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	Executive Summary


The purpose of this project was to assess the training needs of mental health care providers in the State of Georgia in the area of cultural competency.  Cultural competency is a set of skills which enables individuals to effectively deal with persons of other cultures. For purposes of this study, it was defined as “acceptance and respect for difference, continuing self-assessment regarding culture, attention to the dynamics of difference, ongoing development of cultural knowledge and resources, and flexibility within service models to work toward better meeting the needs of minority populations.”  

The primary cultures identified by the Department of Human Resources were African American (traditional minority) and Immigrants (new minorities), specifically Hispanics.  The training needs assessment was to identify and prioritize regions based on the findings, and recommend a strategy for training providers in all thirteen regions over the next four years.   

A two-pronged approach characterized this project: 

1. A demographic analysis was undertaken using data from the 2000 Census.  Census data was entered into a cartographic software program, generating a series of maps.  These maps display in census-tract detail the numbers of Whites, African Americans, Native Americans, Hispanics and Asians in each of the thirteen regions.  There is also a statewide map which displays the largest population group in each census tract in Georgia. 

2. A written, mail-in survey was sent to all CSBs and other contractors in the State of Georgia.  A total of 51 agencies were contacted. Twenty-three responded, for a 45% response rate.  These 23 agencies sent 390 completed questionnaires, representing all regions of the state.   

The results of the project show that the numbers of all minority groups are rising in all areas of the state.  Providers are aware of this population shift, and stated a need for cultural competency training.  Persons of African descent comprise the largest minority.  However, service providers expressed a greater need to better understand Hispanic culture.  Service providers also stated the importance of including other groups, such as women, the elderly, the disabled, and gays and lesbians. 

It is recommended that the following training activities take place in the first year of training: 

· Develop a web site and written materials to be distributed to all regions on cultural competency issues and resources. 

· Hold two one-day workshops, one on Cultural Competency in the Mental Health Environment, and the other on Culturally Competent Treatment of African and African American Consumers, with accompanying resource manuals. 

· Develop networks so that providers can better communicate with each other. 

“The biggest challenge for this agency is going to be training staff for culturally diverse clients.  I think the key is going to be education. I think in order for this agency to continue to produce quality care/services [we] must be trained with the top of the line education concerning culturally diverse clients. The top priority must be training the staff in cultural competency.”
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	Section 1: Introduction


This report summarizes the results from an assessment of cultural competence in mental health services throughout the thirteen regions of the Georgia Department of Human Resources Division of Mental Health, Mental Retardation, and Substance Abuse (MH/MR/SA).  The assessment included the following:

· A demographic analysis of the thirteen regions, using existing data from the U.S. census, the Immigration and Naturalization Service and the Department of Education, and 

· A survey of 390 agency directors and administrators, direct service providers, and agency staff. 

The population of Georgia is changing. No longer are we mainly “Black” and “White,” but we have a significant number of persons with Hispanic or Asian ancestry. These people may have joined our communities as undocumented migrant farm workers, business persons, students, or refugees. There also remain significant numbers of Creek, Cherokee, and other indigenous people. All of these groups represent a significant diversification of the consumer populations for many, if not all, regions throughout the state of Georgia. The largest under-served minority group, however, remains African American. The purpose of the assessment was to gather information about the increasing cultural diversity of Georgia’s population and to assess the level of cultural competence with which agencies providing mental health services approach the task of working with their local consumer populations. In particular, the demographic analysis was designed to provide up-to-date population and diversity information describing the major cultural groups residing in each of the 13 MH/MR/SA regions. The survey assessed multiple facets of cultural competence demonstrated within agencies and by agency staff, including (1) physical environment, materials, and resources; (2) recognition of cultural issues in service delivery; (3) communication and service skills; and (4) strategies for developing cultural competency.

For the purposes of this assessment, cultural competency was defined as acceptance and respect for difference, continuing self-assessment regarding culture, attention to the dynamics of difference, ongoing development of cultural knowledge and resources, and flexibility within service models to work toward better meeting the needs of minority populations. As important as assessing areas in which agencies are successfully dealing with issues of cultural diversity was the opportunity to learn about and the areas in which agency staff felt they would benefit from training and other resources. The major source of such information was the Cultural Competency Training Needs Assessment Survey, that was developed specifically for this purpose, but also important were impressions gathered during site visits and conversations with staff in the agencies concerned.  All told, various sources have provided a rich description of the current state of cultural competence in Georgia’s public mental health agencies. It is clear that cultural competence is a prevalent concern to agency staff across the state. It has been the experience of our research team throughout the course of this assessment that mental health providers recognize the need for cultural competence and actively pursue information, resources, and training.

The assessment focused on cultural diversity, and it must be acknowledged that diversity comes in many forms that interact in complex ways.
 The forms of diversity include, but are not limited to, gender, sexual orientation, race and ethnicity, ability and disability, religion and spirituality, age, and social class. In conducting this assessment, the members of the research team encountered significant diversity in their own definitions of the word culture. The term has been used to refer to nationality, ethnic and religious groups, and social institutions. As will be seen in the comments provided by survey respondents, many expressions of group belonging, political ideology, and lifestyle, can also lay a claim on the term culture. Rather than enter a fruitless discussion of whether cultures or subcultures can be defined by gender, by sexual orientation, or other dimensions of diversity, the research team, in consultation with DHR personnel, chose to focus the assessment on the aspects of culture that center on shared language, social roles and norms, values, and attitudes of groups. While it was beyond the scope of this assessment to address all of the forms of diversity that exist in our society, efforts were made to allow respondents to comment on the various forms of diversity that are present in our society and that affect culturally competent practice.

Demographic Analysls

A demographic analysis was conducted for the purpose of both counting and locating minority populations throughout the state.  The analysis was conducted using Census data which was released during the course of the project. It is hoped that the maps that have been generated as part of this project will assist providers in planning and preparation for the populations they might be called upon to serve. 

The Cultural Competency Training Needs Assessment Survey

This survey was designed specifically for the requirements of this assessment. It consists of 103 items in 6 sections:

· Respondent Demographics

· Consumer Population Served

· Physical Environment, Materials, and Resources

· Cultural Issues in Service Delivery

· Communication and Service Skills

· Strategies for Developing Cultural Competency.  

Items were adapted from existing measures of cultural competence, and new items were written. An extensive review found that most existing survey instruments focus on assessing the competence of individual clinicians. In contrast, the survey designed for this assessment provides a comprehensive assessment of cultural competence tapping various organizational features as well as individual respondents’ behavior and attitudes. The survey was compiled by an interdisciplinary team of anthropologists, geographers, psychologists, and sociologists. An initial survey was extensively pilot tested and refined based on the feedback received. The final survey included both open-ended questions and rating scales in order to provide both quantitative measures of constructs relevant to cultural competence and qualitative data. Factor analysis of the quantitative data indicates that the survey yields scales assessing theoretically meaningful scales with strong psychometric properties. These scales will be described in full detail later in the report.  

Procedure

Lists of agencies that contract with MH/MR/SA were obtained from regional directors.  A final list was determined through consultation with both regional directors and staff at the state office of MHMRSA. Agencies that provided mental health and substance abuse agencies were selected, and providers of services for mental retardation were excluded.  A total of 51 agencies were selected for assessment and all were contacted and asked to participate. Completed surveys were returned by 23 agencies (45%). The bulk of completed responses came from each of four Community Service Boards (CSB) in the Atlanta metropolitan area. The majority of agencies that did not participate in the survey were from rural regions. It is important to note that the first agencies surveyed were those in the metro regions and agencies further removed from Atlanta were not contacted until later in the process. Unfortunately, by the time that many of the agencies in rural regions were assessed, the agencies were in the process of completing extensive reporting requirements to their regional boards, and in many cases those obligations prohibited agencies from participating fully or at all. Thus, the limited participation from regions outside the Atlanta metropolitan area probably reflects this historical fact and does not reflect a lack of interest or commitment to issues of cultural competence. Indeed, as will be shown, the limited data that we received from those regions demonstrates an active pursuit of cultural competence. Table 1.1 lists the participating agencies.

