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SPECIAL REPORT: WORKFORCE ISSUES

Agency, system staffs achlevmg progress with minority clients

It’s no secret that the behavioral
health care system historically has
underserved or inappropriately served
racial and ethnic minorities.

Asa2001 supplementtothe U.S.
Surgeon General’s report on mental
health and a more recent Institute of
Medicine (IOM)reporthave detailed,
racial and ethnic minorities have less
access tomental healthservices. They
are less likely to receive needed ser-
vices. Those who are in treatment
oftenreceive a poorer quality of care.
And minorities are underrepresented
in mental health research.

The stakes of continuing to ig-
nore such trends are high. Health
care inequities, unless corrected, will
only grow, alienating even more the

groups that now shoulder a dispro-
portionatelyhigh burden of disability
from behavioral health disorders.
Meanwhile, money and other re-
sources will be squandered as long as
mental health care for minorities re-
mains inferior.

“We will continue to have larger
and larger health disparities because
the population is becoming more and
more diverse,” says Arthur C. Evans,
Ph.D., deputy commissioner of the
Connecticut Department of Mental
Health and Addiction Services
(DMHAS). “Increasing disparities
mean our dollars — tax or other
health care spending — are not being
spent in the best way possible.”

The move toward increasing the

cultural competence of the behav-
ioral health workforce has been slow.
But there are signs of change —
program by program, center by cen-
ter, system by system — to incorpo-
rate policies, skills and attitudes that
more effectively meet the treatment
and psychosocial needs of people of
diverseracial and ethnic backgrounds,
values and beliefs.

The latest national conference in
the field to address cultural compe-
tence was last month’s Santa Fe Sum-
mit on Behavioral Health, held by the
American College of Mental Health
Administration(ACMHA).

Richard H. Dougherty, Ph.D.,

(See Cultural competency, page2)

Rural agencies struggle to
find new approaches to attract staff

Consider the characteristics of
the mental health system that serves
a quarter of the nation’s population
— rural residents:

* Inaneraofspecialized services,
rural mental healthrelies heavily
on primary medical care and
social services.

¢ It is predominantly publicly
funded.

¢ Because it lacks a critical mass
of patients, it can’t achieve cer-
tain economies of scale and is
inefficient.

*  State-of-the-art services, such
as assertive community treat-
ment, are rare, as are consumer
and family advocacy.

Those characteristics long have
created serious problems for rural
Americans with mental health needs.
They enter care later in their illness
and with more disabling symptoms
than their urban peers. And they re-
quire more intensive and expensive
treatment.

In turn, this means serious chal-
lenges for the professionals trying to
serve rural Americans.

Jobs in rural settings don’t pay as
well as their urban counterparts.
Employees have fewer opportunities
for job mentoring or advancement.
Professionals are more isolated, re-
sponsible for reaching huge numbers

(See Rural needs, page 6)



PAGE 2

(Cultural competency, frompage 1)

chairman of the Santa Fe Summit
and president of the consulting firm
Dougherty Management Asso-
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Until that occurs, many in the
field caution againststrivingto match
rates of accessing care and treat-
ment outcomes across various ethnic
and racial groups. ‘

“My view is we have to make a
much stronger connection between
what that training is and what the
outcomes are,” Evans says. “We
wanted to move from the emphasis

being on cultural competence

ciates, Inc., in Lexington, Mass.,
says the topic was timely be-
cause the federal Center for
Mental Health Services (CMHS)
isreviewingits focusoncultural |«
competence, as part of an over-
all effort by U.S. Department of
Health and Human Services
(HHS).

In interviews with MAW, |°*
experts said the experiences of

Connecticut system:
Key elements

Focus on changing staff behaviors, not

staff attitudes

Provider agency staffs must file cultural

competence plans

Policy staff open to ideasthataren’t fully

tested

per se to: How does cultural
competence help usimprove our
service delivery?”

Put another way: “We’re
not focusing on changing atti-
tudes,” says Wayne F. Dailey,
Ph.D., senior policy adviser with
DMHAS. “We’re trying to
change the behavior of the
people in our system, and the
thinking is [that] the attitude

African-Americans, Latinos,
Asians, Native Americans and
other minorities both in trying to ac-
cess behavioral health care and with
treatment itselfare poorly understood.

Ronald W.Manderscheid, Ph.D.,
chief of the Survey and Analysis
Branch at CMHS, and his colleagues
have reviewed the two major studies
that have tried to assess racial dis-
parities in mental illness and service
delivery. They also have studied the
availability of services and their use
by minorities, based on data from
federally funded state hospitals and
community mental health centers.

Results are equivocal.
Manderscheid and his colleagues con-
clude that more study is needed to
understand the prevalence of mental
health and substance abuse disorders
among minorities and the cultural
beliefs that influence their interaction
with the system of care.

