also serves to demonstrate the wide income disparity present across the
service area, which produces additional social barriers when wealthier residents engage in

behaviors to exclude or avoid poorer residents and not engage in economic activities where the

lower-income residents live, further exacerbating economic disparities present within the
service area.
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Low-Income Map, Kedren Service Area
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Educational Attainment: Lower educational attainment, often a result of higher immigrant
populations, the need to work to support oneself or one's family instead of going to school,
and/or limited economic opportunities, can be a barrier to income upward mobility. In the
service area, nearly four in 10 low-income residents ages 25 and older (39.7%) have not
graduated from high school. This is more than twice the county and state rates (19.3% and
15.4% respectively), and close to four times the rate of the nation (10.6%). Fewer low-income
service area residents (12.7%) have earned a Bachelor’s degree or higher, whereas more than
one-third of county, state, or national residents have one. Lower educational attainment may
impact health literacy, likely contributing to poorer mental health outcomes, and poor mental
health among youth contribute in turn to lower educational attainment.
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Educational Attainment Low-Income | Low-Income LA

Number Number County Calif. U.S.A.
Less than high school graduate 119,369 A 397%| 193% 154 % 10.6 %
High school graduate (includes equivalency) 74,418 248% | 203%| 204% 26.2%
Some college or associate's degree 68,678 V228%| 249% 27.7 % 282 %
Bachelor's degree or higher 38,201 V127%| 355% 36.5% 35.0%
Total persons age 25+ 300,666 100.0% | 100.0% | 100.0% | 100.0 %

Source: Gary Bess Associates. Estimates derived from U.S. Census Bureau, 2023 American Community Survey 5-Year
Estimates, Tables B15001 and B17003.

1population for whom poverty status is determined.

Medical Insurance Status: A lack of health insurance can pose a significant barrier to accessing
healthcare and can significantly contribute to poor health. Within Kedren’s service area, 13.3%
were medically uninsured, representing more than 140,000 people in the service area without
medical insurance. More than one-third (39.9%) of service area residents are insured through
Medicaid (Medi-Cal). Both of these are greater than the average for the county, state, or
nation. Between the two, more than one-half of residents (53.2%) were either on Medicaid or
not medically insured, which is much higher than the county (31.2%), state (26.8%), and nation

(23.5%).

e <l e e Service Area | Service Area LA .
Number Percent County Calif. U.S.A.

e e o e NG| srons|  waren| siw| esx| s
Medicare (incl. Medi-Medi) 97,278 9.2% 11.2% 10.7 % 11.6 %
Medicaid or other means-tested coverage 421,862 A 399% 22.5% 19.9% 15.0%
None/uninsured 140,468 A 133% 8.7% 6.9% 8.6%
Total noninstitutionalized persons 1,057,551 100.0% | 100.0%| 100.0% | 100.0%
Total uninsured or on Medicaid 562,330 A 532% 31.2% 26.8% 23.5%

Source: Gary Bess Associates. Estimates derived from U.S. Census Bureau, 2023 American Community Survey 5-Year
Estimates, Table B27010. Some values extrapolated by Gary Bess Associates.

Additionally, based on results from the 2023 California Health Interview Survey (5-year
average), 8.4% of low-income residents ages 18-64 within Kedren’s service area reported to
have had no insurance for all of the past year. An additional 7.4% had no insurance for part of
the year. These rates were both higher than in Los Angeles County or California. More than
one-third (36.8%) of uninsured residents were eligible to enroll in Medi-Cal based on screening
guestions. More than one-quarter (26.5%) of Medi-Cal enrollees reported having issues
renewing in the past year.
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Insurance Issues and Financial Difficulty due to Medical Low-Income | Low-Income LA

Bills, Ages 18-64 Unless Otherwise Specified Number Number County Calif.
Had no insurance for the entire past year 37,468 A 84% 6.6 % 49%
Had insurance only part of the past year 33,006 A74% 6.0 % 53%
Had insurance for the entire past year 375,561 84.2 % 87.4% 89.8 %
Population ages 18-64 446,035 100.0% | 100.0% | 100.0 %
E:ciii:ilsstfr:;l;oglleisnolt/éi?i{aI if they were to apply (percent 25127 A 36.8% 24.0% 23.1%
Had issues renewing Medi-Cal (among Medi-Cal enrollees) 29,304 A 265% 10.5% 111 %

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2021 American

Community Survey.

Low-income service area residents were more likely to have difficulty paying medical bills or
paying for basic necessities due to medical bills compared with the county or the state. Nearly
one-half (48.2%) had ever had problems paying medical bills and about one in seven (14.1%)
had ever been unable to pay for basic necessities due to medical bills.

medical bills

Low-Income | Low-Income LA
Fi ial Difficul Medical Bills, Ages 1
inancial Difficulty due to Medical Bills, Ages 18+ Number Number County Calif.
Maln'reason for currently uninsured status is cost (percent 30,044 44.0% 477 % 45.99%
of uninsured)
Ever had problems paying medical bills 22,691 A 182 % 37.7% 36.2%
Ever been unable to pay for basic necessities due to 47,080 A 141% 103 % 10.4 %

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2021 American

Community Survey.

There are shortages of behavioral health care providers throughout the service area that area
accessible by low-income residents. Because of this, low-income residents were more likely to
see a medical physician for mental or emotional issues in the past year. Nearly one third of
those receiving treatment (30.3%) received it from a primary care physician, only, and another
50% saw both a primary care physician and a specialist. Both of these were higher compared
with the county or the state and indicates a shortage of availability among mental health care

specialists.
Type of Care Received from Behavioral Health Provider, Low-Income | Low-Income LA
Ages 18+ Number Number County Calif.
Primary care physician, only 9,299 A 303% 233 % 23.3%
Mental health care specialist, only 6,044 19.7 % 38.6% 37.9%
Both 15,354 A 50.0% 38.1% 38.8%
Total receiving mental health therapy 30,697 100.0% | 100.0% | 100.0%

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2023 American

Community Survey 5-Year Estimates.
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9. Behavioral Health Issues Among the Target Population

Kedren’s target population is heavily impacted by mental health and substance use issues.
These residents are more likely to have experienced impacts to their lives due to serious
psychological distress or substance use.

Impact of Behavioral Health Challenges: The need for mental health and substance abuse
services for low-income residents of Kedren’s service area is evidenced by the number of South
Los Angeles residents who reported having mental health challenges and/or have sought
mental health care, and/or treatment for alcohol or drug use. According to the 2023 California
Health Interview Survey, 14.6% of adults (nearly 50,000 people) have ever seriously considered
suicide. Low-income residents 18 years and older self-report that they are more likely to have
serious psychological distress during the past year (17.2%), moderate or severe social and
family life impairment during the past year (25.5%, and 25.2% respectively), and have moderate
or severe household chore impairment (23.6%), compared with the county and state average.
Nearly one-quarter of adults below 400% FPG (22.2%) indicated that they do not have a
doctor’s office that connects them or their family with community-based services that can help
with mental health issues.

Mental Health Prevalence and Impact, Ages 18+ Unless Low-Income | Low-Income LA
Otherwise Specified Number Number County | Calif.

