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Center for Mental Health Services
Eliminating Mental Health Disparities
External Workgroup Meeting
Summary Report

Introduction
The Center for Mental Health Services (CMHS) convened the second meeting of the Eliminating Mental Health Disparities (EMHD) External Workgroup on May 19-20, 2008 at the offices of the Substance Abuse and Mental Health Services Administration (SAMHSA) in Rockville, MD. 
The purpose of the meeting was to:

· Update the External Workgroup on activities and accomplishments from the past year;
· Set priorities and generate tasks for the External Workgroup and its committees; and
· Introduce AFYA, Inc. as the new contractor that will be continuing the work of the group.
This document summarizes the meeting proceedings. The opening section briefly describes the background of the EMHD Initiative and the External Workgroup. The next section summarizes the opening plenary session by presentation and is followed by a description of the discussion held during the breakout meetings of the Committees. The final sections encapsulate the Committees’ reports, recommendations and the closing remarks made at the end of the meeting. Eight appendices supplement the report: 
· Appendix A.  Organizational Chart
· Appendix B.  EMHD Logic Model
· Appendix C: Meeting Agenda
· Appendix D: Meeting Participant List
· Appendix E. The President’s New Freedom Commission, Goal Three
· Appendix F:  Matrix to Supplement the Logic Model
· Appendix G. Composition of the Committees
· Appendix H. Meeting Evaluation Summary
Background

The EMHD Initiative was created to support CMHS’s Transformation Agenda. Its development reflects the Center’s commitment to ensure that the transformation of the mental health system includes strategies to reduce and eliminate disparities in mental health care.  This effort is consistent with Goal Three of the 2003 President’s New Freedom Commission on Mental Health report to improve access to quality care that is culturally competent and delivered to rural and geographically remote areas.  It also responds to the subsequent Federal Mental Health Action Agenda: First Steps, which outlines “specific, actionable objectives” for a long-term plan to transform America’s public and private mental health care system.   
In May 2007, CMHS formally launched the Eliminating Mental Health Disparities (EMHD) External Workgroup as a component of the EMHD Initiative within SAMHSA. At that time, the first meeting of the External Workgroup was held and the members were charged with providing recommendations and guidance to CMHS regarding its federal leadership to eliminate disparities.  This meeting represents the second meeting of the Workgroup.

Internally, CMHS and SAMHSA have been developing the infrastructure necessary to support Goal Three and the implementation of Principle B of the Federal Action Agenda by establishing several efforts to advance transformation activities relating to the elimination of disparities in mental healthcare. Appendix A illustrates the organizational chart that guides these efforts.  

The following briefly describes these efforts.  
· SAMHSA’s Cultural Competence and Eliminating Disparities (CCED) Initiative: The CCED Initiative works to create a shared vision, work plan and framework for cultural and linguistic competence and the elimination of disparities in behavioral health care across the three centers of SAMHSA; 

· The National Network for Eliminating Disparities (NNED): The NNED is designed  to reduce the current fragmentation of efforts to eliminate disparities and to link “pockets of excellence” in culturally competent care;

· The CMHS Eliminating Mental Health Disparities (EMHD) Internal Workgroup: The EMHD Internal Workgroup is comprised of representatives from various program areas of CMHS who work to develop tools and strategies to operationalize cultural and linguistic competence within the mental health field; and 

· The CMHS Eliminating Mental Health Disparities (EMHD) External Workgroup: The EMHD External Workgroup consists of representatives from national, state, and local organizations, consumers, professionals, academicians, and family members who work to eliminate mental health disparities. The External Workgroup represents the full spectrum of racial and ethnic groups and provides input and recommendations to CMHS as it implements the EMHD Initiative. 

Funded by CMHS, the EMHD Initiative serves as a vehicle to develop and implement strategies to eliminate disparities in mental health care at the Federal, state and local levels. The mission of the Initiative is to foster accessible mental health services and supports that are culturally and linguistically competent to meet the needs of diverse populations with regard to race, ethnicity, gender, gender expression, sexual orientation, disability, religion, socio-economic status, geography, language, immigration status and family composition. See Appendix B, the EMHD Logic Model, for the priorities and strategies that guide this work.
.
The Meeting

Opening Plenary Session (Morning of Day One)
Ms. Natalie Burke, Co-Principal of CommonHealth ACTION, facilitated the meeting. The opening plenary session was devoted to welcoming and updating the meeting participants about the Initiative’s activities, philosophy, and its place within CMHS’ and SAMHSA’s organizational structure. It consisted of the following presentations that are described in detail in the next sections of this report (The Meeting Agenda is included in Appendix C.  A list of meeting participants and their contact information is included in Appendix D).
1. Welcome

2. Eliminating Mental Health Disparities Initiative Project Updates 

3. A Description of EMHD’s Guiding Principles

4. Presentations on Selected Activities in Progress

5. A Description of the National Network to Eliminated Disparities in Behavioral Health (NNED)

1.  Welcome
Gary M. Blau, Ph.D., Chief, Center for Mental Health Services (CMHS) Child, Adolescent and Family Branch (CAFB) and Project Director for the EMHD initiative, welcomed the participants and introduced Ms. A. Kathryn Power, M.Ed., Director of CMHS.  
Ms. Power informed the group that, in accordance with Goal Three of The President’s New Freedom Commission on Mental Health (see Appendix E), CMHS is working to eliminate disparities in mental health care. The vision presented in that goal is that mental health care will be available to all regardless of race or geographic location. This is a far-reaching, SAMHSA-wide goal being addressed through SAMHSA’s CCED Initiative. CMHS, through its Transformation Initiative, continues to identify ways to instill cultural and linguistic competence into mental health care practice.   

Additionally, and consistent with the Transformation Initiative, CMHS continues to look at what it means to “transform” mental health services, building on knowledge from successful strategies such as the use of technology to bridge the gap between research and practice and the State Incentive Grants (SIGs), which have facilitated the establishment of systems of care for children’s mental health care services. This is essential to SAMHSA’s vision of a recovery-oriented system in behavioral health care and the elimination of mental health disparities. Ms. Power emphasized that transformation is an incremental process, in which all External Workgroup members have an important role, and to which she and CMHS are committed. 
Ms. Power noted that through persistence and dedication from groups such as the External Workgroup, the mental health care field is close to eradicating the practice of seclusion and restraints. She espoused the same vision and tenacity for eliminating disparities, suggesting that, although no one has all of the answers, a solution may be found collectively. She emphasized the importance of the meeting participants’ support of CMHS’ realization of this vision. 
Ms. Power concluded by saying that the External Workgroup members have been working together for more than a year and are returning to this meeting to continue informing and guiding CMHS. The agency will continue to convene appropriate and stellar work groups, such as this one, to help get the job done. Ms. Power assured the group that CMHS is dedicated to expand upon this work, even with limited resources. She co-leads the Workforce Development Matrix priority area at the SAMHSA level and she will work with the EMHD Workforce Development Committee to facilitate change through this Initiative. The work of the EMHD External Workgroup is fundamental to achieving a universally accessible, recovery-oriented system.

2.  Eliminating Mental Health Disparities Initiative Project Updates 

In presenting an overview of the EMHD Initiative, Dr. Blau provided updates regarding accomplishments that have been made within CMHS and the EMHD Initiative. One major accomplishment is that the CAFB has received approval to substitute practice-based evidence for evidence-based practice in grants, and added the requirement that each system of care grant have a cultural and linguistic coordinator position. In addition, he noted that three committees—Policy, Consumer, and Workforce Development—were established within the EMHD Workgroup. These committees will work to identify and inform CMHS and the External Workgroup regarding issues specific to their areas of focus. An infrastructure has been created to support the work of the committees. 

Dr. Blau announced that CMHS has awarded a new contract to AFYA, Inc., which has partnered with Mental Health America (MHA), Western Interstate Commission for Higher Education (WICHE) and the Human Resources Research Organization (HumRRO), which is currently contracted by the Office of Personnel Management (OPM) through an interagency agreement with CMHS/SAMHSA, to carry out the various tasks required to accomplish the goals of the EMHD Initiative. This effort will continue working to eliminate mental health disparities beyond the present HumRRO contract. HumRRO’s ongoing involvement will provide continuity for the Initiative as the transition occurs. 