Table 1.1. Agencies participating in the Cultural Competency Training Needs Assessment Survey

· Cobb/Douglas CSB

· Fulton CSB

· DeKalb CSB

· Gwinnett/Rockdale/Newton CSB

· May South

· Wellstar Health Systems

· Community Friendship

· Creative Community Services

· Georgia Mental Health Consumer Network

· Georgia Parent Support Network

· Georgia Rehabilitation Outreach

· Inner Harbour Hospitals

· St. Joseph’s Mercy Care Services

· Briggs and Associates

· Volunteers of America

· New Horizons CSB

· Albany Area CSB

· Ogeechee BHS

· Georgia Pines CSB

· CSB of Middle GA

· Phoenix Center

· Albany Advocacy Resource Center

· Southwestern State Hospital

The process of surveying an agency began with an initial contact, usually by phone or email, to introduce the project and gain the director’s consent to participate.  This contact was followed by a site visit to the agency in order to speak to the director and other staff and to explain and distribute the survey. In many cases, it was not possible to set up a site visit, and in those cases the survey was sent by electronic or conventional mail.  In either case, an effort was made to establish an assessment plan specifically tailored to each agency’s organizational structure. Agency directors were asked to distribute the survey as widely as possible throughout the portions of their agency responsible for providing contracted mental health services and to distribute the survey to staff of all levels. Thus, the goal was to obtain responses to the survey from a broad cross-section of providers, administrators, and support staff at each agency. For each agency, a two-week time frame for distribution and completion of surveys was established, but in most cases the process took longer than two weeks. 

Nonparticipation. Overall, the researchers encountered considerable interest in the assessment and willingness to participate. Efforts were made to simplify the process and support agency directors in participating or to negotiate alternative procedures (e.g., having only 1 person in the agency complete the survey).  Follow-up calls were made as reminders and to answer any questions that arose in the survey process. In many cases, however, agency directors declined to participate because they were too busy. In a few cases, directors questioned whether their agency was being targeted in some way. Some agency directors were reluctant to participate in “another” survey. Several directors initially agreed to participate and were given surveys but then never returned completed surveys.
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	Section 2: Serving a Diverse Consumer Population


In this section we present findings from the qualitative portions of the Needs Assessment survey. Open-ended questions were included throughout the sections of the survey assessing various dimensions of cultural competence. Taken together, these qualitative data provide a rich description of the diverse consumer groups that are being served around the state, the challenges that service providers encounter in serving culturally diverse groups, and the strategies that many agencies are using to work effectively with many groups. The qualitative data collected are organized under eleven major thematic categories. The thematic categories include the following: 

· Characteristics of consumer populations served 

· Risk factors affecting culturally diverse groups

· Changes in the populations served

· Respondents desire to learn more about these populations 

· Resources provided for illiterate populations 

· Examples of culturally diverse office environments 

· Situations in which consumers’ beliefs interfered with treatment

· Respondents’ suggestions for enhancing cultural competence in offices

· Effective strategies for working with culturally diverse consumer groups

·  Challenges associated with providing services to culturally diverse consumers, and 

·  Other concerns articulated by respondents. 

Characteristics of Consumer Populations Served by MH/MR/SA 

The findings in Table 2.1 show that survey respondents provide services for a very diverse group of consumers. In the sixty-responses, there are several broad recurring themes. First, more families who recently entered the United States are asking for assistance. Many of these people come from Mexico, Haiti, Somalia, Ethiopia, Vietnam and Korea, to name a few regions. Respondents provided the following examples:

· “We serve illegal aliens from Mexico- [many of whom] have fears of government. [We] serve lots of refugees just entering the country-women who have been abused.”

· “There is big diversity among Hispanics that presents both a language and cultural challenge-many different countries are included”

· “Increased black populations outside of African American cultures.”

· “There appears to be a significant number of clients from mixed racial or cultural backgrounds.”

Second, a disproportionate percentage of these families do not speak English and come from low socioeconomic backgrounds. Third, the families are affiliated with various world religions such as Christianity, Judaism, Islam, Buddhism, and Confucianism. Many of these families have been socialized to perceive mental health issues from a negative perspective. Therefore, some families may need assistance but will resist asking because of the “stigma” with seeking help for mental health concerns. Three respondents shared these examples:

· “[There is] much diversity within Asian and Latin populations-there is resistance to seeking needed services.”

· “The stigma of mental health differs among some diverse groups”

· “Some cultures don’t understand why child abuse and sexual abuse is illegal here when it is not in their home country; spiritually and communal beliefs that attribute psychosis to demonic possession and that the child should be cast out of the group and put on the street.”

This last example explains why some families are resistant to the offer of mental health services from the respondents. In their countries of origin, it appears that cultural traditions encouraged the expulsion of the “sick person” from the home. The findings reflect frustrations among service providers regarding how to address this issue in their offices, particularly those in areas where there has been a large influx of immigrant and refugee families.  

A fourth theme is sexual orientation. Some respondents said:

· “Several consumers are also facing issues of sexual identity-gay-lesbian, bisexual, transgender”

· “Residents have expressed [interest] in engaging in alternative sexual behaviors”

· “Sexual orientation is a major issue in our community.”

Table 2.1 Characteristics of Consumer Populations (N=62)

	
	Frequency                                                                                                                               
	Percent

	Latinos/Hispanics (Many of whom do not speak English)
	11
	18

	Africans and African Americans 
	10
	16

	Educational/Economic/ Religious/Differences
	10
	16

	Eastern Europeans (e.g. Bosnians, Kosovars, and Russians)
	6
	10

	Mentally ill adults and children
	5
	8

	Families who resist asking for mental services because of the “perceived stigma” 
	4
	6

	Mixed racial groups (e.g. Black-White, Black-Latino-Asian)
	4
	6

	Gays, Lesbians, and Bisexuals
	3
	5

	Men and women who entered the United States without documentation or their families. 
	3
	5

	Some consumers have been abused
	3
	5


Risk Factors Affecting Culturally Diverse Groups
Table 2.2 describes seven major risk factors affecting the culturally diverse consumers who receive services from MH/MR/SA. Many of the immigrant or families do not speak English and have cultural traditions and beliefs that frequently clash with American behaviors. For example, the findings suggest some consumers refuse to seek services or take prescribed medications because in their countries of origin, the families relied on natural or non-scientific remedies. Probably many have come from developing nations where mental health, mental retardation, and substance abuse are approached differently. The following quotes from respondents demonstrate there is a vast difference between the perceptions of the service providers and some of their consumers.

· “Certain populations-the elderly and Asians see mental health treatment as a weakness, and are not as likely to seek treatment or remain in treatment.”    

· “Their cultural beliefs [do not allow for an] understanding of mental illness.”

· “[They have ] little or no English, many are unemployed, ignorance of agencies which provide health care at little or no cost, ignorance of the law.

· “Misunderstanding about proper use of medication [and] keeping appointments”

Table 2.2: Risk Factors (N=211)

	
	Frequency
	Percent

	Language barriers/different cultural views
	73
	35

	Poverty/ low income households
	30
	14

	Widespread Illiteracy/under-educated adults
	16
	8

	Discrimination/prejudice
	14
	7

	Staff members are not culturally competent
	11
	5

	Stigma associated with mental health issues/ family resistance/cultural attitudes toward MH/MR
	7
	3

	Poor physical health and lack of access to quality health care (i.e. Black males at high risk for violent death). Other increased health risks for Blacks are cardiovascular disease, diabetes, and poor childhood nutrition. 
	5
	2


An additional theme several respondents mentioned is the increasing number of undocumented people who request or are referred for services. Most of these people do not continue with their treatment because of their fear of being deported by the government for illegal entry into the United States. The findings suggest most of these individuals came without families so they do not appear to have any kind of support system in place.  

Changes in the Consumer Populations Served
The changes observed in populations described in 2.3 are somewhat related to the ideas described in the previous paragraph. “Consumers are becoming increasingly diverse” is a sentiment that respondents mentioned one hundred twenty-one times.  