Likely to have serious psychological distress during the past
year

57,432 A172%| 142%| 145%

Moderate or severe social life impairment during the past
year

85,146 A255%| 22.7%| 229%

Moderate or severe family life impairment during the past
year

84,145 A252%| 226%| 22.8%

Moderate or severe household chore impairment during the 78,801 A236%| 21%| 223%

past year

Moderate or severe work impairment during the past year 8 988 20%| 227%| 233%
(workers ages 20-64)

Ever seriously thought about committing suicide 48,749 146%| 153%| 16.8%

D h 's office th family with
oes not have a doctor's office that connects family wit 25,648 A222%| 160%| 158%

community-based services (percent 400%+ FPG)

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2023 American
Community Survey 5-Year Estimates.

Substance Use: Drug abuse is slightly higher than county and state averages among low-income
adults compared with the county and state average. A higher incidence of misused prescription
pain killers (2.0%) was reported. Additionally, both heroin (0.8%), and methamphetamine
(1.2%) use are higher than the county and state average. More than one in seven low-income
adults (14.8%) have admitted to binge drinking sometime in the past month and nearly one in
eight adolescents have tried alcohol.

PG00 o00000008 00008008008 0000008008008 000000 0800800008 0080008088 MMMMMMMMMM&%&%&%&

000800800800820830800800800800800830800800800600808008008008006008008008008008006008008008008008008080830800008 0080808308008 008 00 00083080080080000808008008008008308008

&
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
194
<
<
194
<
<
194
<
<
194
<
<
194



X

W@QMMMMMMMMMMMMMMMM $03080830830830830830830830850800800808008308308008008008080083083083080080080080080083083080080080080080083083085080080085

000800800800820830800800800800800830800800800600808008008008006008008008008008006008008008008008008080830800008 0080808308008 008 00 00083080080080000808008008008008308008

Substance Use, Ages 18+ Unless Otherwise Specified Lon:::;:’:‘e Lolnvl;::;(;:ne CoI;lI;ty Calif.

Misused a prescription painkiller in the past year (2023) 6,626 A20% 0.8% 0.7%
Used heroin in the past year 2,672 A 08% 0.2% 0.2%
Used methamphetamines in the past year 4,005 Al12% 1.0% 1.0%
Misused prescription stimulants in the past year 334 0.1% 1.1% 0.9%
Engaged in binge drinking in the past month (2021-23) 49,417 148% | 184%| 183 %
Engaged in binge drinking in the past month (ages 12-17) 783 13% 2.7% 43%
Ever had an alcoholic drink (ages 12-17) 7,101 11.8%| 189%| 219%

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2023 American
Community Survey 5-Year Estimates, unless otherwise specified.

Drug-induced mortality is higher than the county or state averages, even if not higher than the
national average. However, when alcohol-induced mortality, especially when it is age-adjusted,
is higher than all three (county, state, and national average).

Drug- and Alcohol-induced Mortality, Age-Adjusted Se;l\:jicr'.:bl:ea Af:;v;;ete COIl"I: ty | calif. | US.A.
Crude drug-induced mortality 1,256 26.1 21.6 24.0 30.3
Age-adjusted drug-induced mortality 25.1 20.1 22.9 30.4
Crude alcohol-induced mortality 1,022 21.3 21.6 15.8 14.6
Age-adjusted alcohol-induced mortality A 213 20.1 14.1 12.8

10. Demographic Cultural Factors Impacting Health Care

Demand and Access

Race/Culture: There is significant ethnic and cultural diversity among the low-income
population in Kedren’s service area, with the vast majority of service area residents identifying
as non-White (96.5%), a rate that is more than twice that of the nation (44.8%). The largest low-
income racial/ethnic group is Hispanic or Latino (68.9%), a composition that exceeds the state's
(39.8%) and is more than three times the national rate (19.0%). The next largest racial/ethnic
group within the service area is Black or African American (23.2%), almost twice the national
average. There are also a small but significant Asian (South or East) or Asian Indian and
American Indian/Pacific Islander low-income populations living in the service area.
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Caucasian)

Race/Ethnicity* Low-Income | Low-Income LA

v Number Number County Calif. U.S.A.
Hispanic or Latino 341,337 A689%| 483% 39.8% 19.0%
Black or African American 115,045 A232% 7.8% 55% 12.4%
Caucasian, non-H.ispanic (incl. North African and 17201 35% 252 % 346% 582 %
West/ Central Asian)
Asian (South or East) or Asian Indian 12,377 25%| 15.0% 153 % 5.8%
AmeriFa_n Indian, Alaska Native, Native Hawaiian, 7 658 A15% 159% 159% 11%
or Pacific Islander
Other/ Multiple (non-Hispanic) 3,115 0.6% 39% 4.6 % 4.4 %
Total 495,644 100.0% | 100.0% | 100.0% | 100.0 %
Total “non-White” (Hispanic/Latino and/or non- 478 443 a965%| 7a8%| es5.4%| a418%

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Table BO3002, B17001, and

B17001B-170011

“Hispanic/Latino is separated only from White and Other. It is duplicated in all other race categories.

The service area’s annual, per capita income is less than the nation’s per-capita income and
barely over half the state’s per capita income. In Kedren’s service area, despite having the
highest population, Hispanic/Latino households have the lowest income among all ethnicities,
earning less than $20,000 per person per year. This is followed in order by American
Indians/Pacific Islanders at $24,000, Black or African Americans at less than $32,000, and Asian
at $33,000. All four of these races and ethnicities have lower per capita incomes than the
national and state averages. Caucasians are the highest income earners in the service area and
the state. Caucasians earn more than 2.5 times that of Hispanics in the service area, a disparity
of more than $30,000 per year (52,500 per month).

Income by Race/Ethnicity? Service Area | LA County Calif. U.S.A.
Cauca5|an,. non-Hispanic (incl. North African and West/ $50,193 $74,540 | $68410| $50,874
Central Asian)

Asian (South or East) or Asian Indian V $33,425 $50,506 | $58,949 | $54,523
Black or African American Vv $31,631 $39,087 | $38,653| $30,317
American Indian, Alaska Native, Native Hawaiian, or Pacific ¥ $23,955 $31,794 | $32,603 | $27,243
Islander

Hispanic or Latino Vv $19,824 $27,313| $27,975| $ 27,653
Per capita income, all persons V $24,149 $44,319| $47,977 | $43,289

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables B19301, B19301B through

B19301D, B19301H, B19301I. Some values extrapolated by Gary Bess Associates.

IHispanic/Latino is separated only from White and Other. It is duplicated in all other race categories.

A more accurate measure of ethnic or cultural identity is ancestral identity indicated in the
American Community Survey. Nearly one-half of the population (49.0%) identifies as Mexican.
The next four are also Hispanic or Latino identities, including those of Salvadoran, Guatemalan,
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and Honduran descent. African identity is next. The remaining top 15 identities include a wide

range of American and Asian identities.