Dr. Blau highlighted the key components of the EMHD: The CMHS EMHD External Workgroup; The CMHS EMHD Internal Workgroup; AFYA, Inc. and HumRRO. These four groups will continue to work together to promote and facilitate work to eliminate mental health disparities, based on the Initiative’s priorities and strategies. He explained that HumRRO currently works with a number of partners to implement specific activities designed to help eliminate disparities in mental health care. Some of these activities include:

· Developing a cultural and linguistic competence train the trainer curriculum;
· Convening a national policy summit;
· Providing  translation services; and 
· Implementing social marketing activities.
3.  A Description of EMHD’s Guiding Principles

Dr. Blau spoke about how CMHS has created two organizational tools to help guide the EMHD Initiative: a Logic Model and a Communications Plan. The Logic Model articulates the Initiative’s mission, guiding principles, and strategies, which have been revised based on input received from the External Workgroup throughout the year. It is an evolving working draft allowing for continued revision, and it provides a road map for how the Initiative will achieve its vision over the long term. The Logic Model also identifies the mission of the Initiative, the populations of focus, key principles, priority areas and strategies, and the expected outcomes. 
The second document is the Communications Plan. It includes the Initiative’s mission and vision, communication goal, objectives, audiences, messages, tactics, and products that should be developed. The Plan, based on the Logic Model, is the result of an environmental scan conducted by interviewing several key informants. The Plan will guide the future social marketing and communication activities for the Initiative. 
4.  Presentations on Activities in Progress

As an introduction to the next segment of presentations, Dr. Blau explained that there are several activities in progress that are guided by the Logic Model and the Communications Plan. The activities range from translation and interpretation services to expanding access to mental health care for American Indian veterans with Post-Traumatic Stress Disorder (PTSD) using TeleHealth services. Other activities in this Initiative as outlined by Dr. Blau include:
· Construction of the EMHD Initiative Website, which has been developed in collaboration with The National Alliance of Multi-Ethnic Behavioral Health Associations (NAMBHA). The Website,    www.endmentalhealthdisparities.org, will serve as the national locus for the collection and dissemination of information related to eliminating mental health disparities; 
· Development and implementation of a Graduate Certificate Program by the University of South Florida in children’s mental health with an emphasis on systems of care that will be expanded to colleges and universities, and especially community colleges with large enrollments of students of color in an effort to increase diversity in the workforce; and
· Social marketing support provided by Vanguard Communications, Inc., including the Environmental Scan, the Communications Plan, the development of an American Indian and Alaska Native Culture Card, and the infusion of diversity into the 2008 National Children’s Mental Health Awareness Day.
Dr. Blau noted that in April 2008, CMHS convened a one-day meeting with NAMBHA and its affiliates to assist CMHS in identifying priorities and establishing activities focused on diverse populations at the community level. CMHS has entered into strategic partnerships with these organizations to develop projects that will extend and enhance the EMHD Initiative. He emphasized that CMHS must continue to plan carefully the next steps that will go along with the Initiative’s intention to integrate cultural and linguistic competency efforts throughout SAMHSA and eliminate disparities in mental health care. To do so, several additional projects will be initiated in the near future, including:

· A project to inform providers on how best to work with youth who are homeless and identify as lesbian, gay, bisexual, or transgender;
· An endeavor that will fully develop cultural and linguistic competence within CMHS through a self-assessment;
· An effort that will convene a national summit of six states to focus on policies that affect mental health disparities; and
· A task to identify recommendations for a best practice agenda that is focused on the provision of mental health services to older adults of diverse backgrounds.
After Dr. Blau’s summary, Mareasa R. Isaacs, Ph.D., Douglas K. Novins, MD, and Vivian H. Jackson, Ph.D. presented descriptions of the projects that they are undertaking as part of this Initiative. 

The EMHD Website.  Mareasa R. Isaacs, Ph.D., NNED Liaison and Executive Director of NAMBHA and Guileine Kraft, Webmaster, reported that the website, www.endmentalhealthdisparities.org, is live and can be accessed. Work continues on the site, and at this point, it is possible for visitors to modify certain areas. The announcements and latest news about the EMHD Initiative are listed on the Homepage. In the “About” section, visitors are provided with an overview and the goals of the EMHD Initiative. The Logic Model is included on the site with a full-page hyperlink that allows one to roll over the boxes to review information that is more detailed. Included on the website is a discussion about the EMHD operating structure. The website also has a section that lists and summarizes relevant reports from the field. Dr. Isaacs noted that while this section of the site is not complete, it does contain the summary of EMHD External Workgroup’s 2007 meeting.
The website contains descriptions of 16 current projects and the names and affiliations of the External Workgroup members. She noted that the Internal Workgroup members are not listed, but can be included on the site if the attendees and CMHS decide to do so. A “Resources” section has been designed to serve as the library for the Workgroup. It contains comprehensive information about how to end mental health disparities, including a list of “must read” documents. A “Programs and Practices” section will be developed to provide brief descriptions of programs and practices (i.e. instruments and assessments) that have been recommended from the field. The “Calendar” component of the website contains dates and information about upcoming meetings and events. The “Forum” feature will include a place to share information about key issues for the External Workgroup members. It requires a user name and password, which the Webmaster will provide upon request. In addition, a section on “Jobs and Funding” lists these types of opportunities. 
The website also contains a “Knowledgebase Wiki” that allows the user to search for articles by category, article listing, and author. It will be possible for users to add an article directly into the database and then make subsequent changes, while preserving the original article. Ms. Kraft asked that everyone contact her about questions, updates, ideas, or if they have difficulty accessing features of the site (please see Appendix D, Meeting Participant List, for her contact information). 
The University of Colorado TeleHealth Project.  Douglas K. Novins, MD, Associate Professor and Director, Circles of Care Evaluation Technical Assistance Center, American Indian and Alaska Native Program at the University of Colorado, presented progress on the development of a Resource Guide on how a community can implement TeleMental health services. This Resource Guide focuses on American Indian Veterans with Post Traumatic Stress Disorders on the Wind River Reservation in Wyoming. An interactive, user-friendly website is being developed to support the Resource Guide. The website is designed to serve as an educational tool.  The website will be flexible enough to meet the needs of a variety of learning styles and it will contain games and video clips that will attract youth who want to learn more about the subject. 
The Logic Model Matrix.  Vivian H. Jackson, Ph.D., Senior Policy Associate National Center for Cultural Competence, Georgetown University Center for Child and Human Development, presented a matrix that complements the EMHD Logic Model, provides a template to enhance the ability to identify gaps, quantifies progress, and makes the theory of change more transparent. (The Matrix is included in Appendix F.)
The matrix identifies five assessment areas to use to determine the standard of care, which helps operationalize the EMHD Logic Model priorities and strategies. Those areas are:
· Availability—the extent to which services exist;
· Accessibility—the ease and convenience with which individuals can obtain and utilize services;
· Affordability—the costs of service to the consumer and the financial viability of providing service;
· Appropriateness—the correctness of  prevention and treatment services; and
· Acceptability—the degree to which the recipient of services believes that the services are congruent with her/his cultural beliefs, values and worldview.
5.  A Description of the National Network to Eliminated Disparities in Behavioral Health (NNED)
In the next presentation during the opening plenary session, Larke N. Huang, Ph.D., Senior Advisor on Children, Office of the Administrator, SAMHSA, informed the attendees that cultural competency and eliminating disparities is a cross-cutting area within SAMHSA’s Matrix of Priorities. Improving services to certain groups is now a part of the Administrator of SAMHSA’s (Dr. Terry Cline) management plan. This plan requires each of the Center directors to address the topic in their respective program areas. One way in which this is evident is in the Request for Application (RFA) process that now allows the substitution of “practice-based evidence” for “evidence-based practice” for some groups. SAMHSA recognizes that not all groups have established evidence-based practices. Dr. Huang announced that applicants proposing to serve populations with interventions not formally researched are encouraged to submit practice-based evidence in support of their applications. She stated that it appears that members of the community are excited about the RFA change, and it will be important to ensure that the review process does not penalize the lack of evidence-based practices.
Dr. Huang continued to explain that while there is a lot of good work going on in many communities, the information is not getting to everyone, and so the field does not benefit from the knowledge. The network structure of the NNED is designed to address this issue. She said that there are three types of entities:

· Community and Ethnic-Based Organizations and Networks (CEBONs) – tap into strengths of communities, including peer mentoring and utilization of community leadership;
· Knowledge Discovery Centers (KDCs) – work with community-based organizations in area of expertise (i.e. bipolar disorder); and add evidence and research; and
· The National Facilitation Center (NFC) – shares information, tracks projects, is responsible for website design, and provides the technology platform linking the other units (e.g., the glue holding the units together)
Dr. Huang noted that the NNED was launched on February 8, 2008 after a year of planning and is governed by a multi-stakeholder steward group. The NNED website (www.nned.net) maintains an e-newsletter, intranet virtual workspace, and outreach to other Federal partners and foundations. Geo-mapping capacity displays partners’ work. Other features of the site include:
· Priority areas and development of learning clusters;
· Community-defined evidence models to measure practice effect;
· Public education campaigns on prevention of underage drinking and mental health recovery—with support from the Ad Council – done in culturally appropriate ways; 
· Community engagement strategies for behavioral health care in maternal depression in low-income culturally diverse communities, the integration of behavioral and primary care, and best practices for Pacific Island and Native American indigenous communities; 
· Proposed learning clusters on men, fathers, and depression; and 
· Faith-based institutions’ links to behavioral health.
Dr. Huang explained that the participants in the External Workgroup Meeting can learn how to become partners without paying a fee, but must be willing to be geo-mapped and agree to the principles. 
Committee Meetings (Afternoon of Day One and Morning of Day Two)

Following the morning presentations, the Policy, Workforce Development, and Consumer Committees met to set their priorities and generate clearly articulated tasks and activities for the upcoming year. The committee meetings continued the following morning and led up to a presentation from each committee to the entire body of participants near the end of the External Workgroup Meeting.

Before the committees met, Dr. Blau charged each of the committees with looking at its ability to inform CMHS and with taking the next steps based on the vision and mission outlined. Each group had a chair and facilitator assigned to help assist the group process. Ms. Natalie Burke, the overall meeting facilitator, explained that each group would report on the second day. Dr. Blau noted that the Policy Committee’s priority would focus on the upcoming Policy Summit but that the other committees should spend time looking at areas in which progress can be made. The following sections outline the deliberations of each group. (Appendix G contains the Composition of each of the Committees).
The Policy Committee
The Policy Committee concentrated on what the group could do to help CMHS implement the National Policy Summit on the Elimination of Mental Health Disparities, to be held June 8-11, 2009 in New Orleans, LA, and what each committee member brought to the table. During the first afternoon of their meeting, they identified and discussed issues to consider, including tribal representation, the role of the county (versus the state) in providing mental health services, incentives for attending the summit, and how to select the states that will attend, including the composition of the state delegations. 
A committee member expressed concern that the tribal governments did not appear to be a part of the Logic Model (Appendix B) or plan for the Summit. Dr. Blau noted that because there are over 500 recognized tribes, and with limited resources, CMHS cannot hold a Summit large enough to include everyone. Instead, individual states will have to make decisions about how they include tribal governments. One participant noted that Tribal Governments have their own authorities and constitutions that my conflict with some states. Another participant said that in some states, counties make the decisions about service provision. States can develop policy requirements and Federal legislation can direct states’ activities. 

Dr. Vivian Jackson, co-chair of the committee, explained that during the Policy Summit, the states will have a process to develop policies that will advance the EMHD Initiative. There will be an application and an application review process. From the review, six states will be invited to participate with their delegations. Prior to the Summit, there will be work between facilitators and state leaders about their delegations and the work that they would like to pursue at the Summit and beyond. During the Policy Summit, the states will be guided through a process that will allow them to address their respective issues, and interact with other delegations. A steering committee and advisory group comprised of representatives from states, national associations, HumRRO, Georgetown, AFYA, and CMHS will plan the meeting. Dr. Jackson asked the committee to consider the following topics:
· Composition of state delegations;
· Criteria for selecting the states to attend the Policy Summit; and
· The Summit’s policy domains.
The committee also expressed interest in reviewing applications for the Summit.

Some committee members raised the issue of how the Policy Summit would be marketed to the states. They questioned why a state would be motivated to go through with an application and review process to attend the Summit. One participant pointed out that some states may be under court order, or experiencing pressure from advocacy groups. An important issue for the group was determining the readiness of states to participate in an event of this type. There was general agreement that there needed to be a demonstration of prior work, interest, or commitment to mental health issues at a high (governor’s) level. It was suggested that some indicator of readiness would be a public or written statement by a state legislature (i.e. a bill), Supreme Court, or governor. At the same time, the committee recognized the possibility that a state may have strong interest and demonstrate readiness to move forward without having an effort in place. They discussed developing a “readiness” scale, or modifying an existing one. There was also a suggestion that some states that were further along in their programs might serve as mentors to less advanced states.
The committee considered it important that states have the ability to document their work through reliable data collection and analysis procedures. Often, that would be a relationship or the ability to establish a relationship with a university.  

There was considerable discussion around how the committee could ensure a strong cultural and linguistic (CLC) component in the applications. They considered whether there might be tutorials available on the application submission and the reporting process for prospective awardees. The group recognized that a body of literature on CLC issues already exists, and that it is important not to reinvent the wheel. The members agreed that a literature review should be conducted to access this information in preparation for writing the application RFP. The group also discussed how they could keep in touch between meetings, and mentioned conference calls and the new Web site. The specific recommendations from the Policy Committee are presented in a later section of this report. 
The Workforce Development Committee
The Workforce Development Committee discussed the importance of developing a diverse workforce by providing information and training to potential mental health workers, and by reaching out to groups who may not have been considered in the past. The committee recognized the need to have positive messages to inform potential workers about the field. They discussed the need to change the pipeline and to get “new blood” into it. 
Several issues were outlined as leading to the disparities in quality of care that have been observed:

· There is a lack of properly trained, culturally and linguistically competent service providers;
· Current training efforts are inadequate to meet the unique cultural and language needs of communities of color;
· Developing the pipeline must begin early in order to engage communities of color and provide ongoing supervision and training; and
· Transforming the workforce must involve systems of changes at all levels.
One committee member suggested developing programs that will invest in new workers that would be similar to programs instituted 20 years ago. At that time, people were given money to help with their studies and now some of them are leaders in the field. Some committee members suggested that there needs to be a concrete definition of cultural competency, noting that some people may believe they are cultural competent but may not really understand many of the nuances surrounding diverse racial, ethnic, and cultural groups.

The committee identified the following groups that might become part of the expanding workforce:

· Paraprofessionals,
· Young people, even as early as elementary school-aged youth who have career oriented programs starting at an early age,
· People in early careers,
· Consumers,
· Older adults,

· People in second or third careers,
· Interpreters,
· Leaders/Administrators, and
· Current service providers.
The committee members explored whether it would be more beneficial to focus on developing young people to be a new pool of workers, or whether it might be more important to meet current needs for workers and concentrating on people already in the workforce, or further along in their academic preparation. The group indicated that it would be important to encourage youth to participate in volunteer activities tied to mental health for their community services hours needed for graduation to expose them to the mental health workforce.

There was discussion about certification and credentialing, especially among paraprofessionals and consumers. It was noted that there are strict requirements for reimbursement, and that sometimes services that could be performed by paraprofessionals will not be reimbursed. Medicare, for example, does not reimburse for translation services. One committee member noted that it creates a “Catch 22” and wondered if there was a middle ground between siding with the professional who wants to be reimbursed for services they usually provide, or with community that is more likely to seek help from the paraprofessional. The participant recognized that offering services to a wider community is an overarching goal of the mental health disparities mission. 
The final discussion of this committee centered on the possibility of conducting a Leadership Academy as a mechanism that could be used to develop a workforce that included diverse individuals. Dr. Blau indicated that this was a project under development by AFYA, Inc. as part of its new contract that included the implementation of a Leadership Academy. The Leadership Academy could:

· Explore leadership styles from different cultural perspectives;

· Develop a network or fellowship for current and upcoming leaders;

· Use the NNED and EMHD websites to house the Academy;
· Examine how to influence policy;

· Expose current and prospective leaders to legislators and policymakers;

· Develop a mentor program; and 

· Help to establish regional centers on the development of a diverse workforce.
The Committee presented their recommendations to the entire group of attendees to the External Workgroup Meeting on Day Two. They are presented in the next section of this document.

The Consumer/Peer/ Family/Youth Empowerment Committee
The Consumer Committee had many issues to discuss. They noted that there was no clear definition of “consumers” and decided to change the name of the committee to the Consumer/Peer/ Family/Youth Empowerment Committee (CPFYE). This name change highlights the focus on a diverse constituency of consumers.  