Table 2.3: Changes in the Populations (N=234)

	
	Frequency
	Percent

	Consumers are becoming increasingly diverse/populations are growing in number (non -English Speaking consumers)
	121
	52

	More consumers with dual diagnoses and poorer physical health
	20
	9

	Staff becoming more multicultural
	10
	4

	 More substance abuse, sexual and child abuse cases
	10
	4

	Population is exposed to more hazards (i.e. drug addiction and violence) that magnify service needs 
	7
	3

	 Consumers are aging
	6
	3

	Families are participating in the treatment and assisting with interpretation, along with volunteers
	5
	2


The diversity is reflected in many comments shared about the increase in the number of consumers who speak little, if any English.  Respondents also cited religion, income, education, national origin, sexual orientation and age as factors or variables that contribute their perceptions of the populations being served. The findings also mentioned the changing staff characteristics found in the various offices. As one person said, more bicultural and/or bilingual employees are being hired, specifically in regions where many immigrant and refugees families are relocating. In those locations, where bicultural/bilingual employees have not been hired, respondents are expressing evidence of frustration and ambivalence. These quotes are some examples:

· “[We are] seeing more people from third world countries.”

· “More non-English speaking people with no to little help from the agency.”

· “Every year more ethnic groups are needing and using the agency’s services.”

The second item mentioned in Table 2.3 shows an increasing number of consumers requesting services have multiple mental and physical health problems. Several respondents listed the physical health problems found among African Americans, diabetes, hypertension, and strokes. The findings suggest some respondents feel the chronic diseases may be related to widespread poverty and its related manifestations, illiteracy, increased incidence of substance abuse, and many other social issues. 

In that many of the respondents are now providing services to families who have relocated from regions around the world, one person questions whether the western theoretical models taught in American college or university training programs are appropriate for these new populations coming from other regions of the world. Other people did not reiterate this particular point but they express a tremendous amount of frustration because “immigrants and refugees have belief systems that are quite different.” 

Respondents Desire to Learn More about Populations Being Served

Since it appears some respondents are experiencing frustration or ambivalence related to delivering services to such diverse cultural groups, we asked them to identify the groups they wanted to know more about so they would be able to continue to meet the needs of the consumers.  Table 2.4 describes those groups. Latinos or Hispanics are at the top of the list. Most respondents indicated a desire to be able to communicate with the consumers. Several people requested the desire to learn Spanish.  For example, one respondent said:

· There is a large Hispanic group in this area.  I would like to learn basic Spanish. Some people are reluctant to get help if they don’t get a Spanish speaking person on the phone. It takes a few moments to get [an] interpreter.

Although there is interest in Asians, the respondents did not express interest in learning  the languages of Vietnamese and Koreans, the groups whose names were mentioned repeatedly in the findings.   

The findings also suggest that respondents acknowledge the difference between Blacks, specifically African Americans, Africans, Jamaicans, Haitians, Nigerians, Somalis Ethiopians, and Sudanese. The respondents also mentioned the religious diversity among Blacks, several referring to  “Black Muslims.” 

Table 2.4. Requests For More Information about the Specific Cultural Groups

(N=138)

	
	Frequency
	Percent

	Hispanics/Latinos
	56
	41

	African Americans/Africans/Haitians/Jamaicans
	15
	11

	Asians/Pacific Islanders
	15
	11

	Native Americans
	15
	11

	Any groups 
	10
	7

	Eastern Europeans (e.g. Russians and  Bosnians)
	7
	5

	Gays/Lesbians/Bisexuals
	5
	4

	Women/Teenagers/Caucasians
	5
	4


Other respondents requested additional information about refugee families from Eastern Europe (i.e., Russia and Bosnia) and gays, lesbians and bisexuals. Several respondents suggested gays, lesbians and bisexuals have been omitted from the effort to address cultural competence. For example, one person said:

· “[I want to know more about the] needs of gay/trans-gendered consumers.

Resources provided for illiterate populations

When asked about resources provided for illiterate populations, the findings contained the list of items described in Table 2.5.  Some responses indicated that employees or agencies have not done anything.  For example, one person shared this quote:

· “The problem has been identified but little effort has been made to address [it].

Two other persons gave different responses:

· “The majority of our clients do not read. Family members and staff providers from other agencies serve as advocates.”

· “Interpreters are sought but the supply is limited and I am not sure how information is eventually interpreted.”

Table 2.5. Resources Provided for Consumers who are Illiterate (N=127)

	
	Frequency
	Percent

	Videos and related technology
	34
	27

	Interpreters
	30
	24

	Staff /Interns/Students-oral presentations
	29
	23

	Consumer Advocates
	17
	13

	Have not done anything
	10
	8

	ATT Language Line
	7
	5


Culturally Diverse Environments
Table 2.6 includes the most frequently cited examples of culturally diverse office environments. Staff diversity and the hanging of signs, posters, and artwork were mentioned by approximately half of the people who responded to the question.

The quotes below provide some of the ideas articulated by the respondents.

· “Our agency’s work environment reflects a racial mixture of the community Blacks (minority), Whites, and foreign-born medical service employees. Emphasis is on competency/licensure requirements.”

· “Since our major role is with the providers I advocate on a state level to increase training for front line staff on cultural diversity.”

· “Cultural diversity is not a concern with criminal justice.”

Table 2.6. Examples of Culturally Diverse Office Environments (N=91)

	
	Frequency
	Percent

	Employees reflect several cultural backgrounds
	26
	29

	Signs/posters/artwork reflect the diverse groups served
	20
	22

	Activities involving different styles of dress/foods/music
	15
	17

	Printed materials in languages other than English/

Bicultural/Bilingual literature (e.g Spanish newspaper)
	11
	12

	Families are encourage to participate in treatment
	8
	9

	Cultural Competence Committees /Diversity Programs
	8
	9

	Special training for staff
	3
	3


Situations in which consumers’ beliefs interfered with treatment

Table 2.7 shows some examples of situations in which respondents reported that the consumers’ beliefs interfered with the provider’s ability to deliver services.  Religious and personal barriers were given as a response eighty-seven times by the respondents. The following are some of the quotes included in the findings:

. 

· “The consumer believed that he was demon possessed and that taking medication was a sin. Also the consumer believed taking meds would harm his sobriety.”

· “Mental illness is evil/the devil. Medication is not the answer, put it in God’s hands.”

· “The consumer’s family supported consumer’s refusal to take meds –thought he could be healed through prayer.”

· “Consumer believed a pastor is the “only” one qualified to provide counseling and that you [the provider] must be a certain age to be a therapist.” 

· “Resident believed that if she prayed hard enough, God would heal her, but if she took medication it would mean she had no faith, and God would leave her behind in the Rapture. Her sister had the same belief.”

· “ I had a very religious consumer who believed that all she needs to do to manage and cure her illness was to pray and that medications will only prohibit God because her faith would be in question if she took the medication for her schizophrenia.”

· Client believed medication was of the devil and did not take [it] for psychosis.

· Consumer did not want medical treatment because he believes in faith healing.

· Belief that auditory hallucinations are always a message from God and not related to mental illness.

· Some churches (minorities) tell members that their faith will heal them, they do not need medication or treatment. They may tell them that their illness is because they do not believe strongly enough in God.

· Family felt consumer’s symptoms were “demons” possessing his body.

· Consumer said the Devil or demons made me act that way

· A female in a physically abusive relationship would not leave because of her religious belief in being submissive to her husband.

Table 2.7.  Situations in which consumer’s beliefs interfered with treatment (N=123)
	
	Frequency
	Percent

	Religious and personal barriers
	87
	70

	Cultural and subcultural beliefs
	27
	22

	Families consult with specialists who engage in “voodoo and roots”
	4
	3

	Customers desire providers/counselors of same racial or gender background
	2
	2

	Delusional or irrational thoughts
	3
	2


All of the examples provided above involve consumers who are adults. The quotes below describe cases where parents or guardians have refused treatment for children for religious reasons. These families are affiliated with the Jehovah’s Witness denomination.