“That’s notthe goal,” Dougherty
says. “The goal is finding the spot
where people have equal opportu-
nity to access services and where
there is equality and fairness and
Jjustice in the way those services are
delivered.”

What follows are snapshots of
three approaches to integrating those
qualities into the practices and atti-
tudes of the behavioral health
workforce.

TheConnecticut Department
of Mental Health and Addiction
Services

Much can be said about training
health care professionals in sensitiv-
ity toward people of different back-
grounds. But Connecticut’s mental
health leaders believe that that ap-
proach alone isn’t enough to bring
about systemic change.

. changeswill follow.”

State officials started building on
existing cultural competence efforts
— including some 18,000 hours of
stafftraining in thelast three years—
in a way that would accomplish the
goal of improved service delivery by
emphasizing treatment outcomes.

What has ensued is a multi-di-
mensional, multi-level, data-drivenap-
proach that demands changes in clini-
cal interactions, program character-
isticsand policiesat the systems level.
The state’s mental health system
comprises 3,600 employees, 15 local
mental healthauthorities and two hos-
pitals, and contracts with 250 private,
nonprofit agencies.

The culturally competent system
of care that Connecticut is striving for
involves simultaneous initiatives and
many different partners, including
acadenic institutions and community
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groups. It promotes consumer and
community empowerment and out-
reach. It is grounded in evidence-
based practices, but has expanded
the scope to include practices that
are evidence-supported, -informed
and -suggested.

“The evidence-based approach
is important; we don’t want to mini-
mize its importance,” says Dailey.
“But it’s too narrow to properly in-
form how we go about policy devel-
opment. We’re recognizing other
forms and levels of evidence to pro-
vide a greater richness to how we’re
goingto evolve policy.”

The goals are embodied in the
Health Disparities Initiative, which
came together last year. Its compo-
nents include creating a forum or
“think tank” for examining the link
between cultural competence and in-
equities in mental health and sub-
stance abuse treatment.

The initiative also establishes part-
nerships with academic institutions
and community groups to research
cultural-specific programs to see what
factors improve outcomes; identify
important cultural concerns in shap-
ing policy; and test and analyze the
information, along with review-
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leadership, says Dailey.

It’s too early to say how the
effort is working. Evans points to a
few situations where improvements
have been noticed. For example, the
state’s Latino population had high
rates of heroin use, but low rates of
admissionto treatment programs. The
number of Latinos in substance abuse
treatment has doubled over the last
four to five years, Evans says.

State officials learned in the late
1990s that more African-Americans

~were not receiving the newest gen-

eration of antipsychotic medications
as compared to similarly diagnosed
whites. That disparity has since dis-
appeared, Dailey said.

Whether the gains occurred be-
cause of the cultural competence ef-
forts is unclear; no formal studies
have been done. But Evans suspects
that at the very least the state’s ef-
forts have raised awareness.

The Bridge Mental Health
Program,Chinatown,
New York City

Teddy Chen describes four

middle-aged Chinese women in New
York City whose husbands each
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from a primary care doctor.

Because the Wang center also
has a mental health component, the
Bridge Mental Health Program, clinic
professionals were able to identify
the source of the women’s condi-
tions, which were more closely tied to
their psychological health than their
physical health, says Chen, director
of the Bridge program.

Integrating mental health and
physical health services as the Wang
center does is keyto providing cultur-
ally competent care to Chinatown
residents, Chen believes. He has his
doubts about how well these women
might have dealt with their depres-
sion in a more typical health care
setting, one with no links between
mental and physical health.

That’sbecause Asian-Americans
are less likely than whites, African-
Americans and Hispanic-Americans
to seek mental health care. “With
respect to treatment-seeking behav-
ior, Asian-Americans are distin-
guished by extremely low levels at
which specialty treatment is sought
for mental health problems,” accord-
ing to the Surgeon General’s report.

Reasons include stigma,
loss of face over mental health

ing data sets and research to
shape the best practices.

“We’re constantly thinking
aboutthe policyimplicationsand | «
adjusting what we’re doing to
respond to what we’re learn-
ing,” says Dailey.

The state has spent nearly
$13 million in the last five years,
mostly from competitive federal

Chinatown health center:

Key elements

Mental health team works in tandem

with primary care doctors

Staff offers visitors a safe haven from

stigma

Treatment team educates Chinese-

Americans on mental illness

problems, limited English profi-
ciency, different cultural expla-
nations for the problems, and an
inability'to find culturally compe-.
tent services.

Chen particularly singles out
stigma and the tendency among
Asian-Americans to express

" mental distress in terms of physi-
cal suffering, called soratization.

grants, to enhance cultural-spe-
cific services.

The state requires federally and
state-funded behavioral health agen-
cies to have cultural competence
plans, and most have complied. “It’s
part of the woodwork at this point,”
Evans says.