Non-Western Ancestral Identity (Includes Service Area | Service Area LA

Multiple Identities of Individuals) Number Percent County Calif. U.S.A.
Mexican 520,472 A 49.0% 35.5% 32.3% 11.3%
Salvadoran 104,091 A 98% 4.4 % 1.9% 0.7%
Guatemalan 63,613 A60% 2.8% 1.2% 0.5%
Other or multiple Hispanic or Latino 18,761 A138% 1.2 % 0.9% 0.6%
Honduran 15,536 A15% 0.6 % 03% 0.4%
African 14,418 Al14% 0.5% 0.4% 0.5%
Aztec 8,444 A 08% 0.6 % 0.5% 0.2%
Belizean 7,945 A07% 0.2% 0.1% 0.0%
Chinese, except Taiwanese 7,164 0.7% 53% 4.8% 1.6%
,::;iirfiic;adn Indian and Alaska Native, Tribe not 6,729 0.6% 0.6% 0.6% 0.4%
Filipino 6,684 0.6 % 4.2 % 43 % 1.3%
Korean 6,310 0.6 % 2.3% 14% 0.6 %
Maya 5,487 A05% 0.3% 0.2% 0.1%
Nicaraguan 4,550 A 0.4% 04 % 0.3% 0.1%
All other Latin American Indian (with only one 3,880 A 04% 03% 02% 01%
group reported)

Total population 1,062,422 100.0% | 100.0% | 100.0% | 100.0%

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables BO5006 and B01003.

These groups tend to be geographically distinct. For example, the neighborhoods dominated by

Mexican identities include the eastern half and northern tip of the service area. Central

American areas are in various neighborhoods west of Kedren’s service sites. Black identities
(which include African and American ancestral identities) are found in the eastern extent of the

service area.
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Dominant Identity by Neighborhood, Kedren Service Area
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More than one-third of service area residents (34.8%) are foreign-born, which is higher than in
Los Angeles County (33.4%), California (26.7%), and significantly higher than the national
average (13.9%). Of the foreign-born residents in the service area, the largest share was born in
Mexico (19.3% of the population). Other Central American nations in the top ten include El
Salvador (third), Guatemala (fourth), Honduras (fifth), Belize (sixth), and Nicaragua (eighth).
There are also significant populations from east Asian nations such as the Korea (seventh), the
People’s Republic of China (ninth), and the Philippines (tenth). Competencies in a diverse range
of cultural backgrounds are required to ensure service availability to the entire population of

the service area.

PG00 o00000008 00008008008 0000008008008 000000 0800800008 0080008088 MMMMMMMMMM&%&%&%&

000800800800820830800800800800800830800800800600808008008008006008008008008008006008008008008008008080830800008 0080808308008 008 00 00083080080080000808008008008008308008

&
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
194
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
<
194
<
<
194
<
<
194
<
<
194
<
<
194
<
<
194
9



X

W@QMMMMMMMMMMMMMMMM $03080830830830830830830830850800800808008308308008008008080083083083080080080080080083083080080080080080083083085080080085

e R T A e “Number | percent | comty | cali. | usa

U.S. and U.S. Territories 692,364 65.2% 66.6 % 733 % 86.1 %
Mexico 205,120 A 193% 11.7% 9.8% 33%
El Salvador 65,609 A62% 2.7% 1.1% 04%
Guatemala 42,702 A40% 1.8% 0.8% 0.3%
Honduras 10,265 A10% 0.4% 0.2% 02%
Belize 6,636 A 06% 0.1% 0.0% 0.0%
Korea 3,898 0.4% 1.4% 0.8% 03%
Nicaragua 3,262 A03% 0.2% 0.2% 0.1%
China, excluding Hong Kong and Taiwan 3,169 03% 19% 1.7% 0.7%
Philippines 2,790 03% 23% 21% 0.6 %
All Other Nations 26,607 25% 10.8 % 10.0 % 7.9%
Total population 1,062,422 100.0% | 100.0% | 100.0% | 100.0%
Total foreign-born 370,058 A 348% 33.4% 26.7 % 13.9%

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables BO5006 and B01003.

Age: Low-income residents of the service area are more likely to be young families with higher
numbers of children. The share of all age groups below 45 years old is higher among low-
income residents in the service area compared to Los Angeles County, California, or the U.S.
More than one-quarter of the low-income population (28.1%) is under the age of 18.

Age Distribution Low-Income Number | Low-Income Number | LA County Calif. U.S.A.

Ages 0-5 41,018 A 83% 6.4 % 6.8 % 6.9 %
Ages 6-17 98,070 A 198% 145%| 154%| 152%
Ages 18-24 55,890 A 113% 8.9% 9.1% 9.1%
Ages 25-44 139,495 28.1% 299%| 286%| 26.8%
Ages 45-64 109,967 22.2% 256%| 248%| 25.1%
Ages 65-74 32,574 6.6 % 8.6% 9.0%| 10.0%
Ages 75+ 18,630 3.8% 6.1% 6.3% 6.8 %
Total Population 495,644 100.0 % 100.0% | 100.0% | 100.0 %
All Children Age 0-17 139,088 A 28.1% 209% | 222%| 22.2%
All Seniors Age 65+ 51,204 103 % 147%| 153%| 16.8%

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables B01001 and B17024.

Sexual Orientation and Gender Identity: Nearly one in 10 service area residents is homosexual,
bisexual, or other non-straight or non-heterosexual orientation. A much larger share identified

s “other,”

which is inclusive of asexual, pansexual, unknown, or curious, and a longer list of
other sexual orientations. Low-income service area residents identified as not

sexual/celibate/none/other at a rate more than 50% higher than the county and state average.
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The transgender or non-confirming population (including intersex, gender-diverse, and other
non-cis identifying and presenting individuals) in the service area represents a smaller share
than average in the county or state. Among adults, the population may be less than one
percent, although among adolescents, who have presumably received some education about
what these gender identities represent, more than one-quarter expressed at least some sense
or curiosity about identifying as gender non-conforming, which means this group as adults may
be larger in the future.

Sexual Orientation and Gender Identity, Ages 18+ LONWL::;(;Te Lo:lvl;:::)c;r:me COII-.IAnty Calif.

Straight or heterosexual 301,182 90.2% 89.1% 89.6 %
Gay, lesbian, or homosexual 7,345 2.2% 4.0% 3.7%
Bisexual 10,684 32% 43 % 44 %
Not sexual /celibate / none / other 14,360 A43% 2.5% 23%
Total ages 18+ 333,905 100.0 % 100.0% | 100.0 %
Transgender or gender expansive (2023) 1,669 05% 0.8% 1.1%

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2023 American
Community Survey 5-Year Estimates.

Child Development: Nearly two-third of adults living in the service area (64.7%) reported
having at least one or more adverse childhood experiences (ACEs). ACEs include household
dysfunction caused by mental illness, abuse, substance use, incarceration, and physical and
emotional neglect and abuse. These situations often lead to divorce, single parenthood, or out-
of-home placements, including foster care. The living situations evaluated here are often the
result of ACEs, not the cause: we are not suggesting that, for example, single parents are the
cause of ACEs, but rather, single parenthood is more likely to be the result of ACEs that have
taken place previously than with parents who are able to live together. In this example, single
parents are the ones who, often alone, work diligently with their children to overcome past
trauma—they are the heroes in these stories.