· “ Yes, parents’ who do not believe in medication for treating their child’s disorder.”

· “[A] Jehovah’s Witness family who refused emergency treatment for their injured child.”

The findings also reveal twenty-seven responses from service providers who identified cases where cultural or subcultural beliefs interfered with the delivery of services to customers. 

· “Yes, Spanish speaking male did not feel comfortable speaking to me after sexual assault. No male counselor was available due to staff shortage. Also no bilingual staff were available at Grady.”

· “The consumer was of Muslim faith. I think because of conflict with praying in the a.m./noon time, the consumer did not stay in treatment.”

Other respondents gave these examples:

· “[We] once had an Asian family with a disabled son who was MR/BD and others in the family kept prompting mother to put the child up for adoption”

· “Korean consumer not wanting to see Korean psychiatrists (fear of community knowing), prohibitions about divorce (religious) causing the person to stay in bad marriage- alcoholism accepted as norm among Mexican laborers”

· “Asian consumers who were/are hesitant to disclose information for fear that it may bring dishonor to them and their families.”

· “Yes, Vietnamese male who was schizophrenic would not continue to take medication, family felt he was possessed. He would beat up his sister since he was the oldest male, parents would not intervene, sister would not move out because she was single, and would be seen as improper and promiscuity if she did not live with family.”

· Most often has occurred with consumers and their families who came from China/Japan/S.E. Asia. There is the tendency to discount “western” notions of mental illness and to ascribe laziness/avolition/physical illness as the source of the problem.”

· “[The] consumer was Native American and bipolar. He believed he could commune with certain spirits and did not need meds, therefore became psychotic.”

The data also revealed another example of a situation in which treatment was halted:

· “Family took child to “root doctor” for schizophrenia. Used pouch of roots around neck.  Refused to give medications or enroll in other programs. He later murdered his sister. Any negative response would suggest a cultural bias. Reality is such that while diversity helps, competency in management is a better indicator.”

Respondent’s Suggestions for Enhancing Cultural Competence In Their Offices

Respondents provided many suggestions for enhancing cultural competence. Over one-fourth of the respondents reported they want training and assessment of cultural competence strategies in their offices (See Table 2.8). The following excerpts describe the sentiment found among many of the service providers.

· “[People] need to realize sexual orientation is a culture”

· “[We need to] educate service providers in the various areas of cultural diversity and make sure diversity issues are more carefully considered when making special education eligibility decisions.”

· “[We need to] participate in needs assessment and training of providers at all levels.

· “Recognition of holidays/events on office calendar, invite representatives to serve on advisory/community councils.”

· “Disseminate awareness information (i.e. news articles, stories involving those affected).”

· “Offer resources for staff, make staff aware of resources that are already available (i.e. translator equipment)”

· “I don’t know unless training could be improved”

· “Provide staff training to learn/enhance Spanish and other languages, so that staff can better serve the consumers.”

· “I think we should look at the individual’s competence and character. This sort of thing drives a wedge between the races.”

· “Agree with all the above.  The agency is weak in training staff”

· “Trainers that address cultural competence annually”

· “Standards for cultural competence in service delivery”

· “Include competency with treating gay, lesbian and bisexual consumers”

· “Continue to support the agency’s Cultural Competence Committee by leaving budget intact, and require attendance at training when scheduled.”

· “Continue to try to reach more non-whites”

Table 2.8: Suggestions for enhancing cultural Competence (N=122)

	
	Frequency
	Percent

	Train and assess the cultural competence of service providers at all levels 
	101
	83

	Hire more diverse staff
	6
	5

	 Community outreach strategies
	5
	4

	 Stop discrimination
	2
	2

	Create sign in sheets in other languages
	2
	2

	 Provide language classes for staff
	2
	2

	Recognition of holidays and events of the diverse populations served and invite representatives to serve on community councils.
	2
	2

	Disseminate awareness information in the form of articles and stories about the populations being served.
	2
	2


Effective Strategies for Working With Culturally Diverse Consumer Groups

Table 2.9 indicates respondents have used multiple strategies in their efforts to effectively deliver services to diverse consumers in their regions. The employment of a diverse staff is the leading response. The table shows approximately fifty percent of the people gave this response. This particular finding is interesting since it is related to the major challenges cited by respondents in Table 2.10. 

Table 2.9. Effective Strategies for Working With Culturally Diverse Consumer Groups (N=141)

	
	Frequency
	Percent

	Hiring culturally diverse staff
	64
	45

	Continuing education programs and cultural diversity training
	31
	22

	Tolerance/treat all with respect
	12
	9

	Accessing community leaders and other resources such as AT&T Language Line
	17
	12

	Access community leaders and other resources
	7
	5

	Respondents said “nothing”  
	7
	5

	Sponsoring activities/establishing committees/posting signs in two languages
	3
	2


Challenges Associated with Providing Services To Culturally Diverse Groups

More than half of the people who responded identify “language barriers” as the major challenge (See Table 2.10). Frequently, when consumers are unable to communicate with the providers, a misdiagnosis is likely to occur.

Table 2.10. Challenges Service Providers Face In their regions (N=172)

	
	Frequency
	Percent

	Language barriers, gaining confidence of families and preventing homeless situations. The language barriers lead to misdiagnosis.
	59
	34

	Lack of staff who speak more than one language
	21
	12

	Training of direct care staff
	
	

	 Some cultural groups have not been socialized to cope with mental disabilities-disabilities in general
	10
	6

	Hiring and retraining culturally diverse professional staff
	5
	3

	Illegal aliens[undocumented families]
	5
	3

	Identifying community resources
	5
	3


Other Comments

The comments in Table 2.11 below show the issues the respondents were thinking about as they completed the surveys for this study.

Table 2.11. Other Comments (N=49)

	
	Frequency
	Percent

	Ongoing training would raise awareness
	13
	24

	Sexual orientation, religion, and gender are diversity issues
	9
	18

	More staff needed, particularly bicultural professionals
	6
	12

	Agency is addressing cultural diversity  with multiple strategies  
	4
	8

	Agency should offer language classes free or at low cost
	5
	10

	Agency is interested in assisting staff become culturally competent 
	4
	8

	Respondents felt survey was too long
	6
	12

	 Respondents express feelings of being overwhelmed and/ or frustrated
	2
	4


Among those who wrote comments, it appears most desire training from the agency to enable them to continue to deliver services to the customers. One respondent shared this statement:

· “Training concerning cultural differences-especially [the] Hispanic culture-is very important if we continue to serve the MH needs of Hispanics in this community.”

Some respondents expressed concern that sexual orientation, religion and gender were not included in the survey. The following quotes describe the sentiment they articulated in their responses.

· “I would have liked to have seen the words GAY or SEXUAL ORIENTATION somewhere on here [the survey] and [the] mention[ing] of women would be great.”

· “Expectations of cultural competency need to be across the board- focusing on educating all race/religion/ethnic/sexual orientation/ groups about all others.”

· “Gender bias/gender diversity exceeds color/cultural differences, in a therapeutic community. Gender has been overlooked by the cultural diversity movement.”

The findings also reveal respondents want more staff added to their offices. Several people suggest these new employees possess bicultural skills. Spanish was mentioned more frequently than any other language.  Some respondents asked for free or low cost language classes.  

There are respondents who say they are pleased with the strategies their agencies have implemented to address cultural diversity. In Table 2.8, we previously described the strategies agencies have implemented to enhance cultural competence. However, there are also people who express dissatisfaction.  For example, one person shared the following:

· “This agency has had a cultural competence/diversity [program] for years, it has met regularly, sent out extensive surveys and produced nothing, no information, no recommendations. We have staff from all over the world who could be valuable resource to us. We haven’t compiled and distributed a list of these staff. We could have someone come from another culture to talk to us. That would not cost anything. Our agency gives lip service to cultural competency.”

The frustration expressed by this service provider suggests the agency needs to communicate with other regions that have been more effective in implementing strategies. Another respondent voiced a similar comment of frustration.