Additionally, it became clear that the committee needed to set aside time, through a conference call, to clarify terms, such as “peer,” “family member” and “youth.” It was noted that some members of the committee did not like the “ad hoc” status, and recommend this be removed from the language. The members noted that consumers are not included explicitly in the EMHD Logic Model and they developed language for inclusion. They made a decision to conduct a focus group and/or survey to determine the needs of consumers. They also decided to hold regular internal conference calls to continue the committee’s work between meetings.
The members of the group were very enthusiastic to develop tasks and activities to focus on for the next year, and it took time to come to a consensus about what next steps to pursue. After intense discussion and consensus that each group member had similar goals for the Committee, they agreed to recommendations for the upcoming year.  These recommendations are presented in a later section of this document.

Committee Recommendations (Late Morning – Day 2)
On the second day of the meeting, members from each of the Committees presented recommendations to the entire body of participants of the External Workgroup Meeting. A summary of the committees’ recommendations follows.
Recommendations from the Policy Committee
1.  Require the States to Demonstrate Current Efforts.  Regarding the upcoming Policy Summit, the Committee determined that the major issue is that there should be some demonstration of energy or effort towards eliminating mental health disparities (e.g., proclamations, bills that were developed that showed that state legislature put some effort towards this topic) by the state applicants. 
The Committee suggested that States must show capacity to collect and track their progress, Additional areas of concern are:
· Welfare reform reauthorization. There is a mental health component in welfare reform. That piece needs to be updated in terms of CLC and with the concepts of EMHD;
· Reviewing Office of Minority Health CLC standards and procedures to determine if they are appropriate for use in the application RFP; and
· Inclusion of consumer and family preferences around all their goals. There needs to be some outreach to grassroots people rather than focusing on people who have academic backgrounds. 

Additional recommendations by the committee included the use of performance-based contracts and that states have policies that would establish standing boards, councils, and would develop marketing campaigns that would reduce stigma.
Examples of State Level Policies were provided:
A. 
Mental Health System

· Mandates to collect race, ethnicity and language data;
· Formation of language access policies (in compliance with Title VI of Civil Rights Act in contrast to English Only laws);
· Establishment of standing boards, commissions, tasks forces with membership from community and cultural groups;
· Establishment of staffed offices such as multicultural affairs offices, cultural liaisons, tribal liaisons; and
· Services for undocumented persons.
B. 
Administrative Operations 

· Grant or contract conditions that require partnerships with community-based organizations, cultural communities and users or potential users of services;
· Human resource policies that promote leadership of persons from diverse cultural backgrounds (e.g., leadership academies, emerging leaders programs, etc.);
· Programs with K-12 school systems to promote mental health careers; and
· Performance-based contracting with providers that includes elements related to the reduction of disparities.
C. 
External to Public Mental Health Systems

· Professional licensure policies to require CEUs or CMEs in cultural competence;
· Legislation to support language access services within the State Medicaid Plan;
· Policies within the juvenile justice system and the criminal justice system to adequately address the mental health services needs of incarcerated persons and ex-offenders returning to the community;
· Policies that address the unique needs of persons and families within the military and discharged from the military; and
· Policies that address the integration of mental health and primary care services.
2.  Set Criteria for Selection of States to Attend the Policy Summit.  The group believed it is important to include states that have already demonstrated seriousness of intention to address racial, ethnic and geographic mental health disparities and disparities related to special populations. Although states may be at different levels in their own development of cultural and linguistic competence or work on behalf of elimination of disparities, there should be some demonstration of interest and energy in this work. Indicators could include such things as:

· Public proclamations or executive orders from the governor;

· Existing legislation or administrative rules;

· Demonstration of financial investment in elimination of mental health disparities;

· Data capacity to track progress in the elimination of racial and ethnic mental health disparities; and

· Demonstrated collaboration with advocacy groups on behalf of mental health concern for various racial and ethnic groups.

3.  Carefully Define the Membership of State Delegations.  CMHS will fund six delegations of seven people to attend the Policy Summit on the Elimination of Mental Health Disparities. States are free to support the attendance of additional persons. The group felt that the following categories should be included in the delegations with the specific composition dependent on the type of policy that the state wishes to pursue. 

Broad categories would include representation from:

· Legislature; 

· Administration; 

· Provider; 

· Consumer and Family;
· Advocacy Groups; 

· Finance; and 

· Governance. 

The group provided a long list of potential delegates to include:

· Representative from Governor’s office;

· State mental health directors;

· Multicultural affairs officer, cultural competence coordinator or person in comparable role;

· Representation from state legislature;

· Medicaid authority representative;

· Consumer and/or family organization representative;

· Cultural advocacy organizations;

· County mental health commissioners; and

· State research institutions.

4.  The Committee Will Serve as the Review Panel.  The group nominated itself as being the group that reviews the applications. They recommended that CMHS address how to expand the reviewer pool for the grants review process to include more people who are community-based. The committee noted that people can be trained to serve as reviewers. Their final recommendation was a literature review to synthesize and analyze information on CLC to help guide future policy.

5.  Possible Plenary Speakers.  The group named several persons as possible plenary speakers. The common theme was a person who had national stature on the issue. The list included Dr. David Satcher or the incoming Surgeon General from the new administration, an Institute of Medicine scholar, a legislator who is sponsoring parity legislations or member of the Black Caucus or the Hispanic Caucus.

The group was very excited about the possibilities that can emerge from a Policy Summit on the Elimination of Mental Health Disparities. They wish to stay involved with the development of the Policy Summit through the representation of Princess Katana on the Policy Summit Advisory Group and ongoing communication facilitated by the contractor, HumRRO, of the EMHD Initiative.

Recommendations from the Workforce Development Committee
1.  Develop an RFP.  The committee’s first recommendation was to develop an RFP focused on improving the current workforce, which builds on the curriculum that is already available. Categories in the RFP could address increasing the current workforce and retaining/enhancing the current workforce. The standards of the RFP should not just award large organizations, but consideration should be given to those willing to partner, especially in the research effort. The evaluation should be community driven, rather than solely university driven, and evaluation criteria should focus on the methodology, and an explanation of how the grantee will cover the requisite training. To address retention issues in the field, there should be a loan forgiveness program. 
2.  Develop Sustainability.  The Committee recognized the need for sustainability, and recommended an in-house trainer to train new and younger staff. The recommendations included CLC training for the board and leadership of the organization. The Committee referenced a community readiness model at Colorado State University as a model to think about preparing a community to change. 
3.  Conduct a Leadership Academy.  The Committee recommended the development of a Leadership Academy using the Annapolis Coalition Workforce Articles and the CLC Primer as tools. 
4.  Focus on Training and Messaging.  The group stressed the importance of developing a diverse workforce by providing training and positive messages to provide information about the mental health profession. 
Recommendations from the Consumer/Peer/Youth/Family Empowerment (CPFYE) Committee

In addition to its name change, the CPYFE Committee identified tasks that they would undertake over the next 12 months. These tasks formed the basis of their recommendations to CMHS.
1.
Develop a Survey/Focus Group on Cultural and Linguistic Competence from the CPYFE Perspective
· The CPFYE Committee proposes to review and leverage existing data, methods, surveys and programs;
· The Committee will conduct a needs assessment of each “group” to find out what they need to achieve mental health equity;
· The process will incorporate a participatory action research model; and 

· The Committee will bring new voices to the table to better inform and educate CMHS.
2.  
Prepare Suggestions for Additions to the EMHD Logic Model
· The Committee will use a collaborative process to draft bullets for the Consumer/Peer/Youth/Family Empowerment Committee to include in the EMHD Logic Model.
3. Promote CPFYE
· The Committee will develop sustainable strategies so that CPFYE is a part of decision-making for themselves and systems; 

· The Committee will promote the importance of  CPFYE having its own culture that represents diverse populations and a myriad of differences; and
· The language developed will include experience (lived) of the consumer and diverse experiences, cultural resiliency and healing paths.
4.  Define Terms

· The Committee will develop common language and understanding of terms for different groups and
· Develop a glossary (i.e., including the terms resilience, recovery, consumer and family member).
5.  
Schedule Regular Conference Calls and Web Meetings

