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C
ommunity engagement, which can vary from consultation and outreach to shared leadership 
and decisionmaking authority, is an increasingly important part of mental health research 
and practice (Smikowski et al., 2009; Substance Abuse and Mental Health Services Admin-
istration, 2022). Defined as “the process of working collaboratively with and through groups 

of people affiliated by geographic proximity, special interest or similar situations to address issues 

KEY FINDINGS
■ Just over half of participants were satisfied with YourDMH stakeholder meetings, and most 

reported that they know how to get involved.

■ With respect to representation, just under half of respondents reported that they felt heard 
and valued by the Los Angeles County Department of Mental Health (DMH) and that their 
feedback makes a difference, and only about one-third reported that their community was 
adequately represented in meetings.

■ Mental health consumers were significantly less satisfied with the stakeholder groups than 
were respondents who did not identify as consumers. Mental health consumers gave the 
groups lower ratings for inclusiveness and for being safe places to be honest and voice con-
cerns. Mental health consumers also reported not feeling adequately represented at meetings.

■ Respondents noted that more information on DMH and a sense that their feedback was val-
ued and impactful would increase their participation.

■ In addition to information on DMH, respondents desired more information on mental health 
service delivery, funding, legislation, and policies. 

Evaluation Report
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Abbreviations

CalMHSA California Mental Health Services 
Authority

CPT Community Planning Team
DMH Department of Mental Health
FBAC Faith-Based Advocacy Committee
MHC Mental Health Commission
SA service area
SALT Service Area Leadership Team
UsCC Underserved Cultural Community

affecting the well-being of those people” (Centers for 
Disease Control and Prevention, 1997), community 
engagement is aimed at fostering trust and com-
munication among partners, building capacity, and 
ultimately improving community health outcomes 
(Aguilar-Gaxiola et al., 2022).

To engage communities across the county in 
their strategic planning process, the Los Ange-
les County DMH created YourDMH stakeholder 
groups. By regularly convening these groups, DMH 
aims to communicate its goals, processes, and pro-
cedures; better understand local needs and allocate 
resources; and assess the impact of its work. These 
groups consist of the following:

•	 the Mental Health Commission (MHC), which 
is a statutorily required body that advises 
DMH and the Board of Supervisors and 
approves planning processes to ensure com-
munity involvement. The MHC is made up of 
16 voting members, half of whom are required 
by state code to be consumers or family mem-
bers of consumers of mental health services 
(California Welfare and Institutions Code, 
Section 5604, Mental Health Boards).

•	 Service Area Leadership Teams (SALTs), 
which are convened by each of the eight ser-
vice areas (SAs) of Los Angeles County, open 
to the public, and include individuals from 
government and nonprofit organizations 
and other interested parties. The goal of each 
SALT is to develop priorities to improve local 
services.

•	 Underserved Cultural Communities (UsCCs), 
which are subcommittees that develop cultur-

ally specific priorities and represent seven 
demographic groups. These groups are 

	Ȥ Access for All (deaf, hard of hearing, blind, 
and physical disabilities)

	Ȥ American Indian/Alaska Native (AI/AN)
	Ȥ Asian Pacific Islander (API)
	Ȥ Black and African Heritage
	Ȥ Eastern European/Middle Eastern (EE/ME)
	Ȥ Latino
	Ȥ Lesbian, Gay, Bisexual, Transgender, 

Queer, Questioning, Intersex, Two-Spirit 
(LGBTQI2-S). 

•	 the Community Planning Team (CPT), which 
is made up of individuals who chair the SALTs 
and UsCC subcommittees and who consoli-
date priorities among these groups and deter-
mine what to bring up to DMH. 

•	 the Faith-Based Advocacy Committee (FBAC) 
or Clergy Roundtable.

The Los Angeles County DMH, through 
the California Mental Health Services Authority 
(CalMHSA), contracted with RAND to conduct 
an evaluation of its YourDMH stakeholder groups. 
DMH aimed to understand member and attendee 
satisfaction with the groups, participation prefer-
ences, and future topics of interest in order to target 
areas for quality improvement.