· “There are so many different cultures represented in DeKalb that the task of meeting MH/MR/SA needs of every ethnic group/ every language feels overwhelming to me.”

The sentiment expressed by this person is consistent with concerns articulated by respondents in Table 3, which describes the changes in the populations served.  There are more families needing services and they increasingly do not speak English and appear to have more physical health problems than consumers did in the past.

The final quote below summarizes the perceptions of many respondents in this study.

· “The biggest challenge for this agency is going to be training staff for culturally diverse clients.  I think the key is going to be education. I think in order for this agency to continue to produce quality care/services [we] must be trained with the top of the line education concerning culturally diverse clients. The top priority must be training the staff in cultural competency.”
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	Section 3: Demographic Analysis


The purpose of the demographic analysis segment of this project was to identify, locate, and estimate sizes of diverse ethnic populations in the service delivery areas of the State of Georgia. We relied on new data released by the U.S. Census Bureau during the project period. Data were entered into a cartographic software program so that the data could be viewed in map form.  

The locations of CSBs were added to all regional maps, so that providers could view their own locations vis-à-vis the residence areas of consumers and their kin.  It is hoped that this information will be useful in dealing with such issues as transportation, meeting planning, etc. 

It should be noted that the level of analysis represented by  these maps is of a gross nature.  The true number of “Hispanics” is actually much larger than represented, as many members of this large group mistrust government (indeed, many are here illegally) and studiously avoided the Census takers.  Furthermore, bother the “Hispanic” and “Asian” groups are very diverse, and the title given them in  this report is overly generalized.  For instance, while the majority of Hispanics in Georgia is comprised of low wage workers from Mexico, the overall population is highly diverse.  For instance, it includes professionals who fled Cuba over 30 years ago, and Mayan Indians from Guatemala whose native tongue is Highland Mayan. These are people who have nothing in common – their languages, their food, their heritage, their cultures are all different. Yet, they are grouped by the Census – and our society – as “Hispanic”.  

In the case of Asians, the group is even more varied.  Some Asians are investors and entrepreneurs from India, others are refugees from Vietnam, still others are Chinese Americans who were born in the U.S.  There are more than 17 different Asian languages spoken in Georgia. 

The demographic analysis also leaves important populations out. For instance, there is a large and vibrant Caribbean community in Georgia, especially in the Atlanta Region.  There is also a sizeable African population, with refugees from Ethiopia and Somalia and long time immigrants from South Africa, Nigeria,, and other countries.  Finally, as the survey respondents pointed out, transgendered individuals, the elderly, the disabled, and other groups were not considered in this part of the project. 
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	Section 4: Survey Sample Characteristics


Participants

A total of 390 completed surveys were received from 23 different agencies in the13 MH/MR/SA regions. Given that small numbers of survey responses were received from rural regions to the south and north of metropolitan Atlanta, groupings of multiple regions were created based on geographical proximity in order to provide meaningful comparisons. Specifically, responses from the two north Georgia regions (Regions 1 and 3) were grouped, and regions south of Atlanta (Regions 8 through 13) were also grouped.  Agencies in the other regions provided sufficient numbers of responses to allow meaningful comparisons with other regions.  The number of surveys received from each region or group of regions is summarized in Figure 4.1.

Sample Demographics

Approximately three-quarters (77%) of respondents were women.  Age of the sample was normally distributed, with 50% of respondents reporting that they were between 41 and 55 years of age.  Most respondents were either African American (45%) or Caucasian (49%) with few responses from other racial/ethnic categories.  Respondents were generally well-educated and experienced. More than three-quarters reported that they hold at least a Bachelor’s degree (82%), and 50% reported that they hold a Master’s degree or equivalent.  The average amount of experience in the human services for this sample was more than 13 years.  Finally, staff at all levels of agencies filled out surveys.  The greatest number of responses was received from clinicians (62%), and a substantial number of responses were received from directors and other staff persons. Thus, as intended, the sample offers multiple perspectives on organizational function.  These characteristics of the sample are illustrated in Figures 4.2 through 4.6. 
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Figure 4.2.  Gender Distribution of Survey Respondents
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Figure 4.3.  Age Distribution of Survey Respondents
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Figure 4.4. Racial/Ethnic Background of Survey Respondents
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Figure 4.5.  Education Level of Survey Respondents
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Figure 4.6.  Occupational Title of Survey Respondents
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	Section 5: Physical Environment, Materials, and Resources


This section describes survey responses regarding the physical environment of mental health service settings and the provision of culturally relevant resources. The two factors examined were (1) the extent to which agency waiting rooms (if present) reflect attention to cultural diversity and (2) the provision of information, materials, and resources reflective of non-majority culture. These factors are described below.

Cultural Diversity Reflected in Agency Waiting Rooms 

· Sum of 4 items assessing whether or not certain culturally relevant materials are present in an agency’s waiting room.

· 1 = available; 0 = not available

· Example item- 

· “Pictures, posters, photos, or other artwork are displayed depicting a diversity of people.”

Cultural Resources 

· 7 items assessing how often the environment and physical materials present in an agency reflect non-majority culture. 

· 4-point scale (rarely or never, occasionally, often, almost always)

· Example items- 

· “A bulletin board with news items and other material of cultural interest to diverse groups is located in common space for consumers and/or staff.”

· “The agency uses bilingual-bicultural staff and/or volunteers.”

Cultural Diversity Reflected in Agency Waiting Rooms 

The first four items in the Physical Environment section ask respondents to select those cultural materials that are available in the waiting room of their agency.  If the agency provides these materials the item is checked.  Here, we report the average number of items checked per region (minimum = 0, maximum = 4).  Agencies that do not have a waiting room were excluded from this section.

The results are shown in Figure 5.1. Note that means for all regions are lower than 2. Waiting rooms can provide an initial impression to many consumers of how welcoming the agency will be to their needs.  It can be argued that the presence of multicultural posters, artwork, music, signs, and brochures all contribute to the creation of a culturally competent physical environment.  Attention to providing culturally competent physical spaces may constitute one of the most simple, and least costly steps toward meeting the needs of diverse cultural groups.

Figure 5.1. Regional Scores on Waiting Room Scale
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 Cultural Resources

The cultural resources scale assesses the frequency with which agencies incorporate resources, such as bilingual staff, printed materials in languages other than English, postings of current events relevant to different cultural groups, etc.  The possible responses for these items range from 1— “Rarely or never” to 4—“Almost Always.”  

Average scores on this scale reveal that the agencies within most regions provide various cultural resources at least “occasionally.”  It is notable that the means for the metropolitan Atlanta regions (Regions 4 through 7) are somewhat lower than the means for other regions. Because these are the regions of greatest cultural diversity in the state, this finding may reflect perceptions of difficulty in ‘keeping up’ an adequate knowledge base about the wide range of consumer populations served.

Figure 5.2. Frequency of Cultural Resources Provided by Regions
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	Section 6: Cultural Issues in Service Delivery


This section describes survey responses regarding agency attitudes and values with respect to cultural issues in service delivery. The four factors examined were (1) Respect for cultural differences; (2) Openness and willingness to learn about different cultural groups; 3) The need for staff diversity; and 4) The importance of consumer assimilation/acculturation. These factors are described below.

Respect

· Eight items assessing respondents’ respect for cultural differences and the degree to which consumers’ culture should be acknowledged clinical practice.

· 4-point scale (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree)

· Example items- 

· “Traditional healers, natural herbalists, religious and spiritual healers have an important place in culturally diverse communities.”

· “It is appropriate for service providers to ask consumers about their cultural beliefs as they relate to a range of healthcare issues.”

Openness  

· Three items assessing openness to cultural difference and amount of cultural information seeking that should take place.

· 4-point scale (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree)

· Example item- “It is important to seek information from individuals, families, or key community leaders that will assist in responding to the needs and preferences of culturally diverse groups served by my agency or program.” 

Staff diversity 

· Two items reflecting values and attitudes regarding agency hiring practices.

· 4-point scale (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree)

· Example item- “Staff at all levels of an agency should reflect the diversity of the population served.”