· Schedule conference calls with the Workforce Development and Policy Committees;
· Hold separate calls for CPFYE Committee members; and
· Coordinate multiple participants on the calls.
6.  
Develop a Specific Logic Model for the CPFYE Committee
· The Logic Model will tell the “story” in a consumer- and youth-driven way;
· The Logic Model will be a strategic process to get the work done; and
· The Logic Model will encapsulate the culture of consumers.
7.  Include the CPFYE Committee 

The group stressed the importance of having consumers involved significantly and continuously in the Workforce Development Committee and the Policy Committee. 
Closing Remarks (End of Day 2)
During the closing session, Dr. Blau provided perspectives from the meeting that he asked participants to consider as they moved forward collectively and individually with the work. He cited language and its strategic importance in reducing disparities in mental health care. He also noted that CMHS plans to work with the Consumer/Peer/Family/Youth Empowerment Committee and the other Committees to develop guidance regarding who is considered a consumer. He noted the importance of the work to be accomplished with the involvement of consumers, hence the need to develop some consensus on this issue. 
Dr. Blau provided foresight about the scope of CMHS’ continued support for the Initiative and introduced the staff from AFYA, Inc. who will assume the ongoing management and coordination of the External Workgroup from HumRRO after this meeting. He emphasized that HumRRO staff (Ms. Carolyn Lowery and Dr. Roger W. Morrell) will continue to be involved in order to facilitate continuity.  
According to Dr. Blau, CMHS and its Internal Workgroup will continue to set the bar for the rest of SAMHSA and will work collaboratively with the CCED Initiative to implement a similar effort in the two other centers. This partnership will be critical to ensure that the philosophy and vision identified by this Initiative can be embraced and seamlessly implemented.

The meeting was adjourned. A Meeting Evaluation Summary is included in Appendix H.
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EMHD Logic Model
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Incorporate a holistic approach in service delivery

Embed cultural and linguistic competence within the mental
health service delivery system

Ensure that services are consumer and family-driven and
youth-guided

Develop/adapt best practices that promote culturally and lin-
guistically competent services

Build partnerships and collaborative relationships across con-
stituency groups
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Meeting Agenda 

EMHD External Workgroup Conference

Discussion Document

May 19 & 20, 2008

Rockville, MD

Conference Purpose


On May 19-20, 2008, CMHS will sponsor the second Eliminating Mental Health Disparities conference. The group will reconvene at the Substance Abuse and Mental Health services Administration (SAMHSA) for one and a half days. During this conference, we will update the External Workgroup on activities and accomplishments from the past year, introduce AFYA, Inc., set priorities for the future, and develop future tasks for the External Workgroup. 

Conference Goals 

By the end of the meeting, Workgroup members will: 
· Know the status of current activities status of activities;

· Be introduced to AFYA, Inc.; 

· Have an understanding of the Initiative and Workgroup accomplishments; and

· Have clearly articulated future Workgroup priorities, activities, and recommendations.

Conference Objectives

1. Update the Workgroup about current activity status.

2. Introduce AFYA, Inc. 

3. Review and reaffirm the purpose, role, and functions of the Workgroup and Committees.

4. Generate several priorities and tasks for the committees for the future.

Below is the draft agenda.

Eliminating Mental Health Disparities External Workgroup Conference

Center for Mental Health Services

1 Choke Cherry Road

Sugarloaf & Seneca Rooms

Rockville, MD 20857

May 19 - 20, 2008

Facilitator:  Natalie Burke
	AGENDA
	

	Day 1:  Monday, May 19, 2008

	8:15 am & 8:25 am
	Shuttle Departs from Sheraton Rockville Hotel Lobby to CMHS

	8:30 am
	Registration 

	9:00 am 
	· Welcome 
Gary Blau, Chief, CMHS, Child, Adolescent and Family Branch 

· Opening Remarks on Eliminating Mental Health Disparities 

Kathryn Power, Director, CMHS 
· Introduction

Natalie Burke, Principal and Co-Founder, CommonHealth ACTION 
· Overview of the EMHD Conference Objectives and Anticipated Outcomes 

Natalie Burke

· Eliminating Mental Health Disparities Initiative Project Updates 

· EMHD Website Update

Mareasa Isaacs, President, NAMBHA

· TeleMental Health Resource Guide 

Doug Novins, University of Denver at Colorado 

· EMHD Logic Model and Matrix

Vivian Jackson, Senior Policy Associate, Georgetown University Center for Child and Human Development 

	10:30 am 
	BREAK

	10:45 am 
	· Introduction of AFYA, Inc. 

Gary Blau 

· NNED Update

Larke Huang, Senior Advisor on Children, Office of the Administrator
· Setting Priorities for the Eliminating Mental Health Disparities External Workgroup in the Future 
Natalie Burke

· Charge to the Small Groups
Gary Blau 

	12:00 pm
	WORKING LUNCH IN SMALL GROUP SESSIONS (COMMITTEES)

	12:45 pm 
	BREAK

	1:00 pm
	· Small Group Sessions with Committees (continued)

	3:00 pm
	BREAK

	3:15 pm
	· Small Group Session with Committees (continued) 

	4:45 pm
	· Summary of the Day and Adjournment

Natalie Burke 

	5:15 pm & 5:25 pm
	Shuttle Departs from CMHS to Sheraton Rockville Hotel Lobby

	Day 2:  Tuesday, May 20, 2008

	8:15 am & 8:25 am
	Shuttle Departs from Sheraton Rockville Hotel Lobby to CMHS

	8:30 am
	Registration 

	8:50 am
	· Call to Order and Reflections from Day 1

Natalie Burke

	9:00 am 
	· Small Group Session with Committees (continued)

	9:45 am
	BREAK

	10:00 am
	· Small Group Report Out 

Natalie Burke and Small Group Reporters 

	11:30 pm
	· Summary and Closing Remarks
Natalie Burke

· Adjournment
Gary Blau

	12:00 pm
	Depart from CMHS
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	President's New Freedom
Commission on Mental Health

	Achieving the Promise: Transforming Mental Health Care in America


Goal 3: Disparities in Mental Health Services Are Eliminated

	Recommendations
	3.1 Improve access to quality care that is culturally competent. 

3.2 Improve access to quality care in rural and geographically remote areas. 


Understanding the Goal

Minority Populations Are Underserved in the Current Mental Health System

Racial and ethnic minority Americans comprise a substantial and vibrant segment of the U.S. population, enriching our society with many unique strengths, cultural traditions, and important contributions. As a segment of the overall population, these groups are growing rapidly; current projections show that by 2025, they will account for more than 40% of all Americans.102 

Unfortunately, the mental health system has not kept pace with the diverse needs of racial and ethnic minorities, often underserving or inappropriately serving them. Specifically, the system has neglected to incorporate respect or understanding of the histories, traditions, beliefs, languages, and value systems of culturally diverse groups. Misunderstanding and misinterpreting behaviors have led to tragic consequences, including inappropriately placing minorities in the criminal and juvenile justice systems. 

While bold efforts to improve services for culturally diverse populations currently are underway, significant barriers still remain in access, quality, and outcomes of care for minorities. As a result, American Indians, Alaska Natives, African Americans, Asian Americans, Pacific Islanders, and Hispanic Americans bear a disproportionately high burden of disability from mental disorders. This higher burden does not arise from a greater prevalence or severity of illnesses in these populations. Rather it stems from receiving less care and poorer quality of care.16
The mental health system has not kept pace with the diverse needs of racial and ethnic minorities, often underserving or inappropriately serving them.

Receiving appropriate mental health care depends on accurate diagnosis. Racial and ethnic minorities' higher rates of misdiagnosis may contribute to their greater burden of disability. For instance, African Americans are more likely to be overdiagnosed for schizophrenia and under-diagnosed for depression.16 To compound this problem, physicians are less likely to prescribe newer generation antidepressant or antipsychotic medications to African American consumers who need them.103
The report, Mental Health: Culture, Race and Ethnicity, A Supplement to Mental Health: A Report of the Surgeon General, highlighted striking disparities in mental health services for racial and ethnic minority populations. For example, these populations: 

· Are less likely to have access to available mental health services,

· Are less likely to receive needed mental health care,

· Often receive poorer quality care, and

· Are significantly under-represented in mental health research.16 

Minorities Face Barriers to Receiving Appropriate Mental Health Care

Although many barriers deter minority populations from accessing and receiving proper treatment, some barriers are shared by all populations. For instance, all populations with mental disorders are affected by fragmented services, unavailable services, and high costs, as well as societal stigma. 