Indeed, the goal is to weave the
changes into the mental health
system’s policy fabric to withstand
the vagaries of changes in state

ram hirmar Haimes Comemar Sapimimir L asa

died suddenly, leaving them to nego-
tiate language barriers and unfamiliar
bureaucracies while raising young
children in a strange country.

Each woman persevered on her
own as best she could — until the
strain undermined her physical
health. Only after she collapsed did
she visit the Charles B. Wang Com-
munity Health Centerin Manhattan’s

Chinatown district, seeking care -

At the Wang center, where
Mandarin, Cantonese and several
other dialects are spoken, officials
understood both the culture-bound syn-
dromes and the need to provide sanc-
tuary againstdiscrimination practiced
by the larger society; the solution was
tointegrate mentaland physical health
services. “Really, it’s just common
sense,” Chen says.

His smallmental health team con-
sists of a full-time psychiatrist,a very
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_ part-time child psychiatrist and three
social workers. The team provides
assessment, treatment and referral
services.

The mental health team also sup-
ports the work of the clinic’s primary
care doctors by helping them to rec-
ognize symptoms and. otherwise be
more aware of and sensitive to men-
tal health issues in patients. And the
team reaches out to New York’s
Chinese-American community, offer-
ing opportunities for education on
mental illness.

The Wang health center, lo- -
cated just blocks from the site of
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preference to candidates who are
from or live in the community.

“Thebeautyisthe individualswho
work out of the site are from that
community, they grew up inthat com-
munity and some are in recovery in
that community,” says Jerome H.
Hanley, Ph.D., director of the Office
of Children’s Policy and Cultural
Competency with the Center for In-
novation in Public Mental Health in
South Carolina. The center is a joint
project of the state’s Department of
Mental Health and the University of
South Carolina School of Medicine.

The Allegheny County program,
through its five neighborhood sites,
helps children ages 6 to 14 who are
diagnosed with emotional disorders
and who come in contact with more
than one social system, suchas schools,
Jails, mental health and child welfare.
At each site, a supervisor, two ser-
vice coordinators and a family sup-
port specialist connect services and

- advocate for the children and their

families. Each program designs its
own mission and core values.

The program “takes the deci-
sion-making powers away from
the downtown office buildings

the demolished World Trade Cen-
ter towers, has seen a steady
increase in use of the Bridge
programsince Sept. 11,2001.In |,
the six months from January to
June 0f 1999, the programlogged | °*
230 patients totaling 681 visits.
During the same period in 2002,
359 patients accounted for 1,439
visits to the program, Chen said.

Alleg

- Key elements

Program staffhired from the community

Once hired, they work in neighbor-

hoods, notdowntown

Each worksite designs its own mission

and values

heny County program:

and puts them in the hands of
these communities and neigh-
borhoods,” says Fred Fowler,
manager of behavioral health
special projects with the Allegh-
eny County Department of Hu-
man Services’ Office of Behav-
ioral Health.

Hanley thinks of the result
as’ infusing other systems —

Recognized as a model by

the federal Health Resources and
Services Administration (HRSA), the
Bridge program has taught Chen the
importance of asking, when looking
at how people use or don’t use ser-
vices: “Isthe problem withthe patient
or with the system? If they don’t feel
comfortable when they come to you,
how do you expect to help them?”

Community Connections
for Families in Allegheny
County,Pa.

What’s unique about the Hill Dis-
trict Community Connections for
Families isn’t necessarily the kind of
case management services it pro-
vides. It’s who provides them and
where.

The program — one of five “sys-
tems-of-care” programs inthe county
designed to keep children with emo-
tional disorders from needing resi-
dential settings or ending up in jail —
operates in a rented apartment in a
public housing project in the Pitts-
burgh area. Its fouremployees largely
came on board according to a com-
munity-hiring model, which gives

T (YT

Hanley, who has assisted the
Allegheny Countyprogram, isa long-
time advocate of what he calls
“intracommunity-based services.” He
holds out the program as a national
urban model, the height of cultural
competence, which he describes as
“a breathing, living activity that is
meeting everyone’s needs.”

“Mental health professionalstend
to get far too attached to their of-
fices,” Hanley says. Locating ser-
vices in the neighborhood helps re-
ducethe stigma associated with seek-
ing mental health care. No sign is
needed on the door because every-
one knows the program is there. And
people who drop in are not necessar-
ily mental health consumers, since
the office may coordinate social and
recreational activities.

Hiring people from the neighbor-
hood as employees, and providing
training where needed, enhances
trust between provider and client,
increasing chances that the children
and families will remain engaged in

services and treatment, program -

supporters argue.

such as public safety, transpor-
tation, even sanitation — into the
mental health system. For example,
during the last Christmas holidays, a
difficult time for many and especially
for low-income people, two sites
sought to avert crises by assessing
their families for risk. One site de-
cided to make deposits to the power
company so no family would lose
electricity during the holidays. An-
other site started an account at a
grocery store for families to access if
they ran out of food.