Assimilate/acculturate 

· Two items reflecting attitudes about the extent to which immigrants should change their native culture to fit U.S. culture.  

· 4-point scale (1 = strongly disagree, 2 = disagree, 3 = agree, 4 = strongly agree)

· Example item- “People from other cultures that intend to settle permanently in the United States should strive to become completely assimilated.”
Respect for Cultural Differences

This scale assesses respondents’ views of their agency’s level of respect for cultural difference and views on the degree to which culture should shape clinical practice. Results are displayed in Figure 6.1.

The means indicate a high degree of respect for cultural diversity that is relatively consistent across regions. Measures, such as this one, that assess beliefs and attitudes are more subject to social desirability than behavioral measures, and it is possible that the high means reflect some degree of socially desirable reporting. Still, it is encouraging that the vast majority of respondents across all regions agree or strongly agree with statements about the importance of culture in mental health and the need for mental health treatment to reflect cultural differences.  

Figure 6.1. Regional Means on Respect for Cultural Differences
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Openness to Cultural Differences

The three items that make up the Openness Scale measure agencies’ openness to cultural difference and respondents’ views on the amount of cultural information seeking that should take place.  For example: “It is important to seek information from individuals, families, or key community leaders tht will assist in responding to the needs and preferences of culturally diverse groups served by my agency or program.”  Responses range from strongly disagree to strongly agree. Regional scores on this scale are even higher than the previous scale.  It is very encouraging to see that respondents generally speak highly of the need to regard culture in treatment and to make mental health treatment appropriate to the cultures served.

Figure 6.2. Regional Means on Openness to Cultural Differences
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Staff diversity

The two items in this scale assess values and attitudes toward agency hiring practices. For example: “Staff at all levels of an agency should reflect the diversity of the population served.”  This scale reflects peoples’ views about whether agencies should hire diverse staff at all levels or the organization, and not necessarily whether the agency actually does this sort of hiring.  Responses are made on a scale ranging from strongly disagree to strongly agree.

Figure 6.3. Regional Means on Staff Diversity
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Responses on this scale are slightly lower than the previous two scales of Cultural Issues in Service Delivery.  MH/MR/SA agency staff across the state generally agree that agency staffing is a viable strategy for addressing cultural competence, but perhaps that it is not the only way or even the primary way.  Racial/ethnic match between client and therapist can be an important part of providing culturally competent care, but other variables such as perceived counselor credibility can supercede racial/ethnic match.  Clearly though, at an organizational level a diverse staff is a valuable resource, and this view is widely held throughout the state. 

Assimilate/acculturate

The Assimilate/Acculturate Scale is made up of only two items that together create an interesting juxtaposition of a moderate and extreme form of the same cultural competence concept.  The two items are: “People from other cultures that intend to settle permanently in the United States should strive to become completely assimilated” (extreme form), and, “It is important to educate newly arrived immigrants and refugees about mainstream American cultural values” (moderate form).  Responses are on a scale ranging from strongly disagree to strongly agree.

Figure 6.4. Regional Scores on Assimilate/Acculturate Scale
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The fact that the participants responded to both items in similar fashion is very interesting.  From a cultural competence perspective, we would like to see mental health practitioners capable of discriminating between acculturation — the typical practical adjustment of a foreigner to a new culture, and assimilation — the extermination of foreign cultures and replacement by the dominant culture.  The responses here suggest that practitioners are focused more on the need for immigrants to adopt the dominant culture than to preserve the value of their native culture.  
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	Section 7: Communication and Service Skills


This section describes survey responses regarding agency and provider efforts to increase culturally competent practice. The four factors examined were (1) Staff training; (2) Situational Skills; (3) Accommodating the Needs of Culturally Different Consumers; and (4) Perceptions of Discrimination in Service Delivery. These factors are described below.

Staff training 

· Seven items assessing the frequency with which staff receive training on cultural issues.

· 10-point scale ranging from 1 = never to 10 = always.

· Example items—

· “Staff receive information about consumers’ cultural beliefs and customs during orientation.”

· “Staff meetings include discussion of current events and their impact on local communities that are diverse in culture or color.”

Culturally Sensitive Skills 

· 5 items presenting respondents with hypothetical clinical situations in which culture is a critical factor. Respondents indicate how often providers in the agency would respond appropriately to the situation.

· 10-point scale ranging from 1 = never to 10 = always.

· Example item- 

· “Suppose an African American consumer asked that close non-family members be included in decision-making about his/her treatment.  How often would providers be willing to accommodate such a cultural practice?” 

Active Efforts to Accommodating Needs of Culturally Different Consumers

· 4 items measuring the degree to which staff in agency accommodate themselves to the needs of culturally different consumers.

· 10-point scale ranging from 1 = never to 10 = always.
· Example item- “Staff are encouraged to learn and use key words in the consumer’s language so that they are better able to communicate.”

Perceptions of Discrimination in Service Delivery

· Single item assessing the frequency with which respondents believe that “Discrimination occurs in the delivery of services.”  

· 10-point scale ranging from 1 = never to 10 = always.
Staff training

The seven items in this scale assess how often staff receive training on cultural issues. Responses reveal considerable variability in the frequency with which staff training is directed toward or reflects attention to cultural competence. The means range from a low of 4.88 in Region 4 to a high of 7.36 in Regions 1 and 3. Overall the responses reflect a need for increased attention to staff training on issues related to culture and diversity. As many survey participants noted in their responses to open ended questions (See Section 2), there is a need both for specialized training focused on issues of cultural diversity and also for issues of cultural diversity to be included and integrated more generally into agency communication and training. The state mean indicates occasional to somewhat frequent diversity related training

Figure 7.1. Regional Means on Staff Training Scale
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Culturally Sensitive Skills

This scale assesses respondents’ perceptions of how providers in the agency deal with specific clinical situations in which culture differences are salient. Items in the scale describe hypothetical clinical situations, and respondents are asked to rate how often staff in their agency would respond in a culturally competent manner. Thus, although the scale does not assess actual culturally competent practice, it does at least provide a measure of sensitivity to issues that are likely to arise when working with consumers of differing cultural backgrounds.

The results are very positive, with the state and most regional means indicating that agencies are likely to show a high degree of sensitivity and skill in a culturally competent manner. Generally respondents indicated that they would frequently make accommodations to the cultural needs of a client.

Figure 7.2.  Regional Scores on Situational Skill Scale
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Active Efforts to Accommodating Needs of Culturally Different Consumers

This scale assesses the degree to which staff in an agency work to acknowledge cultural differences and to accommodate the needs of culturally different consumers. This scale is similar to the openness scale from the Cultural Issues in Service Delivery section in that they both measure respondents’ views on how far clinicians should go out of their way to meet the unique needs of culturally different consumers. However, where ‘Openness’ focuses on attitudes toward learning about cultural differences, this scale assesses the extent to which providers engage in specific behaviors intended to better understand, improve communication with, and accommodate the needs of culturally different consumers.

Responses on this scale reflect the perception that providers do accommodate the needs of persons from other cultures more often than not. The flexibility to tailor therapeutic approaches to the needs of the client is a cornerstone of good mental health practice in general and, in particular, of culturally competent mental health practice. It is likely that although practitioners believe they should tailor treatment appropriately to culture, they need to develop skill in actually obtaining cultural information in the clinical setting and also deciding what to do with that information.

Figure 7.3. Regional on Active Efforts to Accommodate Needs of Culturally Different Consumers
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Perceptions of Discrimination in Service Delivery

A single item was used to assess the degree to which respondents believe that “Discrimination occurs in the delivery of services” in their agency. The results are favorable in that, across regions, respondents reported infrequent discrimination in service delivery.  Although it can be argued that the low means on this item are likely to reflect socially desirable responding, it should be noted that the item assesses the extent to which discrimination occurs in the agency overall, not the extent of discriminatory practice by individuals. 