However, additional barriers prevent racial and ethnic minorities from seeking services, including: 

· Mistrust and fear of treatment; 

· Different cultural ideas about illnesses and health;

· Differences in help-seeking behaviors, language, and communication patterns;

· Racism;

· Varying rates of being uninsured; and

· Discrimination by individuals and institutions.16 

Racial and ethnic minorities are seriously under-represented in the core mental health professions.

Cultural Issues Also Affect Service Providers

Cultural issues affect not only those who seek help but also those who provide services. Each group of providers embodies a culture of shared beliefs, norms, values, and patterns of communication. They may perceive mental health, social support, diagnosis, assessment, and intervention for disorders in ways that are both different from one another and different from the culture of the person seeking help.

While professionals of all racial and ethnic backgrounds can and do deliver culturally competent care, much of the existing workforce is inadequately trained in this area. Racial and ethnic minorities are seriously under-represented in the core mental health professions, many providers are inadequately prepared to serve culturally diverse populations, and investigators are not trained in research on minority populations.104; 105 

Without concerted efforts to remedy this problem, the shortage of providers and researchers will intensify the disproportionate burden of mental disorders on racial and ethnic minorities. With the rapid growth in minority populations, disparities will deepen if they are not systemically and urgently addressed.

Rural America Needs Improved Access to Mental Health Services

The vast majority of all Americans living in underserved, rural, and remote areas also experience disparities in mental health services. Rural America makes up 90% of our Nation's landmass and is home to approximately 25% of the U.S. population.102 Despite these proportions, rural issues are often misunderstood, minimized, and not considered in forming national mental health policy. Too often, policies and practices developed for metropolitan areas are erroneously assumed to apply to rural areas. 

Access to mental health care, attitudes toward mental illnesses, and cultural issues that influence whether people seek and receive care differ profoundly between rural and urban areas.

While the prevalence and incidence of serious mental illnesses among adults and serious emotional disturbances for children are similar in rural and urban areas,106 the experience of individuals in those areas differs in important ways. In rural and other geographically remote areas, many people with mental illnesses have inadequate access to care, limited availability of skilled care providers, lower family incomes, and greater social stigma for seeking mental health treatment than their urban counterparts.5; 107 As a result, rural residents with mental health needs:

· Enter care later in the course of their disease than their urban peers,

· Enter care with more serious, persistent, and disabling symptoms, and

· Require more expensive and intensive treatment response.108 

For rural racial and ethnic minorities, these problems are compounded by their minority status and the dearth of culturally competent or bilingual providers in these medically underserved areas. 

Compounding the problems of availability and access is the fact that rural Americans have lower family incomes and are less likely to have private health insurance benefits for mental health care than their urban counterparts.109 Lack of coverage often occurs because small groups and individual purchasers dominate the rural health insurance marketplace, so insurance policies are more likely to have large deductibles and limited or no mental health coverage.109 

Rural residents also have longer periods without insurance coverage than their urban peers and are less likely to seek services when they cannot pay for them.110 For many rural Americans, the cost of mental health services - particularly prescription drugs - may be too high. 

Rural areas also suffer from chronic shortages of mental health professionals. Virtually all of the rural counties in this country have a shortage of practicing psychiatrists, psychologists, and social workers.111 Of the 1,669 Federally designated mental health professional shortage areas, more than 85% are rural.112 These professional shortage problems are even worse for children and older adults.111 

In addition, many primary care providers who work in rural areas are unprepared to diagnose or treat mental illnesses. Where general health providers in rural areas often use physician extenders, mental health extenders are not yet widely used. Where they are available, their services are frequently not reimbursed by insurance. 

Another problem is that suicide rates are significantly higher among older men and Native American youth who live in rural areas. The rate of suicide appears to increase as the population becomes more rural.21; 108; 113 While several factors may contribute to this phenomenon, researchers have yet to conduct in-depth analyses and studies across different geographic settings. 

However, one certainty is that access to mental health care, attitudes toward mental illnesses, and cultural issues that influence whether people seek and receive care differ profoundly between rural and urban areas.

Achieving the Goal

	Recommendation
	3.1 Improve access to quality care that is culturally competent


Culturally Competent Services Are Essential to Improve the Mental Health System

Culturally competent services are "the delivery of services that are responsive to the cultural concerns of racial and ethnic minority groups, including their language, histories, traditions, beliefs, and values."16 Cultural competence in mental health is a general approach to delivering services that recognizes, incorporates, practices, and values cultural diversity. Its basic objectives are to ensure quality services for culturally diverse populations, including culturally appropriate prevention, outreach, service location, engagement, assessment, and intervention.16 

Despite widespread use of the concept of cultural competence, research on putting the concept into practice and measuring its effectiveness is lacking. While critical indicators and standards for culturally competent care have been available for several years, the field has yet to systematically apply, measure, and link these standards to treatment outcomes. In addition, implementing these standards in the public sector has been slow. 

	Culturally competent services - the delivery of services that are responsive to the cultural concerns of racial and ethnic minority groups, including their language, histories, traditions, beliefs, and values.


Nevertheless, many in the mental health field consider cultural competence to be essential to ensure quality of care, responsiveness of services, and renewed hope for recovery among ethnic and racial minorities. Empirical research is needed to assess the effectiveness of culturally competent practices. (See Goal 5.)
Meanwhile, mental health systems can respond to the needs of ethnic and racial minority populations by implementing existing standards, thus building trust, increasing cultural awareness, and responding to cultural and linguistic differences. In fact, programs that reflect the demographics, diversity, and values of a community-as shown by the Dallas school-based mental health model-are more likely to engage and keep racial and ethnic minorities in mental health services. (See Figure 3.1.) 

The Commission recommends that States address and monitor racial and ethnic disparities in access, availability, quality, and outcomes of mental health services as part of their Comprehensive State Mental Health Plans. (See Goal 2.) This State-level strategic effort should include: 

· Setting standards for culturally competent care;

· Collecting data to identify points of disparity;

· Evaluating services for effectiveness and consumer satisfaction;

· Developing collaborative relationships with culturally driven, community-based providers; and

· Establishing benchmarks and performance measures. 

In addition, State plans should promote increased opportunities to include individuals from diverse cultural backgrounds in the mental health workforce. These opportunities should reflect the changing demographics and needs of communities for culturally and linguistically competent providers.

	Figure 3.1. Model Program: A Culturally Competent School-Based Mental Health Program

	Program
	Dallas School-based Youth and Family Centers

	Goal
	To establish the first comprehensive, culturally competent, school-based program in mental health care in the 12th largest school system in the Nation. The program overcomes stigma and inadequate access to care for underserved minority populations.

	Features
	Annually serves the physical and mental health care needs of 3,000 low-income children and their families. The mental health component features partnerships with parents and families, treatment (typically 6 sessions), and follow-up with teachers. The well-qualified staff, who reflect the racial and ethnic composition of the population they serve (more than 70% Latino and African American), train school nurses, counselors, and principals to identify problems and create solutions tailored to meet each child's needs.

	Outcomes
	Improvements in attendance, discipline referrals, and teacher evaluation of child performance. 114 Preliminary findings reveal improvement in children's standardized test scores in relation to national and local norms. 

	Biggest challenge
	To sustain financial and organizational support of collaborative partners despite resistance to change or jurisdictional barriers. Program's $3.5 million funding comes from the school district and an additional $1.5 million from Parkland Hospital. 

	How other
organizations
can adopt
	Recognize the importance of mental health for the school success of all children, regardless of race or ethnicity. Rethink how school systems can more efficiently partner with and use State and Federal funds to deliver culturally competent school-based mental health services.

	Sites
	Dallas and Fort Worth, Texas


Finally, emerging evidence shows that collaborative efforts to bridge community health and mental health services are effective in the outreach, identification, engagement, and treatment for racial and ethnic minorities with mental illnesses.16 Accordingly, national leadership is needed to improve the training of general medical practitioners and specialty mental health practitioners in caring for consumers at the intersection of these two parts of our overall health care system.

Therefore, the Commission recommends making strong efforts to recruit, retain, and enhance an ethnically, culturally, and linguistically competent mental health workforce throughout the country. 