Approach

We developed and fielded an online survey of 
YourDMH stakeholder group members. DMH pro-
vided us with a list of email addresses. To survey 
not only voting members but also a broader group 
of participants, DMH provided a broad list that 
included stakeholder group attendees and other indi-
viduals who had expressed interest in or requested 
information about these groups by completing an 
online form. We sent an email to these addresses 
requesting participation in and providing a link to 
complete a confidential survey. This list consisted of 
3,106 individuals with valid email addresses, 222 of 
whom responded to the survey (a 7-percent response 
rate). The survey was open from  July 1 to 24, 2024, 
and stakeholder group members received up to four 
reminders to participate. Individual questions were 
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not required; questions have varying sample sizes 
because of nonresponse. 

Findings

Survey respondents were racially diverse. High per-
centages of respondents identified as female (69 per-
cent) or as a family member of a consumer of mental 
health services (56 percent); 38 percent identified as 
a consumer. Characteristics of respondents are dis-
played in Table 1. 

One-third of respondents (72 of 222) were 
nonparticipants: These respondents reported never 
attending or participating in a stakeholder group 
meeting (the mailing list had a broad membership 
that included individuals who had expressed inter-
est in the groups online). Nonparticipants were 
administered a subset of survey questions that asked 
which activities would help increase their participa-
tion. Demographic characteristics (race or ethnic-
ity, gender, and age) were not significantly differ-
ent between participants and nonparticipants (all 
p > 0.05).

Of the 150 survey respondents who had partici-
pated in a stakeholder group meeting, the largest 
group (n = 65) reported being a member of a SALT, 
which is logical given there are eight SALTs that are 
open to the public. Fifty-three individuals reported 
being a member of the CPT, 52 on the FBAC, 50 on 
a UsCC subcommittee, and 35 on the MHC. Sixty-
seven individuals reported being a member of more 
than one group. In particular, 46 SALT members 
were members of other groups (36 were also members 
of the CPT, 31 were members of the FBAC, and 30 
were members of UsCCs. It is unclear whether indi-
viduals were voting members or attendees. 

Among the survey participants who reported 
being SALT members, respondents represented all 
SAs. Some individuals reported participating in more 
than one SA:

•	 SA 1—Antelope Valley (n = 11)
•	 SA 2—San Fernando Valley (n = 10)
•	 SA 3—San Gabriel Valley (n = 11)
•	 SA 4—Metro Los Angeles (n = 15)
•	 SA 5—West Los Angeles (n = 10)
•	 SA 6—South Los Angeles (n = 19)

•	 SA 7—East Los Angeles County (n = 11)
•	 SA 8—South Bay (n = 18).

The UsCC members who responded to the 
survey identified as members of the following groups; 
some individuals reported participating in more than 
one UsCC:

•	 Access for All (n = 17)
•	 American Indian/Alaska Native (AI/AN) 

(n = 10)
•	 Asian Pacific Islander (API) (n = 9)
•	 Black and African Heritage (n = 12)
•	 Eastern European/Middle Eastern (EE/ME) 

(n = 7)

TABLE 1

Survey Sample Characteristics

Characteristic Percentage

Gender

Female 69

Male 28

Transgender or nonbinary 2

Race or ethnicitya

Latino/Hispanic 31

White/Caucasian 26

Black/African American 24

Asian/Pacific Islander 10

American Indian/Native American 6

Middle Eastern/North African 1

Age

18–25 1

26–59 65

60+ 34

Mental health consumer

Yes 38

No 63

Family member of mental health consumer

Yes 56

No	 44

NOTE: Percentages are rounded and might not sum to 100. 
a Some individuals endorsed multiple categories.
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•	 Latino (n = 17)
•	 Lesbian, Gay, Bisexual, Transgender, 

Queer, Questioning, Intersex, Two-Spirit 
(LGBTQI2-S) (n = 16)

Among the 150 participants, 92 percent had 
attended a stakeholder meeting virtually, 67 per-
cent attended a stakeholder meeting in person, and 
29 percent had submitted a written comment to 
YourDMH online. Among 139 respondents who 
answered the question, 45 percent were frequent 
attenders, defined as those who reported attending 
more than the median of six meetings in the previous 
year. Among 149 respondents, 43 percent reported 
that they “always” or “often” participate (e.g., provide 
questions or comments) during the meetings.