Figure 7.4.  Regional Scores on Perceptions of Discrimination in Service Delivery
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Although not shown in Figure 7.4, there was a statistically significant difference (p<.05) between perceptions of discrimination reported by African Americans and Caucasians.  While both groups reported that discrimination was relatively infrequent in their agencies, the mean score on this item was five tenths higher for African Americans than Caucasians.  This result illustrates that a respondent’s perception of discrimination is dependent upon their own personal experience of and sensitivity to discrimination. This further suggests that the overall low means for this item should not be taken to mean that certain groups do not still experience discrimination when seeking help at MH/MR/SA agencies.    
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	Section 8: Strategies for Developing Cultural Competency


The section describes respondents’ ratings of the importance of 13 strategies that might be employed in the development of agency-wide cultural competence. Respondents rated each strategy on a 10-point scale from 1 = Least Important to 10 = Most Important. Overall, the ratings were very similar across regions. Means ranged from 6.87 to 8.48, indicating that respondents endorsed each of the strategies as at least somewhat important. Two strategies, in particular, were consistently rated as most important.  These two strategies read as follows:

· Item #9.  “Teach staff more about local community helping resources.”

· Item #13. “Send a stronger message that the program will not tolerate insults towards any race, religion, or ethnic group.”

The high rating for item #9 suggests that MHMRSA staff want their agencies to be more closely connected with ethnic minority communities.  Staff knowledge of “local community helping resources” should naturally lead to working relationships with those resources and a sort of integration into the community.  The high rating of item #13 on the other hand indicates the need for a firm internal stance against racist remarks or behavior of any kind between staff.  This is certainly a prerequisite for developing cultural competency. In only one case were these two items not rated most highly – the grouped regional category encompassing Regions 8 through 13. This finding may reflect the heterogeneity inherent in grouping multiple regions. The two most important strategies, as rated by the grouping of Regions 8 through 13 were as follows:

1. Item #5.  “Provide training on beliefs, customs, norms, or values of consumers and families served.”

2. Item #6.  “Provide training on diversity within racial or ethnic groups served.”

It should be noted that the other regions that rated #13 and #9 usually always had items #5 and #6 in their top five. 

Two strategies that were consistently among the lowest rated were the following:

· Item #3.  “Have the agency’s décor better reflect the heritage of consumers and families using the facility.”

· Item #7.  “Help to build diversity of top staff through ‘in house’ promotions.”

It is interesting that enhancing the physical environment and staffing are not viewed as high in importance to respondents. Whereas these strategies are perfectly viable and elementary strategies for developing cultural competence, it can be argued that they are desirable, but not sufficient, strategies for achieving cultural competence. It may be that survey respondents view these organizational cultural competence strategies as superficial or inconsequential when compared to direct enhancement of clinical skills. The strategies are listed in Table 8.1 in descending order of their mean ratings of importance across regions.

Table 8.1. Statewide Ratings of Strategies for Agency Cultural Competence Development

Ranked in Descending Order of Rated Importance.

	Item Number
	Strategy
	Mean

	13
	Send a stronger message that the program will not tolerate insults toward any race, religion, or ethnic group.
	8.48

	9
	Teach staff more about local community helping resources.
	8.32

	6
	Provide training on diversity within racial or ethnic groups served.
	8.15

	2
	Make it easier for consumers to use the services of our programs.
	8.14

	5
	Provide training on beliefs, customs, norms, or values of consumers and families served.
	8.13

	1
	Help staff learn about local community’s service needs and barriers to good health.
	8.03

	12
	Begin to use, or use more widely, treatment that addresses cultural concerns.
	7.83

	11
	Begin to use, or use more widely, instruments for consumer diagnosis or assessment that address cultural concerns.
	7.76

	8
	Build contacts with those to whom local religious, ethnic, or racial groups turn for leadership, guidance, or aid.
	7.78

	10
	Attend to concerns of people who differ from the majority culture and color, i.e., social justice and quality of life issues such as employment, housing, and education.
	7.77

	4
	Give persons from diverse backgrounds a greater voice in how services are delivered.
	7.62

	3
	Have the agency’s décor better reflect the heritage of consumers and families using the facility.
	6.87

	7
	Help to build diversity of top staff through “in house” promotions.
	6.99


In sum, it is notable that most of the highest ranked strategies tend to involve strategies to change individual therapists’ levels of awareness and skill in working with culturally diverse consumer groups or making existing services more accessible to  underserved groups. Strategies aimed at systemic changes typically were ranked lower in importance. Such strategies involve changes in agency practice, such as:

· emphasizing the need for members of cultural minority groups to exercise leadership in agency decision-making, 

· building ties to leaders and key informants within cultural minority communities,

· advocating policies that promote the standard of living among cultural minority groups, and

· providing greater voice to persons from diverse backgrounds in the design and delivery of services.

It may be that although respondents viewed systemic changes as important, they may have found it difficult to envision such changes actually occurring. Nevertheless, the achievement of cultural competence most likely will require change both at the level of individual service delivery and organization functioning.
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	Section 9: Conclusions and Recommendations


Major Findings from Needs Assessment

1. The perceived need for cultural competency training is felt statewide

2. The largest minority group is African Americans

3. Agencies statewide need to create more culturally competent physical environments  

4. Agencies are bewildered by the large numbers of refugees and immigrants who now seek treatment (or are referred by the courts).  Individual providers also expressed concern about issues relating to gender, age, sexual preference, and disability. 

It is important to note that we did not find any regions that “cried out” for training over and above the others. The need is clearly statewide, not region-by-region. 

It is recommended that based on the major findings that the plan for FY 2002 cultural competency training provide

· Training in cultural competency concepts 

· Training on African and African American cultures

· Resource materials and recommendations for creating a more culturally competent physical environment

· Resources for providing treatment to individuals with special needs, e.g.., refugees and immigrants, the elderly, the disabled. 

Recommended Activities

To achieve the above goals, it is recommended that the following activities take place: 

1. Develop a web site and written materials devoted to cultural competency issues and resources. “Hard copies” should be made of all electronic materials and mailed to all Regional Offices and CSBs.  Regional Offices will be directed to share materials with their non-CSB contractors. 

2. Hold two one-day workshops: 

· Cultural Competency in the Mental Health Environment

· Culturally Competent Treatment of African and African American Consumers. 

3. Develop networks so that providers can better communicate with each other. For example, a “bulletin board” feature could be added to the web site. Another suggestion might be a telephone “Referral line” that providers can call with specific questions.

4. Evaluation is a necessary component of any project.  It is recommended that the project should include evaluative responses on a regular basis.  All communications with providers should encourage feedback.
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DHR  MH/MR/SA Regional Boards

Region 1 – Northwest Georgia Regional Board

Region 2 – Region 2 MHMRSA Board

Region 3 – Northeast Georgia Regional Board

Region 4 – Cobb/Douglas Regional Board

Region 5 – Fulton County Regional Board

Region 6 – DeKalb Regional Board

Region 7 – Gwinnett/Rockdale/Newton Regional Board

Region 8 – Region 8 MHMRSA Board

Region 9 – West Central Regional Board

Region 10 – Southwest Georgia Regional Board

Region 11 – South Georgia Regional Board

Region 12 – Region 12 MHMRSA Board

Region 13 – Southeast Coastal Regional Board

Cultural Competency Training Needs Assessment

This is a survey of mental health service providers affiliated with the Division of Mental Health, Mental Retardation, and Substance Abuse (MHMRSA) of the Georgia Department of Human Resources. The goal of this survey is to identify training needs for providers serving consumers from a variety of cultural groups. Cultural competency is the acceptance and respect for difference, continuing self-assessment regarding culture, attention to the dynamics of difference, ongoing development of cultural knowledge and resources and flexibility within service models to work towards better meeting the needs of minority populations. This survey was compiled by researchers at Georgia State University in cooperation with MHMRSA. 

We are interested in learning about how your agency manages working with consumers of culturally diverse  groups. We will be asking about topics ranging from 1) how the physical environment at your service setting reflects the diversity of the population it serves, to 2) cultural issues in service delivery, to 3) skills for communicating and working with a diverse consumer population.

We are looking for an accurate picture of what is happening in your agency:

· There are no right or wrong answers

· Your answers will be kept confidential

· We do not expect every agency to be doing all the things that we ask about.