New survey data for 2023 indicate that slightly fewer low-income adults report having
experienced ACEs as children. Still, nearly one in five adults (18.6%) have experienced four or
more ACEs as children. Individuals with multiple ACEs may be more likely to perform poorly in
school, be unemployed, and develop high-risk health behaviors, such as smoking and drug use.
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Number of Adverse Childhood Experiences (ACEs), Ages Low-Income | Low-Income LA

18+ Number Number County Calif.
None 117,867 353 % 34.6 % 32.4%
1-3 ACEs 153,932 46.1 % 46.9 % 47.8 %
4 or more ACEs 62,106 18.6 % 18.5% 19.8 %
Total ages 18+ 333,905 100.0% | 100.0% | 100.0 %
Had any ACEs (ages 12-17) 32,620 A 542 % 40.5% 42.7%

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey and 2023 American
Community Survey 5-Year Estimates.

Low-income residents are less likely to have had their children assessed for behavioral or
developmental issues, which can lead to compounding issues when they become adults. They
were more likely to have never been asked about learning, development, or behavioral

concerns; less likely to have completed a standardized developmental and behavioral screening
tool; and less likely to have had their health provider or school official conduct a development
assessment or test compared with the county or state averages.

Low-Income | Low-Income LA
hild D | ing, A 1-11
CHIIDENS EP e e Snla et Number Number County Calif.
Provider/teacher/counselor never asked a parent if they
have concerns about child's learning, development, or 37,903 A 40.4% 38.0% 353%

behavior

Parents never completed a standardized developmental &

. ) 54,698 A 583 % 57.2% 51.9%
behavioral screening tool

Child's doctor, health provider, or school officials never did

37,250 A 39.7% 26.3% 25.1%
a development assessment or test

Child's doctor/health provider or school officials never did a

physical task assessment 40,062 42.7% 45.0% 44.0%

Total ages 1-11 93,822 100.0% | 100.0% | 100.0 %

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey 5-Year Pooling and 2023
American Community Survey 5-year estimates.

Generally, fewer parents of low-income service area youth report emotional, concentration, or
behavioral difficulties in the past six months (18.0%) compared with California (21.6%).
However, this is still reported for almost one in five children. Very few low-income parents,
fewer than one in 20, reported that their child received any psychological or emotional
counseling in the past year.
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Low-I Low-I LA
Behavioral Difficulties Among Children Ages 4-11 o;vur:;:rrne onlur:tt:’:r:\e County | calif.
Child has .had d|ff|cult!es with emotion, concentration, or 12,711 18.0% | 19.1%| 21.6%
behavior in the past six months
Child received any psychological or emotional counseling in 3,037 43% 99%| 10.8%
the past year

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey 2-year estimate and
2023 American Community Survey 5-Year Estimates.

Neighborhood Safety: Low-income service area residents tend to be more skeptical of other
people living in their neighborhood. This can lead to feelings of mistrust and isolation, which is
detrimental to mental health. Yet residents are more likely to feel unsafe in their
neighborhood, disagree that neighbors are helpful or can be trusted, and that people do not get
along in their neighborhood. They are also less likely to believe that a nearby park or
playground is safe for their children during the day. Also contributing to mental health
degradation is feeling that their housing situation is unstable, which is also more likely among
low-income service area residents compared to the state or county average.

Low- Low-
Neighborhood Safety, Ages 18+ Unless Otherwise Specified Income Income LA
Number | Number | County | Calif.

Feels safe only some or none of the time in their neighborhood 137,905 | A 413%| 176%| 12.8%
Disagree that neighbors are helpful 117,203 | A 351%| 240%| 20.0%
Disagree that neighbors can be trusted 151,259 | A 453%| 245%| 19.8%
People in the neighborhood do not get along 112,527 | A 33.7%| 17.8%| 142 %
Nearby park or playground is not safe during the day (ages 1-11) 29,925 | A 319%| 15.6%| 11.7%
Feels safe only some or none of the time in their neighborhood 137,905 | A 413%| 176%| 12.8%

Source: Gary Bess Associates, calculated from the 2023 California Health Interview Survey, 5-year estimate unless
otherwise specified, and 2023 American Community Survey 5-Year Estimates.

Finally, service area residents, not just low-income residents, are more likely to have health-
related social needs that also impact the need for mental health services. More than four in 10
residents (40.3%) reported always, usually, or sometimes feeling socially isolated. Nearly four in
10 (39.1%) only sometimes, rarely, or never get the social and emotional support they need,
and more than one-third (35.8%) report food insecurity in the past year.

Service Area | Service Area LA

Health-Related Social Needs, 2022 and Ages 18+ .

ea A SIS and Ages Number Percent County | Calif. U.S.A.
Always, usually, or sometimes feeling socially 319,140 A 203 % 348%| 348%| 31.9%
isolated
Only somgtlmes, rarely, or never getting the social 309,307 A391% 315%| 307%| 251%
and emotional support needed
Food insecurity in the past year* 283,276 A 358% 17.2%| 158%| 13.9%

Source: U.S. Census Bureau, 2023 American Community Survey 5-Year Estimates, Tables B0O1001 and B17024.

*Food bought always, usually, or sometimes did not last, and did not have money to get more.
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11. Strategic Plan and Implementation Strategy

As documented in this 2025 — 2028 CHNA, there are primary care and behavioral health
challenges, among other barriers to access. In the past 60 years, Kedren has worked toward
reducing barriers and closing the divide in treatment that separates low-income from higher
income residents of the Los Angeles area. However, as this needs assessment documents, more
work can be done to further close this gap. In illustration of the ongoing integration between
primary care and mental health is below:

Kedren Primary Care-Mental Health Integration Conceptual Diagram

PRIMARY CARE MENTAL HEALTH

KEDREN KEDREN

*  FQHC * |npatient Acute Psyc.

* 2 Clinics at Avalon *  Qutpatient Services

* Quarterly Community Health Fairs * Field Based Clinical Services

*  Faith-based Outreach & Screenings * Goto Wellness Center: Nutrition,
* Co-located Mental Health at Private Stress Management, Substance

Abuse Groups, Behavioral Change
Classes, Meditation & Relaxation
Co-located & Groups, Weekly Food Journal &
Collaborative Exercise, Medication Education and

Primary Care Clinics

COMMUNITY COLLABORATIVE One-on-One Dietician & Rehab
Co-locate within the Private Primary Care Specialists
Physicians offices to bring Mental Health
Screening, Behavioral Intervention & COMMUNITY COLLABORATIVE
Training for Nurses and provide classes to Satellite Offices located within Faith
Private Physician Patients at Kedren: Based Organizations

Co-locate within Private Primary Care
- Nutrition - Parenting Tips Physician Offices to provide mental
- Diabetes Management 0 N E STO P health screenings and referrals.

- Parenting for AHDH/ ADD Children ' ‘\ O A
SHOP

Integration with Primary Care: In its most recent 2025 Kedren Community Benefits Plan, it was
concluded that the greatest impact Kedren can have on its current patient population is further
integration of services with Kedren Community Care Clinic, a neighboring primary care clinic

and Federally Qualified Health Center, to provide for the primary care needs of Kedren patients.