Perceptions Among Participants

Just over half (55 percent) of participants reported 
satisfaction with how DMH manages stakeholder 
meetings. To compare groups’ satisfaction levels, we 
ran chi-square tests. As shown in Table 2, we found 

that mental health consumers were significantly 
less likely to report satisfaction with the meetings 
than nonconsumers (38 percent versus 65 percent; 
p < 0.01). Satisfaction appears to vary across the vari-
ous stakeholder groups, ranging from 44 to 68 per-
cent; FBAC members were significantly more likely 
to report satisfaction (68 percent; p < 0.05) than those 
who are not members of FBAC. Satisfaction did not 
significantly vary between Black/African American, 
Latino/Hispanic, and White participants. Because of 
small sample sizes of Asian/Pacific Islander, Middle 
Eastern/North African, and Native American/Ameri-
can Indian participants, we do not report satisfac-
tion levels because responses could be potentially 
identifiable.

As shown in Table 3, most respondents agreed 
that they knew how to get involved (66 percent) and 
make their voice heard (65 percent) at DMH stake-
holder meetings, as well as how to advocate for them-
selves and their community (77 percent). However, 
only about half of respondents felt satisfied with their 
(50 percent) and others’ (48 percent) participation 
level at meetings (Table 4). Moreover, only 38 per-

TABLE 2

Over Half of Participants Were Satisfied with DMH Stakeholder Meetings,  
but Mental Health Consumers Were Significantly Less Likely to Be Satisfied

Respondents

Percentage Moderately or Strongly 
Agree That They Are Satisfied with DMH 

Stakeholder Meetings Sample Size

All respondents 55 128

Mental health consumers 38a 42

Family of a mental health consumer 54 69

MHC members 48 29

SALT members 52 54

CPT members 44 45

UsCC members 47 43

FBAC members 68b 47

Black/African American participants 63 27

Latino/Hispanic participants 53 34

White/Caucasian participants 44 32

NOTE: Groups are compared with nongroup members (e.g., consumers with nonconsumers and Latino/Hispanic with non-Latino/Hispanic 
participants).
a p < 0.01.
b p < 0.05.
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cent agreed that their community was adequately 
represented in DMH stakeholder meetings, with 
agreement among mental health consumers at only 
24 percent compared with 45 percent for those who 
are not consumers (p < 0.05).

As displayed in Table 5, just under half of all 
respondents agreed with measures related to feeling 
heard and valued by DMH. For example, 46 percent 
reported feeling that their voice is being heard by 
DMH; only 26 percent of mental health consumers 
reported feeling heard compared with those who are 
not consumers (p < 0.01). A smaller portion agreed 
with perceptions of DMH responsiveness. For exam-
ple, 35 percent agreed that their feedback and guid-
ance has resulted in real changes to the Los Angeles 
County mental health system (Table 6).

We asked respondents to report agreement 
with measures related to representation and inclu-
sion (Table 7). A majority (60 percent) agreed that 
DMH aims to reduce cultural and ethnic disparities 
in mental health care. A majority (56 percent) also 
agreed that DMH takes an inclusive approach to 
community priorities.  

Given DMH’s goal of engaging stakeholders in 
their strategic planning process, we asked respon-
dents whether they understood various aspects of 
DMH: About half or less of respondents agreed that 
they did. For example, 53 percent reported they 
understood the goals of DMH, but only 40 percent 
reported that they understood DMH’s strategic plan, 
and 44 percent reported that they understood the 
department’s processes and procedures (Table 8).  

Finally, we assessed perceptions of stakeholder 
group inclusiveness and psychological safety. To 
understand inclusiveness, we used an inclusive lead-
ership construct, which refers to leaders who are 
accessible, available, open, or otherwise conducive 
to hearing and valuing others’ feedback. Relatedly, 
psychological safety is defined here as the ability to 
be honest and take risks, such as voicing concerns 
and bringing up tough issues, without fear of conse-
quences (Carmeli, Reiter-Palmon, and Ziv, 2010).

To assess these constructs, we asked respondents 
to complete two validated five-point scales measuring 
the extent to which they feel psychologically safe in 
their groups and believe that their stakeholder groups 
and group leaders are inclusive; 1 represented “not 

TABLE 3

Respondents Report They Know How to Get Involved in DMH Stakeholder 
Meetings

Perceptions of Ability to Participate
Percentage Moderately or Strongly 

Agree

I know how to get involved in DMH stakeholder meetings. 66

I know how to make my voice heard at DMH stakeholder meetings. 65

I have the necessary skills to advocate for myself and my community at DMH 
stakeholder meetings. 