The Commission encourages government agencies, colleges, universities, professional associations, and minority advocacy groups to work together to address the workforce crisis in mental health services for racial and ethnic minority populations, especially for youth and their families. These efforts could include: 

· Recruiting and retaining racial and ethnic minority and bilingual professionals;

· Developing and including curricula that address the impact of culture, race, and ethnicity on mental health and mental illnesses, on help-seeking behaviors, and on service use;

· Training and research programs targeting services to multicultural populations;

· Funding these training programs; and

· Engaging minority consumers and families in workforce development, training, and advocacy.

The Commission recommends forming public-private partnerships for pre-service and in-service training. All Federally funded health and mental health training programs should explicitly include cultural competence in their curricula and training experiences. (See Goal 5 for a broader recommendation on the mental health workforce.)

The Commission recommends making strong efforts to recruit, retain, and enhance an ethnically, culturally, and linguistically competent mental health workforce throughout the country.

Given the significant role of faith-based organizations and leaders in the lives of many people, including ethnic and racial minorities, the Commission recommends enlisting their support and partnership in mental health care. This effort would involve working with the faith communities and leaders to help: 

· Increase understanding of mental and physical health in their communities,

· Reduce stigma associated with mental disorders and problems,

· Encourage individuals and families to seek help,

· Collaborate with mental health providers, and

· When necessary, link people with appropriate services. 

These faith-based leaders also may be critical in helping the mental health system and providers better understand the community. 

	Recommendation
	3.2 Improve access to quality care in rural and geographically remote areas.


Rural Needs Must Be Met

To address the specific needs of the rural and geographically remote communities, the Commission encourages the U.S. Department of Health and Human Services (HHS) to convene a cross-agency workgroup to examine rural workforce issues to: 

· Study current Federal workforce enhancement programs,

· Encourage a collaborative focus on rural mental health needs, and

· Oversee development of a rural mental health workforce strategy that includes using and supporting mid-level and alternative providers of mental health services. 

The Commission recommends that the Substance Abuse and Mental Health Services Administration (SAMHSA) and the Health Resources and Services Administration (HRSA) collaborate to support the training, deployment, and continuing education of rural mental health professionals. Such efforts should focus on strengthening the capacity and competency of the workforce to sustain an evidence-based service delivery system. (Also see Goals 5 and 6.)

In addition, the Commission recommends developing a Rural Mental Health Plan with specific, measurable targets and benchmarks. An important goal for this plan would be to fully integrate mental health into the existing infrastructure for rural public health. SAMHSA and HRSA should fully participate in developing this plan and should carefully consider the recommendations of the HHS Rural Task Force and the Initiative on Rural America. This national plan should closely align with States' Comprehensive Mental Health Plans. (See Recommendation 2.4.) 

The Commission recommends that rural Americans receive increased access to mental health emergency response, early identification and screening, diagnosis, treatment and recovery services. 

The Commission recognizes that affordable mental health care is a critical issue for rural communities and residents. Federal and State agencies should explore policy options that enable rural individuals and small businesses to enter pools to purchase insurance so that they gain access to more affordable, high quality, health insurance. In addition, Federal agencies should ensure that new funding announcements do not place unrealistic non-Federal matching fund requirements on rural entities. 

The emergence of telehealth offers access to care. Telehealth is using electronic information and telecommunications technologies to provide long-distance clinical health care, patient and professional health-related education, public health, and health administration. (See Goal 6.)
The Commission recommends that SAMHSA, HRSA, and the National Institutes of Health fund demonstration grants in rural areas to provide and evaluate the effectiveness of mental health services delivered by distant providers through new technologies. Enhanced coordination between funded telehealth systems and public mental health systems must be promoted. 

The Commission supports this technology as one of the most promising means of improving access to specialty mental health care in underserved rural areas.
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Appendix F

Matrix to Supplement the Logic Model
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

Complement Logic Model



Provide template to enhance the ability to

identify gaps and quantify progress



Make theory of change more transparent

V. Jackson, Ph.D., NCCC, 2008



[image: image10.emf]Availability

Questions of existence of the service



Does the service exist where people live their 

lives (live, work, study, play, shop, worship, 

etc.)



If so, in adequate supply 



Geo mapping

V. Jackson, Ph.D., NCCC, 2008
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Questions of ease and convenience to obtain and use the services



Referral process, wait time for appointment, wait time for service, hours 

and days of operation, travel time, travel access- by car, parking, public 

transportation – routes (any transfers? How many?, costs, availability, 

schedule,  cab – ease of getting, costs, physical accessibility, child care, 

language, interpreters, translation)



Penetration rates



Consider the system within which the services are made available –

private/public, health, mental health, criminal justice, child welfare, 

school, employer (EAP), etc. 

V. Jackson, Ph.D., NCCC, 2008
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Questions of the costs to consumer and financial viability of service provider



Out of pocket expenses to consumer - pricing and pricing policy 

[eg., sliding fee scale, co-payments, deductibles, exclusions



Ability to acquire third party coverage – eligibility rules, administrative 

process/requirements to document eligibility (e.g., Birth certificates with 

raised seal, rent receipt in own name) – relationship between multiple 

funding streams 



Comparison of actual enrollment with estimated eligibles



Level of adequacy of direct funding to service provider from local, state, 

federal authorities to support adequate supply of quality services (direct 

grants and contracts, fee scale, case rate, capitation rate)

V. Jackson, Ph.D., NCCC, 2008
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Questions of correctness of service offered/provided for 

prevention and treatment



Screening and assessment tools and processes take cultural issues into 

account in the construction, implementation and analysis



Diagnoses are accurate and appropriate for context of population



Interventions including medications are designed to achieve optimal 

outcomes for the context of the recipient of services (consider dosage, 

intensity of service, duration of services, location of service (e.g., home, 

facility, school, church, etc.), level of restrictiveness of care, etc.

V. Jackson, NCCC, 2008
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

Communicated within the language that is meaningful to the 

service recipient for the nature of the service (Title VI 

compliance)



Outcomes are outcomes that provide relief from signs and 

symptoms of distress, including interpersonal and social 

functioning AND reflect outcomes that are important to the 

person receiving service based on cultural perspective



Clinical outcomes



Functional outcomes



Relapse rates/recidivism rates

V. Jackson, Ph.D., NCCC, 2008
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Questions of the degree to which the recipient of services believes that the 

services are congruent with cultural beliefs, values, world view



Services offered within the context of the norms and values of the cultural 

group – including who is to be included or not included in decision 

making 



Use of persons that the cultural group deems as appropriate service 

providers – by race/ethnicity, discipline/education, western or nonwestern 

provider indigenous, sexual orientation/gender identity



Role of stigma within the cultural community



Demonstration of respect and honor of norms and values



Premature termination rates



Utilization rates



Participation rates



Satisfaction rates

V. Jackson, Ph.D., NCCC, 2008
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11.  Bethanie Parrish (SAMHSA)

12.  Lola Oguntomilade (AFYA)
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Meeting Evaluation Summary

CMHS External Workgroup 

Meeting

Evaluation Report

June 26, 2008

Developed For:
Substance Abuse and Mental Health Services Administration (SAMHSA)
Center for Mental Health Services (CMHS)
1 Choke Cherry Road
Rockville, MD 20857
Under Contract With
U.S. Office of Personnel Management

Office of Human Resources Development

Training and Management Assistance Branch

1900 E Street, NW

Washington, DC 20415-0001


Work Order: 1630859

OPM Project code:  02EA3TS138


OPM Contract Number: OPM-01-01063
BACKGROUND

On May 19-20, 2008, CMHS convened the second Eliminating Mental Health Disparities External Workgroup Meeting in Rockville, Maryland. The purpose of the meeting was to update the External Workgroup members on the status of activities and accomplishments of the initiative, introduce AFYA, Inc. as the new contractor that will be continuing the work of the group and to set priorities and develop tasks for the future. An important aspect of the meeting was to provide a forum for the External Workgroup members to develop committees that will focus on tasks related to policy issues, consumer issues and workforce development issues. 

Thirty-seven participants attended the meeting, thirty-one attended for the entire event, and nineteen of the thirty-one completed all or part of the evaluation form, resulting in a 50% response rate. At the end of the second day, HumRRO staff asked meeting participants to complete a printed evaluation form before leaving.  The participants were given the option to include his/her name and email address on the evaluation form. 
Based on the meeting responses, HumRRO staff completed a qualitative content analysis in Microsoft Excel and a quantitative analysis in SPSS using frequencies, means and standard deviations. HumRRO staff then summarized the results into this report, which will be used to inform future meetings of the External Workgroup. A summary of responses to the evaluation form are outlined below.