Often, primary medical care has been considered a need that is secondary to mental health at
the hospital, and Kedren is working toward giving both primary and mental health equal
weight. This is true not only at the mental health hospital but also at the primary care clinic,
which plans to refer more patients for mental health and substance use counseling services at
the hospital. The goal is to have a singular patient flow model whether entry to care is at the
hospital or primary care clinic.
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Financial Management Improvements: As an organization that seeks to treat patients
regardless of their ability to pay, a culture among staff had development that led to reduced
service record keeping. Much work has been done the past three years to change the culture
among providers to one that values data and record keeping, with the goal of providing more
accurate billing and records of charity care. The next step is to convert the more accurate
record keeping into improved financial and billing systems and tracking to ensure that Kedren is
compensated for its work whenever appropriate. The ultimate goal is to improve revenues in
order to hire additional providers and case management staff to work to close the health access
gap among Kedren’s service area residents.

Partnership Expansion: Kedren will continue actively working to expand partner programs to
both increase funding for services and increase referrals to Kedren for needed behavioral
health care. Perhaps the most successful funding mechanism for Kedren’s services to patients
without the ability to pay have been the development of these partnerships which result in
grants and contracts to fund services referred from partner organizations, mostly departments
of California and Los Angeles County. Kedren plans to build upon this success by building more
relationships with other state and local departments as well as private foundations and other
grant makers. These are the funds that result in immediate capacity building at Kedren that is
used to further reduce the existing gap in mental health outcomes between the wealthy and
the underserved.

Health Needs Identified

A multi-step process was used to arrive at a final list of health needs for the CHNA. The steps
included organizing a matrix of topics/themes by data source, then adding detailed context for each
topic/theme as mentioned in each data source. A final review of the topics/themes according to
each data source was completed and included 1) common needs identified between all data
sources, and 2) unique needs that Kedren may be able to address given its current capacity. Based
on Kedren’s 2025-2028 CHNA survey results, the top five health priorities are:

Priority 1. Kedren will continue to provide the full continuum of integrated Primary Care, Mental
Health, and SUD treatment services across the life cycle, with a specific focus on increasing access
for special populations (e.g., people experiencing homelessness, low-income, recently released
from incarceration), as well as address stigma in the community with an emphasis on increasing
community knowledge and access to underutilized programs and services.

Priority 2. Kedren will become a recognized Patient-Centered Medical Home (PCMH) that
continues to put patients at the forefront of care, and to build better relationships between patients
and their clinical teams. PCMH designated entities have shown to improve access to health care,
increase patient satisfaction with care, and improve patient health.

Priority 3. Kedren will continue to provide benefits assistance to patients including education to
the uninsured, under insured and undocumented patients who may be able to access primary
medical care and/or behavioral health services via state benefits and/or local benefits.
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Priority 4. Kedren will continue focus on integrating behavioral health and medical care services
by focusing on chronic diseases prevalent in the communities served (e.g. diabetes, obesity,
asthma, high blood pressure, etc.) and its interaction with SUD/MH. This includes addressing
comorbidity and the need to provide integrated and coordinated care via shared electronic charting
and regular provider case communication and conferencing.

Priority 5. Kedren will develop new, and strengthen existing, partnerships with community
partners that provide health and social services in order to increase access to services at Kedren

and in the community.

Since the approval of the 2025 - 2028 CHNA, Kedren’s data and evaluation team are monitoring
the progress of each outcome associated with the priorities listed above on a quarterly basis.

CHNA Implementation Strategy

Priority 1: Expand Integrated Primary Care, Mental Health, and Substance Use Disorder
Services with a Focus on Access for Special Populations

Goal

Increase access to comprehensive, integrated primary care, mental health (MH), and substance
use disorder (SUD) treatment for vulnerable and underserved populations, while reducing stigma
and increasing community awareness of services.

Objectives
1. Increase service utilization among people experiencing homelessness, individuals and
families who meet FPL guidelines, and those recently released from incarceration.
2. Improve community understanding of MH/SUD services and reduce stigma related to
seeking care.
3. Increase awareness of underutilized programs and close gaps in access.

Key Activities / Strategies

o Expand outreach efforts to local schools, community centers, shelters, encampments, and
reentry programs.

e Develop mobile teams or extend hours to support hard-to-reach populations.

e Implement campaigns, including community education workshops, print materials, and
social media messaging about Kedren’s programs in both English and Spanish.

o Enhance care navigation for MH/SUD services, including same-day access or warm
handoffs.

e Provide training on trauma-informed care and culturally responsive engagement for staff.

o Reduce barriers to care through transportation supports, flexible scheduling, and walk-in
access.

Responsible Parties
President/Chief Executive Officer; Chief Operations Officer; Chief Medical Officer (Behavioral
Health); Chief Medical Officer (Primary Care); Outreach and Enrollment Team.
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Key Partners
Homeless service providers, shelters, reentry programs, county public and mental health
departments, local schools, community centers.

Timeframe
2025-2028 (ongoing).

Evaluation Measures
e Increase in number of targeted population patients served.
e Increase in MH/SUD screenings and follow-up appointments.
o Increase outreach contacts made per quarter.
o Patient satisfaction survey results.
o Track utilization of Kedren’s programs (baseline vs. year-over-year).

Priority 2: Achieve and Sustain Patient-Centered Medical Home (PCMH) Recognition

Goal
Transform care delivery to achieve PCMH recognition and improve access, coordination, patient
experience, and health outcomes.

Objectives
1. Meet national PCMH recognition standards related to team-based care, quality
improvement, access, care coordination, and patient engagement.
2. Strengthen relationships between patients and clinical teams through structured
communication and continuity processes.

Key Activities / Strategies
e Develop a PCMH Planning Committee and internal timeline aligned with NCQA
Accreditation Body standards.
o Formalize care team structures, including role clarification and panel management
processes.
o Implement same-day access scheduling improvements.
o Standardize care coordination workflows, follow-up systems, and referral tracking.

o Increase patient engagement through patient advisory councils and feedback mechanisms.

e Train staff in PCMH domains, including quality improvement and patient-centered
communication.

Responsible Parties
Clinic Manager; Quality Improvement and Outreach Manager; Chief Medical Officer; Chief
Operations Officer.

Key Partners
External PCMH consultants, NCQA support resources

Timeframe
2025-2028 for designation; ongoing sustainability.
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Evaluation Measures
e PCMH recognition achieved/maintained.
» Patient experience scores.
o Improvement in access metrics (e.g., appointment availability, no-show rates).
e Care team quality indicators (diabetes, hypertension, depression follow-ups, etc.).

Priority 3: Expand Benefits Assistance and Financial Navigation

Goal

Increase access to primary medical care and behavioral health services by helping patients enroll

in available state and local health benefit programs.

Objectives
1. Increase enrollment rates for uninsured, underinsured, and undocumented patients.
2. Reduce financial barriers to accessing ongoing care.

Key Activities / Strategies
e Provide on-site benefits navigation appointments, walk-ins, and outreach enrollment

events.

o Offer multilingual education materials for patients about eligibility for state and local
programs.

e Train enrollment staff in current Medi-Cal, marketplace insurance, and local program
requirements.

e Implement proactive financial screening at intake and during annual visits.

o Partner with community-based organizations for co-location of enrollment specialists.