77

NOTE: n = 124.

TABLE 4

Respondents Have Mixed Satisfaction with Levels of Participation and 
Representation

Perceptions of Participation Adequacy
Percentage Moderately or Strongly 

Agree

I am satisfied with my level of participation in DMH stakeholder meetings. 50

There is adequate participation at DMH stakeholder meetings. 48

My community is adequately represented in DMH stakeholder meetings. 38

NOTE: n = 126.
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TABLE 5

Just Under Half of Respondents Felt Heard and Valued by DMH and That  
Their Feedback Makes a Difference

Perceptions of Feeling Heard and Valued by DMH
Percentage Moderately or 

Strongly Agree

I feel that my voice is being heard by DMH. 46

DMH values my feedback. 48

DMH values feedback from my community. 48

NOTE: n = 125.

TABLE 6

Less Than Half of Respondents Felt That Their Feedback Makes a Difference

Perceptions of Responsiveness and Impact
Percentage Moderately or 

Strongly Agree

DMH actively uses feedback from my community to improve services. 41

My feedback and guidance has resulted in real changes to the mental health service 
system in LA County.

35

NOTE: n = 126.

TABLE 8

About Half or Fewer of Respondents Understood DMH Goals, Strategies, or 
Procedures

Perceptions of Knowledge
Percentage Moderately or 

Strongly Agree

I understand the priorities and goals of DMH. 53

I understand the DMH strategic plan. 40

I understand DMH processes, procedures, and operations. 44

NOTE: The n for each statement was either 125 or 126 respondents.

TABLE 7

Most Respondents Agreed That DMH Takes an Inclusive Approach and Tries  
to Reduce Cultural and Ethnic Disparities

Perceptions of Representation and Inclusion
Percentage Moderately or 

Strongly Agree

DMH actively tries to reduce cultural and ethnic disparities in mental health services. 60

DMH takes a collaborative and inclusive approach to understand community 
priorities and improving services.

56

DMH understands the needs of my community. 52

NOTE: The n for each statement was 126 respondents.



7

at all,” 3 represented “to some extent,” and 5 repre-
sented “to a large extent” (Carmeli, Reiter-Palmon, 
and Ziv, 2010).

On average, respondents rated both inclusive 
leadership and psychological safety as 3.4 on a 
five-point scale. These scores are similar to those 
obtained in a sample of technology organizations in 
Carmeli, Reiter-Palmon, and Ziv (2010). The average 
inclusive leadership score in that study of workplaces 
was 3.8 and the average psychological safety score 
was 3.3. The distributions of individual respondents’ 
average inclusive leadership and psychological safety 
scores are displayed in Figures 1 and 2.

To understand whether groups differed in their 
scores (i.e., to compare group means), we ran two-
sample t-tests. As displayed in Table 9, consumers of 
mental health services rated the stakeholder groups 
as less inclusive or psychologically safe than those 
who did not identify as consumers, as did UsCC 
committee members compared with nonmembers. 
Family members of mental health consumers and 
CPT members rated inclusive leadership, but not 
psychological safety, lower than nonmembers. SALT 
members rated only psychological safety lower than 

nonmembers. There were no significant differences 
among Black/African American, Latino/Hispanic, 
or White participants. We did not assess differences 
among Asian/Pacific Islander, Middle Eastern/North 
African, and Native American/American Indian 
participants due to small sample sizes.

Factors That Might Increase 
Participation 

We asked all respondents (both participants and 
nonparticipants) what would help increase their 
participation and provided a list of 13 options to 
endorse. Respondents endorsed factors related to 
their feedback being valued and impactful and to 
having more information about DMH rather than 
logistical factors, such as meeting formats, times, or 
transportation. When asked about their preferred 
format of participating, 149 responded and most 
(60 percent) preferred a mix of in-person and virtual 
meetings, 30 percent preferred in-person only, and 
9 percent preferred virtual only.