RESULTS

Overall Effectiveness 

Respondents rated their overall impression of the meeting on a five-point Likert scale where 1=Poor; 2=Fair; 3=Good; 4=Very Good; and 5=Excellent. Results appear in Table 1 below. Highest frequencies for each item are highlighted in bold and the number of respondents for each item is indicated by “N-size.” 

Most of the average scores for the items on the overall effectiveness of the meeting were above “3” or “Good”. However, it is important to note that for the next External Workgroup meeting, the results indicated that there is improvement needed in making the purpose and goals of the meeting clearer prior to the meeting. A summary of item responses below include selected comments from respondents.

Table 1. Overall Meeting Effectiveness  
	
	
	Frequency (#)
	

	Overall
	N-size
	1
	2
	3
	4
	5
	Mean

(SD)

	The purpose and goals of the meeting were clear prior to the meeting. 


	18
	1
	8
	4
	2
	3
	2.89

(1.23)

	The meeting agenda fit the meeting goals and objectives.


	18
	0
	4
	5
	8
	1
	3.33

(0.91)

	The time allocated for presentations was appropriate. 


	18
	1
	2
	4
	7
	4
	3.61

(1.15)

	The charge for the small group sessions was clear.


	19
	0
	4
	6
	5
	4
	3.47

(1.07)

	There was adequate time for the small groups to compete their work.


	19
	0
	3
	1
	7
	8
	4.05

(1.08)


Item 1: What did you like best about the meeting?
A majority of the participants who responded to this question indicated that they liked the Small Group Sessions (i.e., the Committee meetings) and the outcome of the work they completed during the sessions. Many also reported their satisfaction with the diversity of the External Workgroup members. They were equally satisfied with CMHS’ and the Workgroup members’ open and honest dialogue. Respondents also indicated being pleased with the networking and collaboration opportunities, as well as the goals of the meeting, once clarified. 

Item 2: What did you like least about the meeting?
Some of the respondents were dissatisfied with the length and nature of the presentations on Day 1 and the clarity of the charge to the groups. However, most respondents indicated that the charge became clearer after some discussion. Additionally, some participants expressed that there was not an opportunity to contribute to the agenda prior to the meeting, and that it appeared to be “pre-set, disingenuous and controlled”. It is possible that some of this dissatisfaction resulted from some of the members’ lack of participation in the monthly conference calls of the External Workgroup. Therefore, they were not aware of some of the previous discussion that served as a foundation to parts of the agenda. A small number of respondents articulated that there was not enough pre-work prior to meeting, and that there were not enough breaks during the sessions.

Item 3: The purpose and goals of the meeting were clear prior to the meeting.
The analyses indicated that the average score of the respondents to this item was 2.89 (fair), suggesting that the purpose and goals of the meeting could have been better stated prior to the meeting. Survey respondents included some of the following comments: “It is not clear what this External Workgroup is going to do. It seems as though we provide lots of great information during the meeting but no clear plan of work for the upcoming year.” and “Not clear initially. But made clear on first day of meeting”

Item 4: The meeting agenda fit the meeting goals and objectives.
The ratings of the respondents on the fit of the meeting goals and objectives indicated that the agenda matched the meeting goals and objectives satisfactorily. The average response to this item was 3.61. One particular comment seems to summarize other comments expressed by the participants for this item: “I would have liked for the committees to have been defined earlier in the year, and for the committees to have a clear role in shaping the agenda.”

Item 5: The time allotted for presentations and discussion was appropriate.

The average rating of respondents to this item was a 3.61 suggesting that the presentations and discussions were appropriate for the meeting. However, some of the participants indicated that they would have liked more time for discussion in the Opening Plenary Session on Day One, and they would have preferred fewer presentations on Day One. 

Item 6: The charge for the small group sessions was clear.
Most of the meeting participants indicated that the charge for the Small Group Sessions (i.e., the Committee meetings) was clear (mean= 3.47). Survey respondents made the following comments: “The charge became more clear”; “It definitely was for the policy group”; and “It had an appearance of being clear, however at times I felt that we were addressing a pre-set agenda.”

Item 7: There was adequate time for the small groups to complete their work.
The average score of respondents to this item was 4.05 indicating that participants were highly satisfied with the amount of time allotted to complete their work in the small groups. This is an improvement in ratings from the 2007 External Workgroup Meeting. Few participants commented on this item.

Meeting Logistics  

Respondents rated their overall impression of the logistics of the meeting on a five-point scale where 1=Poor; 2=Fair; 3=Good; 4=Very Good; and 5=Excellent. Results appear in Table 2 below. Highest frequencies for each item are highlighted in bold and the number of respondents for each item is indicated by “N-size.” 

Means were “above average” for the meeting logistics provided, which is also an improvement from the ratings recorded from the 2007 External Workgroup Meeting. N-sizes were considerably smaller for most of the items in this section because not all participants completed all of the items as requested. The responses that were gathered suggest improvement can be made in the timeliness and adequacy of pre-meeting communication for the next External Workgroup meeting to be held.

Table 2. Meeting Logistics  
	
	
	Frequency (#)
	

	Meeting Logistics


	N-size
	1
	2
	3
	4
	5
	Mean

(SD)

	Timeliness and adequacy of pre-meeting communication 
	18
	2
	2
	5
	4
	5
	3.44

(1.34)

	Ease of making travel arrangements.


	12
	1
	0
	0
	7
	4
	4.08

(1.08)

	Hotel accommodations


	11
	0
	1
	2
	4
	4
	4.00

(1.00)

	Meals


	17
	0
	0
	2
	9
	6
	4.24

(0.66)

	Transportation to and from the meeting


	11
	0
	1
	1
	3
	6
	4.27

(1.01)


In addition to the items outlined above, there was another item on the evaluation form that requested participants to identify the issues/ topics that are important to discuss that were not on the meeting agenda. Below are all comments:

· “Differences between adult and children's mental health services”;

· “Would like to look at specific CMHS programs re: how the can address the ED agenda”;

· “Broader action plan with proposed milestones”;

· “Challenges found by immigrant populations including undocumented. Challenges found of special populations i.e. the deaf community regarding disparities”;

· “Future teleconferences, state liaisons and grassroots coordinators, general credentials”;

· “How recommendations are going to be realized (i.e., what if any funding is available for possible tasks, activities and outcome)”;

· “Funding resources what's available, consumers involved in justice issues, MH courts, etc”;

· “Encouraging disparities data- we need a better baseline, collection/sustaining and holding grantees or states accountable for furthering the research (inclusion of MEPs)”; 

· “Disparities against immigrants in particular”; and

· “They were discussed. People seemed able to relax and leave personal issues behind for the great good”.

SUMMARY OF FINDINGS

Overall, the meeting participants seem to value the time and opportunity they had to collaborate with each other and they liked the diversity of the External Workgroup members. A majority of respondents were very pleased with the small group process that was employed for the Committees, including the time allotted for them to complete the work, the outcome of the group’s work, and the topics addressed in the groups. Additionally, participants were generally more satisfied with the logistical accommodations as compared to the first meeting of the group. Meeting participants also appreciated the honest communication from the other participants and from CMHS.

Several individuals were unclear about the purpose and goals of the meeting and the charge to the small groups, although many of them indicated that they became more meaningful through the course of the meeting. Furthermore, the timeliness and adequacy of pre-meeting communication is an area to focus on for improvement in the planning of future External Workgroup meetings. Additionally, some participants responded that they would have liked to be more involved in developing the agenda so that it did not seem pre-set, controlled and disingenuous. The above suggestions indicate that focus should be placed on enhancing communication mechanisms used for this Initiative in the future. 

Several respondents indicated a need for cultural sensitivity work to be conducted prior to the start of the Small Group Sessions (i.e., Committee meetings). Therefore, an opportunity should be provided for this work to be provided to inform meeting participants on culturally sensitive methods of communicating with each other which could result in more effective group discussion and outcomes.  Participants also suggested allowing time for more breaks, even if running behind schedule. 

Finally, it appears that the meeting participants were excited to be a part of the External Workgroup.  They also seem to be looking forward to more opportunities to move forward proactively with eliminating mental health disparities in their respective communities and in the field.  These observations suggest that members of the External Workgroup are highly motivated to work with CMHS to move forward with the vision and mission of the Eliminating Mental Health Disparities Initiative.
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