How many crises did the families
have? “Zero. Not a one,” Hanley
says. “We’re not talking about com-
munity mental health, but community

development.”

The county began the program
with a five-year, $3.9 million grant
from the Substance Abuse and Men-
tal Health Services Administration
(SAMHSA), with local matching re-
quirements. The grant this fall will be
extended for one more year and will
include some expansion to include
youths up to age 21.

The programs collectively get
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high ratings from parents in areas of
respecting a family’s values and
needs, and in coordinating services,
says Sheila Bell, evaluation coordina-
tor with Community Connections for
Families within the county human
services department.

Strain and stress among
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caregivers of the children have de-
creased significantly, surveys show.
And more children are completing
their homework, and suspensions
and detentions have dropped, Bell
says. :

Whether—or which elements of
— the program continue after the
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federal grant expires is unclear. The
hope is that those involved with the
program have been “opening some
eyes and showing some of the more
traditional providers different ways
of getting better outcomes. And that’s
what we’ll be looking to sustain,”
Fowler says.

Providers struggle to attract nurses to behavioral health

The nursing shortage in the
United States in all health sectors has
been well documented.

A recent report by the federal
Bureau of Labor Statistics forecasts
that over one million new nurses will
be needed in the United States be-
tween2000and 2010, orabout 100,000
per year to fill new positions and
replace other nurses who are ex-
pected to leave the practice.

The U.S. Department of Health
and Human Services (HHS) said the
driving growth in demand for nurses
includes an 18 percent increase in the
overall population, a larger proportion
of elderly persons and medical ad-
vances that heighten the need for
nurses.

Nursing and health care officials
predict the shortage will affect
nurses working in behavioral health,
especially because the industry has
difficulty attracting nurses to begin
with. New nursing graduates do not
often choose behavioral health as
their first entry into nursing, if at all,
say officials.

According to Rachel Boersma,
MS, RN., CARN (Certified Addic-

tions Registered Nurse), who has a.

private practice for patients with
mental illness and substance abuse
andteaches nursing at Fitchburg State
College in Massachusetts, the nurs-
ingshortage poses multiple problems
in the mental health and substance
abuse arenas.

“For many nurses entering the
field, addiction and psychiatric
nursing are often second choices,”
Boersma told MHW. “Historically,
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the mentally ill and substance-abus-
ing patients are second-class patients
in the health care system. They are in
some ways forgotten about or not
paid attention to at all in the larger
health system.”

The salary levels of nurses in
behavioral health are often cited as
obstacles to attracting nurses to the
addictions workforce. “One issue is
that salaries tend to be lower for staff
nurses in addictions and psychiatry,”
said Diane Snow, R.N., Ph.D,
CARN, presidentofthe International
Nurses Society on Addictions
(IntNSA), a professional specialty
organization for nurses committed to
the prevention, intervention, treat-
ment and management of addictive
disorders, including alcohol and other
drug dependencies.

Snow added, however, that sal-
ary is not the only motivator. “Ifthat’s
whatthey [nurses inbehavioral health]
want to do, they’re going to do it
regardless,” she told MHW. “Nurses
in this field love their jobs and are
terrificadvocates for the patients they
work with.” :

Recruitmentand training
initiatives

Nursing schools can help nurses
enter the behavioral health field “by
providing opportunities for nursing
students and supporting their interest
in these areas and not passively rein-
force the stigma that exists in soci-
ety,” Boersma said.

Nursing students are often dis-
couraged by [nursing school] faculty
from entering specialty areas, such
as mental health, without having

Wr Law To RepRoDUCE THis PUBLICATION OR ANy PORTION OF It WITHOUT THE PUBLISHER'"S PERMISSION.

first worked in the medical-surgical
area, Boersma said.

Meanwhile, some hospitals and
institutions are doing their part to en-
courage nursing students to enter the
mental health arena by offering loan
and scholarship opportunities as well
as education and training programs.

In an effort to recruit and retain
psychiatric nursing staff, the Arbour
Health System (AHS), the largest
private mental health and addictions
system in Massachusetts, offers a
special scholarship program for pro-
spective nurses. The Arbour Health
Systemincludes five psychiatric hospi-
tals in Massachusetts.

“The nursing shortage will be
more in crisis 1 the next several
years,” Marcia Hoch, RN.,M.S.,C.S.
(clinical specialist), director of nurs-
ingdevelopment at AHS, told MHW.
“The population is aging and mental
health issues are not subsiding.”

Hoch said the scholarship pro-
gram provides nursing students with
a “hands-on experience” in the field.
“Thescholarshipis expresslydesigned
to bring more nurses into the behav-
ioral health field,”said Hoch.