The top five endorsed factors that would 
help increase participation are displayed in 

FIGURE 1

Distribution of Inclusive Leadership Scores

NOTE: n = 122. Overall mean score of 3.4 is displayed in red.
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FIGURE 2

Distribution of Psychological Safety Scores

NOTE: n = 109. Overall mean score of 3.4 is displayed in red.
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TABLE 9

Mental Health Consumers and UsCC Members Reported  
Groups to Be Less Inclusive or Psychologically Safe  
Compared with Their Counterparts

Respondents
Inclusive

Leadership
Psychological 

Safety

All respondents 3.4 3.4

Mental health consumers 3.1a 3.1a

Family of a mental health consumer 3.3b 3.3

MHC members 3.2 3.3

SALT members 3.3 3.2a

CPT members 3.2b 3.3

UsCC members 3.1a 3.1a

FBAC members 3.7 3.7

Black/African American participants 3.4 3.2

Latino/Hispanic participants 3.3 3.3

White/Caucasian participants 3.6 3.7

NOTE: n for Inclusive Leadership is 118 respondents; n for Psychological Safety is 115 respondents. 
Groups are compared with nongroup members (e.g., consumers with nonconsumers, Latino/Hispanic 
with non-Latino/Hispanic participants).
a p < 0.01.
b p < 0.05.
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and attending all stakeholder meetings and 
feel safe to speak openly about their experience 
and what is or not working along with what is 
missing. Additionally, the department must 
improve better communication.

Potential Topics for Future Engagement 

When asked generally about desired information, 174 
responded and most frequently endorsed informa-
tion on how to advocate for their community more 
effectively (68 percent), DMH processes and proce-
dures (67 percent), and legislation and policies related 
to mental health services (67 percent). Regarding 
future interests, respondents (n = 202) desired meet-
ing with DMH leadership (56 percent), meeting with 
service providers (55 percent), and bringing informa-
tion from the DMH group back to their community 
(52 percent).

In response to an open-ended question about 
future interests and opportunities, five respondents 
described a desire for more inclusion of peer sup-
port workers and consumers. One individual noted 

Table 10. These were also the top factors among 
88 nonparticipants—individuals who had never 
attended a meeting—who responded to this question.

When asked “what opportunities and informa-
tion would help you participate” and provided a list 
of options (Table 11), 169 responded and most fre-
quently reported a desire for more information about 
mental health service delivery (71 percent), funding 
for services (69 percent), and legislation and policies 
related to services (62 percent).

Respondents were able to select “other” from the 
list of options and provided open-ended responses 
for other factors that would help increase their 
participation. A few respondents (n = 6) described 
logistical facilitators, such as meetings held at nights 
or weekends or in-person meetings near where they 
live. Some (n = 8) desired better communication from 
DMH, such as sending agendas ahead of time, send-
ing reminder emails, and creating a safe space for 
more open conversations. As one respondent shared:

DMH must allow for uncomfortable conversa-
tion/input, and DMH must ensure that people 
utilizing mental health services are informed 

TABLE 10

Respondents Felt That More Information on DMH and Feedback  
Being Valued and Impactful Would Increase Their Participation

Factors to Help Increase Participation Percentage

Having more information about DMH 39

Feeling that my perspective is valued by DMH 38

Better relationships with DMH representatives 37

Feeling that my feedback makes more of an impact 33

Having more time to participate 32

NOTE: ns for each statement were 218 respondents.

TABLE 11

Most Respondents Desired More Information on Mental Health  
Service Delivery, Funding, and Legislation and Policies

Information to Increase Participation Percentage 

Mental health service delivery 71

Funding for mental health services 69

Legislation and policies related to services 62

NOTE: ns for each statement were 169 respondents.
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fied with YourDMH and less likely to report feeling 
that these groups were inclusive or safe forums for 
discussing concerns. 

Limitations

It is important to consider our survey response rate 
as a potential limitation. Although response rates do 
not necessarily indicate bias (Groves and Peytcheva, 
2008), it is possible that individuals with more-
extreme perceptions (both positive and negative) 
were more likely to respond. With a lack of informa-
tion on the characteristics of YourDMH members, we 
were unable to assess whether the characteristics of 
our sample of members differed from all members.

Recommendations

We recommend that DMH group leadership take the 
following steps:

•	 Foster a safe and inclusive environment in 
stakeholder meetings. Group facilitators 
should use communication skills, such as 
active empathetic listening (e.g., reflecting 
the listener, asking questions), to ensure that 
stakeholders feel heard (Sahay, 2023). Leader-
ship should build in sufficient time for partici-
pation and be receptive to hearing problems 
and having uncomfortable conversations to 
ensure that group members feel safe bring-
ing up tough issues. In addition, leadership 
should be accessible and encourage access in a 
variety of ways, such as outside meeting times 
and providing input in writing (e.g., sharing 
contact information, email address, holding 
public “office hours” or having an open-door 
policy). 