Responsible Parties
Chief Operations Officer; Clinic Manager; Quality Improvement and Enrollment Manager;
Outreach and Enrollment Team

Key Partners
County social services department, insurance navigators (e.g., Covered California), local
nonprofits.

Timeframe
2025-2028 (ongoing).

Evaluation Measures
e Number of patients screened for benefits.
e Number of successful enrollments.
e Reduction in uninsured patient rates.
o Patient utilization trends following new enrollment.
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Priority 4: Strengthen Integrated Behavioral Health and Medical Care with a Focus on Chronic
Disease and Comorbidity

Goal
Enhance coordination of medical and behavioral health services to better manage chronic

diseases (diabetes, obesity, asthma, hypertension) and their interaction with SUD/MH conditions.

Objectives
1. Improve health outcomes for patients with co-occurring chronic and behavioral health
conditions.

2. Increase provider communication, shared care planning, and use of shared electronic
health record (EHR) tools.

3.

Key Activities / Strategies

o Expand integrated care teams including primary care providers, behavioral health
clinicians, case managers, and peer support specialists.

o Implement standardized screening tools for MH/SUD and chronic disease management at
clinical visits.

o Conduct regular interdisciplinary case reviews and case conferences.

o Enhance EHR interoperability, shared charting templates, and population health
dashboards.

o Offer chronic disease self-management classes that integrate behavioral health strategies.

o Increase referrals to behavioral health for patients with chronic conditions, and vice
versa.

Responsible Parties
Chief Operations Officer; Chief Medical Officer (Behavioral Health); Chief Medical Officer
(Primary Care); Clinic Manager; Integrated Care Leadership.

Key Partners
Hospitals, specialty care providers, public health chronic disease programs, recovery programs.

Timeframe
2025-2028 (ongoing).

Evaluation Measures
e Improvement in chronic disease indicators (Alc, BMI, blood pressure, asthma control).
e Increased warm handoffs between medical and BH providers.
e Number of co-occurring condition patients enrolled in integrated programs.
o (ase conference attendance logs.
e Reduction in emergency department (ED)/hospital utilization for high-risk chronic
disease patients.
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Priority 5: Strengthen and Expand Community Partnerships

Goal
Build new and strengthen existing partnerships with community organizations to increase access
to health and social services and improve health outcomes.

Objectives
1. Increase coordination with community partners who provide housing, food security,
employment, education, and behavioral health services.
2. Expand referral pathways and co-located services.

Key Activities / Strategies

e Conduct a community partner mapping process to identify gaps and duplication.

o Formalize partnerships through referral arrangements and shared referral workflows.

o Co-locate partner services such as food distribution, legal services, or housing case

management to Kedren’s main campus, and other service delivery sites.

o Participate in cross-sector coalitions, task forces, and community events.

o Establish biannual partner communication meetings for coordinated service planning.
Responsible Parties
President/Chief Executive Officer; Chief Operations Officer; Quality Improvement and Outreach
Manager; Outreach and Engagement Team.

Key Partners
Housing agencies, food banks, schools, law enforcement, reentry programs, public health
departments, behavioral health providers, harm reduction organizations.

Timeframe
2025-2028 (ongoing).

Evaluation Measures

e Number of formalized partnerships/referral arrangements (e.g., Memoranda of
Understandings)

e Number of referrals to and from community partners.

e Number of co-located services.

o Partner satisfaction surveys.

o Increase in patient access to social services.
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A. Key Informants and Community Respondents

Kedren’s Board of Directors
Berta Ortiz, Ph.D. — Vice Chair
Jacqueline Trimble — Secretary
Teresa Marquis — Assistant Secretary
John Merhaut — Board Member
Joseph Rowland — Board Member
Virginia Hinton — Board Member
Kimberly Moore — Board Member
Angelica Celaya — Board Member

Dr. Tony Kuo
Director of Division of Chronic Disease and Injury Prevention
Los Angeles County Department of Public Health

Shaun Allen

Director of Clinical Programs and Interim Director of Social Services
Member, Service Area Leadership Team (SALT)

Kedren Health

SPA 6 Community Members
31 Survey Respondents (Anonymous)
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B. Key Informant Interview Questions

What is the most common health or mental health issues or conditions affecting people
in this community?

Which populations or groups in the community face the most barriers to accessing
health care?

What are the major gaps in existing health and mental health care services or resources
in the area?

How do social determinants such as housing, employment, or transportation affect
health outcomes here?

What types of health and mental health services or programs do you think are most
urgently needed?
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C. Community Survey — English

Kedren Community Health Center and
Kedren Psychiatric Hospital

Thank you for participating in the 2025 Kedren Community Health Needs Assessment. By
completing this survey, we will learn about our community’s health concerns. With this
information we will develop an action plan that addresses these concerns.

This survey is anonymous, which means that every effort is made to ensure that you
identify as a survey respondent is not reported. If you do not wish to answer a question,
or if a question does not apply to you, you may leave your answer blank.

SECTION 1: About You and Your Family
Check the boxes that best apply to you, and/or your child(ren) under the age of 18.

1. What is your gender identity?
[] Male [] Female
[ If your identity is not listed above, please self-identify:
[] Choose not to disclose.

2. What is your zip code?

3. Your age:
[125 or younger [126-39 [140-54
[155-64 [165 or older

4. What is your race?

[1 White (1 Black/African American [1 American Indian/ Alaska Native
[] Hispanic/Latino [1Hmong [] Asian (other than Hmong)

[ Multiple [1 Native Hawaiian/Other Pacific Islander

[] Other:

5. What is your marital status?

[1Single/Never married ] Married [] Divorced
[J Unmarried couple [] Separated [l Widowed
[1No answer

6. Are you currently employed?
[J Not employed [] Self-employed [l Employed part-time
[] Employed full-time [] Disabled [] Retired
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7. What is your highest level of education?

[ Elementary school [] Middle school
[] Some college [] Associate degree
[l Graduate school [l Technical/Trade school

[] Other:

8. What is your annual household income before taxes?

[] Less than $30,000 [1$30,000-560,000
[1$90,001-$120,000 [J Over $120,000
[I No answer

9. How would you describe your overall health?

[J Very good [] Good
[ Poor [ Not sure

SECTION 2: About Your Health and Health Care

10. Do you have a Primary Care Physician (PCP)?

You:
[JYes [INo

[JYes [JNo

Check all that apply.

[J 1 don’t know how to find a good doctor
[J My doctor has inconvenient hours

[ It costs too much money

(11 regularly see a doctor

[] Other:

I High school
[ Bachelor’s degree
[l Union apprenticeship

[]$60,001-590,000
[l Not sure

U Fair

[1Yes, but | don’t see him/her regularly
Child(ren) (if you have children under 18 at home):
[1Yes, but | don’t see him/her regularly

11. If you do not see a primary health provider regularly, please tell us why.
[J1 am uncomfortable with doctors

] Language, racial, or cultural barriers
[] Lack of transportation

12. What other kinds of health care professionals do you visit regularly?

Check all that apply.

