Minutes of follow-up meeting

for Mental Health: Race, Culture, Ethnicity Summit (Sept. 2010)
Respectfully submitted by Paul Brodwin (brodwin@uwm.edu)
Held at Independence First, 11 January 2011

Attendees:   (to be filled in)
1. Reactions to original list of collective action plans, and the identified themes (legislation, education/training, access to clinical services, organizational changes, and family).  
Many people mentioned that this list is diffuse and sprawling.  Much work has already taken place on decreasing barriers to access for people of color, training culturally proficient providers, etc. Changing the inequalities in mental health caused by racism, stigma and social exclusion is a huge and long-term task.  So the follow-up to the 2010 MHTF summit will differ from the follow-up to earlier summits about mental health and veterans (2009) and mental health and the criminal justice system (2008).  There is no single system or institution waiting to be reformed.  A speedy and visible response – like the Dry Hootch coffee-house resource center for veterans – is desirable, but is it possible? We need to drill down and identify issues that the Mental Health Task Force can address, given its resources and membership. 


Some guidelines will help identify the issues.  

A. What agencies are already engaged in increasing cultural proficiency and changing disparities?  That is, who could benefit from the momentum of the summit and the engagement of the MHTF?  For example, the National Alliance for Mental Illness already addresses stigma and had education/outreach programs. The Milwaukee Police Department already offers Crisis Intervention Training (CIT) for its force.   A work-group could partner with these organizations to enrich on-going efforts with specific resources and expertise about racial/ethnic/cultural barriers to care. The Black Health Coalition and the Latino Health Coalition  Mental Health Action Team have on-going projects, and a work-group could partner with them, compile a list of best practices, and introduce it to other agencies in the city. 
B. We should divide issues according long, medium and short-term efforts. Finding “quick wins” is important.  It is better to choose smaller issues with promise of real progress, than getting overwhelmed by huge issues. 
C. Setting concrete outcomes with target dates is a key step. For example: To double the number of Spanish-speaking psychiatrists (currently there are two). To recruit 15 more peer specialists from minority communities in the next six months. To add education about race/ethnic/cultural disparities into all the CIT trainings for Milwaukee Police Department members by 2012.  
2. Topics for future work groups 

Many people discussed how to increase mental health services to communities of color. There are several paths towards this goal. 


A. Increasing diversity among mental health providers.  This is also a goal of Milwaukee Area Health Education Center (AHEC), an important local resource for the MHTF. Key obstacles remain.  Many educational institutions do not work well with students from non-traditional backgrounds – adults who are low-income and must hold jobs while pursuing degrees. Can the MHTF advocate for a loan forgiveness program for nursing/counseling/social work students who agree to work with minority populations, similar to programs for medical and law students?  How can peer specialist training programs recruit more people from minority backgrounds?   After all, peer specialists already fit the category of community health worker, for sake of federal reimbursements. 

B. Increasing access among people of color to the services that already exist.  Saving Medicaid and other safety net programs is an important priority, due to the systemic poverty among many communities of color in Milwaukee County.  The current African-American or Latino/a providers should be encouraged to serve more minority, uninsured, or under-insured clients, even though the rate of reimbursement is low. 


C. Overcoming barriers of race/culture/ethnicity for people with mental health needs in “non-specialist” settings.  Staff in schools, jails and prisons, legal aid clinics, and centers for gays and lesbians all encounter individuals with mental health needs. These staff need resources and training about overcoming barriers for minority populations.  These resources must be tailored to the setting, the expertise of staff, and the particular mental health issues faced by specific populations.  

Another work group should focus on providing research services to local mental health agencies and the MHTF.  Cooperation with local universities is necessary here. Data will be helpful for identifying areas of need, choosing where to invest time and energy, and lobbying more effectively.  Specific research questions include… What exactly are the racial/ethnic disparities in access to mental health services and in mental health status?  Do disparities in access exist for particular treatments (such as wrap-around services)?   Do certain zones of the city have special need for mental health outreach and services? 