•	 Ensure equitable engagement among mental 
health consumers. In addition to fostering a 
safe and inclusive environment for consum-
ers, DMH should involve credible and cultur-
ally competent facilitators who acknowledge 
power dynamics between leadership and 
consumers, use trauma-informed, strengths-
based engagement methods, and specifically 

existing efforts to include peers, sharing, “I believe 
our SALT8 community meetings are informative and 
we’re willing to grow and move upward with a PRC/
Peer Resource Center very soon.” Others desired 
more meaningful engagement. As one respondent 
shared:

Help improve our underserved community 
and encourage DMH to have people with lived 
experience in our meeting and allow them to 
share their true experience so the community 
members can help change where it is needed.

Summary

Los Angeles County DMH created YourDMH to 
engage community members in its planning pro-
cesses and asked RAND to identify areas for quality 
improvement. In a survey, stakeholders reported that 
they know how to get involved in YourDMH groups, 
and more than half of respondents were satisfied 
with the groups. However, less than half reported 
feeling heard and valued by DMH or believed that 
their feedback makes a difference, and only about 
one-third reported that their community was ade-
quately represented in meetings. Compared with 
individuals who did not identify as mental health 
consumers, consumers were significantly less satis-

More than half of 
respondents were 
satisfied with the groups. 
However, less than 
half reported feeling 
heard and valued by 
DMH or believed that 
their feedback makes a 
difference.
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encourage consumers to participate (Guerrero 
Ramirez et al., 2022). 

•	 Improve representation of various commu-
nities, including mental health consumers. 
Leadership should get input from members 
about their community characteristics, cur-
rent representation, and strategies to recruit 
additional members. Similar to “reporting 
back,” this might help members who are 
uncertain how to participate in the conver-
sation and give them an opportunity to be 
heard.

•	 Provide stakeholders with more information 
on DMH goals and strategies, service delivery, 
funding opportunities, and legislation and 
policies related to services. Most respondents 
desired more information on these topics. 
Provide this information regularly and pro-
actively both outside meetings and through a 
mix of in-person and virtual meetings, which 
was preferred by most respondents.

•	 Demonstrate how stakeholder feedback is 
used to make changes and improve DMH 
services. Leadership should define clear roles 
and expectations of stakeholders in the deci-
sionmaking process and metrics of success, 
such as the “alignment of community vision 
and real outcomes” (U.S. Department of 
Housing and Urban Development, undated, 
p. 55). Leadership should then report back 
on progress, such as including a “How Your 
Feedback Made a Difference” section in regu-
lar communications. This could help not only 
improve participation and trust with stake-
holders but also ensure that voices of commu-
nity members continue to be included in the 
Los Angeles County mental health system.
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(CalMHSA), contracted with RAND to conduct an evaluation of its YourDMH 
stakeholder groups. DMH aimed to understand member and attendee satisfac-
tion with the groups, participation preferences, and future topics of interest in 
order to target areas for quality improvement.

Funding
This evaluation was funded by DMH, via the California Mental Health Services 
Authority. The evaluation was carried out within the Access and Delivery Pro-
gram in RAND Health Care. 

RAND Health Care
RAND Health Care, a division of RAND, promotes healthier societies by 
improving health care systems in the United States and other countries. We 
do this by providing health care decisionmakers, practitioners, and consumers 
with actionable, rigorous, objective evidence to support their most complex 
decisions. For more information, see www.rand.org/health-care, or contact 

RAND Health Care Communications 
1776 Main Street 
P.O. Box 2138 
Santa Monica, CA 90407-2138 
(310) 393-0411, ext. 7775 
RAND_Health-Care@rand.org

CalMHSA
The California Mental Health Services Authority (CalMHSA) is an organization 
of county governments working to improve mental health outcomes for indi-
viduals, families, and communities. Prevention and early intervention programs 
implemented by CalMHSA are funded by counties through the voter-approved 
Mental Health Services Act (Prop. 63). Prop. 63 provides the funding and frame-
work needed to expand mental health services to previously underserved popu-
lations and all of California’s diverse communities.
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