You:

[ Medical specialist [] Dentist

[] Mental Health Professional [1 Home care nurse
[] Alternative healer (ex: Chiropractor)

Child(ren) (if you have children under 18 at home):

[ Medical specialist ] Dentist
[] Mental Health Professional [1 Home care nurse
[J Alternative healer (ex: Chiropractor)

Check all that apply.

[J Doctor’s office [1 Urgent/prompt care

(] Eye doctor
(] Spiritual healer
] Other:

(] Eye doctor
| Spiritual healer
[ Other:

13. Where do you and your family members receive routine health care services?

[l Emergency room
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[] Free/low-cost clinic [1 Homeless shelter ] School-based clinic
[ Tribal Health Center [1 No routine health care

14. What is your primary type of health care coverage?
[] Employer-sponsored plan L] Private insurance (] Medicare

[1 Medi-Cal [J No health insurance [l Not sure

15. Within the past year, what types of mental health services did you and/or your child(ren) use?

Check all that apply.

You:

[J Counseling/Therapy [ Hospitalization [ Crisis care/Emergency mental health services
[J Residential treatment [IPsychiatric Medication Management

[J Behavioral/Mental Health Clinic

[J Other:

[1N/A

Child(ren) (if you have children under 18 at home):

[J Counseling/Therapy [J Hospitalization [ Crisis care/Emergency mental health services
[J Residential treatment [IPsychiatric Medication Management

[] Behavioral/Mental Health Clinic

[] Other:

[1N/A

If you were in need of services, but were unable to access them, please explain why:

16. Do you feel that you have adequate access to quality health care?

] Always [] Often [1Sometimes []Rarely [ Never

If you feel you do not have adequate access, what is the biggest problem?
Please write in your 1%, 2", and 3™ choice.

___Transportation __ Cost ___Long wait times
___Cultural/language barriers __ Lack of specialty doctors ___Inadequate or no insurance
___Doctors not accepting new patients

___Other:

17. Where do you receive information about local health services?

Check all that apply.
[ Mail and flyers [1 Online (] Social media
[] TV advertisements [ Radio advertisements

[] Print advertisements (ex: newspaper, Upgraded Living)

SECTION 3: Social and Community Context
PLEASE WRITE IN YOUR 157, 2N AND 3RP CHOICE FOR EACH OF THE FOLLOWING:

18. Most important factors for a “Healthy Community.”
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___Low crime/safe neighborhoods ___Good schools

___Access to affordable health care __Lots of parks & recreation opportunities
___Affordable housing ___Good jobs/Healthy economy

___Healthy behaviors and lifestyles __Clean environment

__Access to affordable fresh/natural foods ___Access to mental health services
__Access to substance abuse programs/support

000800800800820830800800800800800830800800800600808008008008006008008008008008006008008008008008008080830800008 0080808308008 008 00 00083080080080000808008008008008308008

Most important “Health Problems” facing our community.

___Diabetes ___Heart disease/High blood pressure

___Overweight/Obesity __ Mental Health Issues
___Respiratory/Lung disease ___ Dental hygiene __Sexually transmitted infections (STIs)

___Teen pregnancy __Infectious diseases (ex: Hepatitis, TB)
__Shortage of Primary Care Doctors __ Other:

Most challenging “Risky Behaviors” facing our community.

___Alcohol abuse __ Drug abuse __Driving while under the influence
___Child abuse/neglect __Lack of exercise ___Tobacco use/secondhand smoke
___Poor eating habits ___Dropping out of school __ Not wearing a helmet

___Not wearing a seatbelt ___Other:

SECTION 4: Neighborhood and Built Environment

19. Do you feel that you have sufficient access to affordable and healthy food?

[] Often [l Sometimes [ Rarely (I Never

»

If no, why not?

»

20. Are you satisfied with your current housing situation?

[INo

Please write in your 1%, 2", and 3™ choice.
___Too small
___Problems with neighbors ___Too far from town/services

___Too expensive __ Too many people living in the same home

21. Do you feel safe where you live?

[] Often [1Sometimes []Rarely (I Never

22. What changes would you like to see made to improve the neighborhood you live in?
[ Better roads
More sidewalks []Increased security

L1 Better lighting (] Better parks/playgrounds
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___Too run down, unsafe, or unhealthy gﬁ

IS THERE ANYTHING WE’VE OVERLOOKED?
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Feel free to write in additional information you think we should know about the health of our
community.

Thank you for your time!

Your anonymous response will be used by Kedren Health to better serve the health needs of our
community’s residents.
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D. Community Survey — Spanish

Centro de Salud Comunitario Kedren y
Hospital Psiquidatrico de Kedren

Gracias por participar en la Evaluacién de Necesidades de Salud de la Comunidad de Kedren 2025.

Al usted completar esta encuesta, nosotros aprenderemos sobre las preocupaciones relacionadas
con la salud de nuestra comunidad. Con esta informacién desarrollaremos un plan de accién que
aborde estas inquietudes.

Esta encuesta es anonima, lo que significa que se hace todo lo posible para garantizar que no se
nos informe si usted se identifica como encuestado. Si no desea responder a una pregunta, o si
una pregunta no se aplica a usted, puede dejar su respuesta en blanco.

SECCION 1: Acerca de usted y su familia

Marque las casillas que mejor se apliquen a usted y/o a su(s) hijo(s) menor(es) de 18 afios.

1. ¢Cudl es su identidad de género?

[J Hombre [l Mujer

L] Si su identidad no aparece en la lista anterior, identifiquese:
[J No deseo responder.

2. ¢Cual es su codigo postal?

3. Suedad:
[125 afios o menos [126-39 [140-54
[155-64 [165 anos o mas

4, ¢Cudlessuraza?

[1Blanco [1Negro/Afroamericano [ Indio Americano/ Nativo de Alaska
[] Hispanico/Latino [1Hmong [1 Asiatico (otro que Hmong)

[ Mdltiple [] Nativo de Hawai/Otra Isla del Pacifico

[1 Otro:

5. ¢éCual es su estado civil?

[1 Soltero/Nunca Casado [1 Casado [1 Divorciado
[] Pareja no casada [] Separado []Viudo

[J No deseo responder

6. ¢Esta empleado actualmente?
[1 No empleado [1 Empleado auténomo [1 Empleado medio tiempo
[J Empleado tiempo completo 1 Deshabilitado [ Retirado
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7. ¢Cual es su nivel mas alto de educacién?

[J Escuela primaria [] Secundaria [] Escuela Secundaria

[ Algo de universidad [ Titulo de asociado L] Titulo de universitario
[] Escuela de posgrado [ Técnica/Escuela de Oficios [ Aprendizaje sindical

[ Otro:

8. ¢Cual es el ingreso anual de su hogar antes de impuestos?

[J Menos de $30,000 [!$30,000-$60,000 1$60,001-$90,000
[1$90,001-5120,000 [1 Mas de $120,000 [ No estoy seguro

[J No deseo responder

9. ¢Como describiria su salud en general?
[] Muy bien [ Bien [l Razonable
[1 Mala [1 No estoy seguro

SECCION 2: Acerca de Su Salud y Atencién Médica

10. (Tiene un Médico de Atencidn Primaria (PCP)?

