Minutes of Post-summit meeting- Mental Health: Race/culture/ethnicity
Feb. 22, 2011 at Independence First

Submitted by Paul Brodwin (brodwin@uwm.edu)

Attendees: Martina Gollin-Graves (MHA), Peter Hoeffel (NAMI), Lisa Jackson (Community Advocates), Paul Brodwin (UWM) Barbee Sorensen (Independence First)
Discussion was held about the list of recommended responses to local mental health disparities, due to race, ethnicity and culture.  This list featured: 
1. Improve access and reduce barriers to already existing programs and agencies
2. Improve quality of clinical treatment, via training culturally proficient providers
3. Support education and capacity building for a more diverse mental health workforce
People decided to spend more time reviewing and revising this list, and circulating it to people who attended the first post-summit meeting in January.  

Regarding response #1.  
NAMI already provides some training about specific mental health needs of racial/ethnic/cultural groups for the Milwaukee Police Department’s CIT program (Crisis intervention training). However, this training is not formalized and is not consistently a part of every new wave of CIT.  It should also be made more specific to local needs. For example, it should include information helpful to police dealing with the Hmong community, the trans-gender community, or other groups that may be poorly understood by police officers. The CIT model from Memphis does a better job of addressing the unique issues of racial/ethnic/cultural groups, and it should serve a model for Milwaukee
Which local programs most need, and could most benefit from, greater attention to racial/ethnic/cultural barriers to mental health care? 

· CIT

· Crisis Resource Center

· Community Support Programs (CSP)
· AODA services (residential and non-residential)

· Others?
One possible goal is a toolkit of resources (videos, curricula, other training materials) that various agencies and programs could use. So it must include materials appropriate to wide array of settings.  Agencies in Walworth County, for example, will have different needs than those in Milwaukee. 
Regarding response #2

Local agencies can contribute to a collection of “best practice” strategies to improve the cultural proficiency of front-line providers.  These include:

· Black Health Coalition

· Latino Mental Health Action Team

· Diverse and Resilient (LGBT agency)

· Indochinese Family Medical Center

· Clinicians of Color (led by Dawn Shelton-Williams)
· YWCA

· Catholic Charities

· Sebastian Family Services

· Others?

More thought is needed about collecting “best practices.”  Why would agencies find it in their interest to contribute to this?  Exactly who would benefit?  The Mental Health Taskforce should not try to reinvent the wheel. 

Regarding response #3

Key questions for “building the pipeline” to create a more diverse mental health workforce:

· How to recruit in diverse communities to interest people in mental health careers? 

· How to present the career track in mental health for high school, technical school students? 

· How to counteract the brain drain of minority professionals, who leave Milwaukee?

· Can the peer support specialist programs recruit more people from diverse backgrounds, including Spanish speakers? 