Usted:

[1Si [1No [1Si, pero no lo/la veo regularmente
Nifio(s) (si tiene hijos menores de 18 aiios en casa):
[1Si [1No [1Si, pero no lo/la veo regularmente
11. Sino consulta a un proveedor de atencidn primaria de salud con regularidad, diganos por qué.
Marque todo lo que corresponda.

[1 No sé cdmo encontrar un buen médico
[ Mi médico tiene horarios inconvenientes

] Me siento incdbmodo con los médicos
(] Barreras linglisticas, raciales o culturales

[J Cuesta demasiado dinero (] Falta de transporte
[1Voy regularmente al médico

[1Otro:

12. ¢A qué otros tipos de profesionales de la salud visita regularmente??

Marque todo lo que corresponda.

Usted:

[] Especialista médico [] Dentista ] Oftalmélogo

[] Profesional de la salud mental [J Enfermera en casa [J Sanador espiritual
[] Sanador alternativo (ej: Quiropractico) ] Otro:

Nifio(s) (si tiene hijos menores de 18 afos en casa):

[] Especialista médico [] Dentista [] Oftalmélogo
[] Profesional de la salud mental [1 Enfermera en casa []Sanador espiritual
[] Sanador alternativo (ej: Quiropractico) [] Otro:
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13. ¢Dénde reciben usted y sus familiares servicios de atencidn médica de rutina?

Marque todo lo que corresponda.

[J Consultorio médico [] Atencidn urgente/pronta [] Sala de emergencias
[ Clinica gratuita/de bajo costo [ Refugio L] Clinica escolar

[J Centro de Salud Tribal [J No recibo atencidn médica de rutina

14. ¢Cual es su tipo principal de cobertura de atencién médica?

[J Plan patrocinado por el empleador [ Seguros privados [] Medicare

[J Medi-Cal L1 Sin seguro médico ] No estoy seguro

15. En el dltimo afio, équé tipos de servicios de salud mental utilizaron usted y/o su(s) hijo(s)?
Marque todo lo que corresponda.

Usted:

[] Consejeria/Terapia [ Clinica de Salud Mental

[J Hospitalizacion ] Atencidn de crisis/Servicios de salud mental de
[J Tratamiento residencial emergencia

[J Manejo de medicamentos psiquiatricos L] Otro:

CIN/A

Nifio(s) (si tiene hijos menores de 18 aiios en casa):
[] Consejeria/Terapia

[ Hospitalizacion

[J Tratamiento residencial

[J Manejo de medicamentos psiquiatricos

[J Clinica de Salud Conductual/Mental

[] Atencidn de crisis/Servicios de salud mental de
emergencia

[1Otro:

ON/A
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Si necesitaba servicios, pero no pudo acceder a ellos, explique por qué:

16. ¢éSiente que tiene acceso adecuado a una atencion médica de calidad?
[ Siempre [l Frecuentemente [1 A Veces [JRaramente [1Nunca

A
<«

v

Si siente que no tiene el acceso adecuado, ¢écudl es el mayor problema?

Por favor, escriba su 12, 22 y 32 opcion.

__Transporte __Costo ___Largos tiempos de espera
__Cultural/Barreras linglisticas ___Falta de médicos especialistas

___Seguro inadecuado o inexistente

__Los médicos no aceptan nuevos pacientes

___ Otro:

17. é¢Dénde recibe informacion sobre los servicios de salud locales??
Marque todo lo que corresponda.
[J Correo y folletos [JEn linea [ Redes sociales
[] Anuncios de television [] Anuncios de radio
[] Anuncios impresos (por ejemplo: periddico, Enhanced Living)

SECCION 3: Contexto Social y Comunitario
POR FAVOR, ESCRIBA SU 12, 22 Y 32 SELECCCION PARA CADA UNA DE LAS SIGUIENTES OPCIONES:

18. Los factores mas importantes para una "Comunidad Saludable".
___Baja criminalidad/vecindarios seguros ___Buenos colegios
___Acceso a una atencién médica asequible ___Muchos parques y zonas de recreacion
___Vivienda asequible ___Buenos trabajos y economia
___Comportamientos y estilos de vida saludables __ Medio ambiente limpio
___Acceso a alimentos frescos/naturales asequibles
___Acceso a servicios de salud mental
___Acceso a programas/apoyo para el abuso de sustancias
Otro:
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Los "Problemas de Salud" mds importantes que enfrenta nuestra comunidad.
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%
___Cancer __Diabetes ___Enfermedad Cardiaca/Presion arterial alta g
3
%
%
%
3
3
3
%
§

__Acv __Sobrepeso/Obesidad __Problemas de salud mental

___Respiratory/Lung disease __Higiene dental

___Infecciones de transmisién sexual (STls) __Suicidio ___Embarazo adolescente

___Enfermedades infecciosas (ej: Hepatitis, TB) ___Escasez de médicos de atencidn primaria
Otro:

Los "Comportamientos de riesgo" mads desafiantes que enfrenta nuestra comunidad.
___Abuso de alcohol ___Abuso de drogas
___Conducir bajo los efectos del alcohol
___Abuso/negligencia infantil ___Falta de ejercicio
___Consumo de tabaco/humo de segunda mano
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& &
& &
e e
e e
z ___Malos habitos alimenticios ___Desercidn escolar ___No usar casco z
& ___No usar el cinturdén de seguridad __ Otro: &
& &
2 , 2
< SECCION 4: Vecindario y Entorno Construido <
& &
S . . . . S
S 19. ¢Cree que tiene suficiente acceso a alimentos asequibles y saludables?? S
: [ Siempre [l Frecuentemente [1 A Veces (] Raramente 0 :
& Nunca <
< < > <
& &
& &
: 20. ¢Esta satisfecho con su situacién actual de vivienda? :
& [1Si [1No &
& &
< . , 4 ey <
X Si no, épor qué no? <
& &
: Por favor, escriba su 12, 22 y 32 opcién. :
% __Muy pequeio __ Muy Costoso %
: ___Problemas con los vecinos ___Alejado de la ciudad y servicios :
& ___Demasiado deteriorado, inseguro o insalubre &
: __Muchas personas viviendo en la misma casa :
& __ Otro: %
% %
& . i &
& 21. (Te sientes seguro donde vives? &
: [ Siempre [l Frecuentemente [1 A Veces (] Raramente (1 Nunca :
& < > &
% %
0 . . , . . . . <
g 22. ¢Qué cambios te gustaria que se hicieran para mejorar el barrio en el que vives? g
[] Mejores carreteras [1 Mejor iluminacién [] Mejores parques/areas de juego
gﬁ [J Mas aceras [J Aumento de la seguridad gﬁ
gﬁ [1Otro: gﬁ
% ¢HAY ALGO QUE HAYAMOS PASADO POR ALTO? %
gﬁ Siéntase libre de escribir informacidon adicional que crea que deberiamos saber sobre la salud de nuestra gﬁ
gﬁ comunidad. gﬁ
% iGracias por su tiempo! %
gﬁ Su respuesta andnima sera utilizada por Kedren Health para atender mejor las necesidades de salud de gﬁ
gﬁ los residentes de nuestra comunidad. gﬁ
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