We hope to learn about areas in which your agency is successfully dealing with issues of cultural diversity and the areas in which you feel staff in your agency would benefit from training and other resources. The survey is intended to address overall issues, so your individual responses will be considered within a general group context (e.g., regionally or statewide). The results of the survey will be used to help develop training and information resources to help your agency and others meet the service needs of the growing and increasingly diverse communities throughout Georgia.

We estimate the survey will take 30-45 minutes to complete. We appreciate your time and effort in completing this survey.

Demographics

Please provide the following information about your agency.

D1.
Name of Agency ________________________________________________________

D2.
County in which Agency is located ________________________________________


Street Address of Agency _____________________________________________

D3. 
Counties Served ____________________________________________________________

D4.
MHMRSA Region _________________________

D5. 
Agency’s relationship to MHMRSA:


CSB ___ Contract Agency ___ Other ___ (Explain: ___________________________________)

Please provide the following information about yourself. No information will be reported in such a way that you can be personally identified.

D6. 
Occupational title ______________________________________

D7.
Sex: 
Male ____ Female ____

D8.
Age: 
18-24 ____ 25-40 ____ 41-55 ____ 56-65 ____ 66 + _____

D9. 
Race or Ethnicity ______________________________________

D10. 
Years of post-secondary education (after high school) _________

D11. 
Highest degree attained _______________________

D12.
Other specialized training completed __________________________________________

D13.
Years working at the agency _____________________

D14.
Years of experience in Human Services __________________________

Office use only:

Interviewer _________________________________________________

F ___ T ___ R ___ O ___

Date Received ____/____/____ Initials Received____

Date Entered ____/____/____ Initials Entered ____

Date Checked ____/____/____ Initials Checked ____

ID # ________

Population Served

Please provide your best estimates of the following, based on your familiarity with the agency. (There is no need to look up this information in agency records; your best guess is fine.)

P1. Age range of consumers served by the agency:

	Check all that apply
	
	Estimate approximate % served

	
	Children  (0-12 Years)
	%

	
	Adolescents (13-18 Years)
	%

	
	Adults  (19-64 Years)
	%

	
	Seniors/Elderly (65 Years and Older)
	%


P2. Race or ethnicity of consumers served by the agency:

	Check all that apply
	
	Estimate approximate % served

	
	White or Caucasian
	%

	
	Black or African American
	%

	
	Latino or Hispanic
	%

	
	Asian or Pacific Islander
	%

	
	American Indian or Native American
	%

	
	Other ethnic groups
	%


P3. Please describe any additional information about the consumers served that may be helpful (e.g., diversity within ethnic or racial categories).

__________________________________________________________________________________

__________________________________________________________________________________

P4. What are some of the major risk factors that affect culturally diverse groups served by your agency?

__________________________________________________________________________________

__________________________________________________________________________________

P5. How is the population served by your agency changing?

__________________________________________________________________________________

__________________________________________________________________________________

P6. Are there particular populations or racial/cultural groups that you would like to learn more about?

__________________________________________________________________________________

__________________________________________________________________________________

Physical Environment, Materials, and Resources

The following statements describe materials and resources that agencies may use to reflect the cultural diversity of the consumers they serve. 

If the agency has a waiting room or public area for consumers, which of the following are available? (check all that apply)


E0. ____ There is no waiting room in the agency.


E1. ____ Pictures, posters, photos or other artwork are displayed depicting a diversity of people.

E2. ____ A variety of music and/or videos are played.

E3. ____ Reading material is in a variety of different languages besides English.

E4. ____ Notices and place signs are in the native language(s) of non-English-speakers.

Please indicate the frequency with which each material or resource is available in your agency.

E5. Printed material disseminated by my agency has been translated into other languages.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always

E6. Printed material disseminated by my agency takes into account the literacy level of individuals and families receiving services.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always

 E7. A bulletin board with news items and other material of cultural interest to diverse groups is located in common space for consumers and/or staff.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always

E8. Additional resources are available for consumers who are illiterate. Such resources might include videos, interpreters, and advocates, etc.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always


Please describe ____________________________________________________________________

E9. The agency uses bilingual-bicultural staff and/or volunteers.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always

E10. Cultural competency is considered when evaluating job applicants for agency positions.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always

E11. Information to reduce the stigma associated with the use of mental health facilities is disseminated at community cultural centers (shops, schools, meeting places, media) in consumers’ native language.


(1) Rarely or Never
(2) Occasionally
  (3) Often 
(4) Almost Always

E12. In what other ways does the office environment reflect attention to cultural diversity?  Please specify.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Cultural Issues in Service Delivery

The following statements describe issues that may arise when working with consumers from a variety of cultural groups. Please circle the one number that best indicates your level of agreement with each statement.

V1. Although professional or moral viewpoints may differ, service providers should accept individuals and families as the most important decision-makers for services and supports impacting their lives.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V2. It is important to seek information from individuals, families, or key community leaders that will assist in responding to the needs and preferences of culturally diverse groups served by my agency or program.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V3. It is important to take into consideration religion and beliefs that may influence how individuals and families respond to illness, disease, and death.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V4. People from other cultures that intend to settle permanently in the United States should strive to become completely assimilated.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V5. Part of working in minority communities is to become familiar with indigenous beliefs and practices and to respect them.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V6. It is important for staff to intervene in an appropriate manner when they observe other staff or consumers engaging in behaviors that show cultural insensitivity, racial biases, or prejudice.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V7. Traditional healers, natural herbalists, religious and spiritual healers have an important place in culturally diverse communities.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V8. Service providers should seek information on acceptable behaviors, courtesies, customs, and expectations that are unique to the culturally and ethnically diverse groups served by my agency.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V9. It is important to educate newly arrived immigrants and refugees about mainstream American cultural values.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V10. Service providers should take into consideration the traditional beliefs that may influence an individual’s or family’s reaction and approach to a child born with a disability, or later diagnosed with a disability, genetic disorder, or special health care needs.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V11. Limitations in English proficiency should be taken into account when assessing a person’s intellectual functioning.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V12. It is appropriate for service providers to ask consumers about their cultural beliefs as they relate to a range of healthcare issues.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V13. In general, an agency whose leadership is diverse will provide better services to a diverse population.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V14. Staff at all levels of an agency should reflect the diversity of the population served.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V15. For service providers to be effective, they must understand the impact of racism and discrimination on health.


(1) Strongly Disagree

(2) Disagree

(3) Agree
(4) Strongly Agree

V16. Have you ever had a situation in which a consumer’s beliefs interfered with treatment?


(1) Yes

(2) No

Describe __________________________________________________________________

Communication and Service Skills

The following statements describe your agency’s approach to working with consumers from a variety of cultural groups. Please indicate how often you feel your agency is able to employ the communication and service skills described. Please circle one number for each statement. 

IN MY AGENCY …

S1. Staff meet the needs of ethnic minority consumers.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S2. Staff are aware of the socioeconomic and environmental risk factors that contribute to major health problems of consumers from differing cultural groups.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


IN MY AGENCY …

S3. Staff are encouraged to learn and use key words in the consumer’s language so that they are better able to communicate.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S4. Staff take into account cultural differences between the provider and consumer during assessment, diagnosis, treatment, etc.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S5. Staff receive supervision and encouragement to address cultural concerns in treatment.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S6. Staff receive information about consumers’ cultural beliefs and customs during orientation.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S7. Staff receive information during in-service training about consumers’ culture, service needs, and barriers to treatment.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


IN MY AGENCY …

S8. Staff with special competence in ethnic and racial diversity contribute to training and advising coworkers.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S9. Staff meetings include discussion of current events and their impact on local communities that are diverse in culture or color.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S10. Professional development and training are encouraged to enhance staff knowledge and skills in the provision of services to culturally, ethnically, racially, and linguistically diverse groups.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S11. Staff recognize their own cultural biases and the stereotypes they apply to other racial or ethnic groups.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10

S12. Discrimination occurs in the delivery of services.


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10

S13. Suppose an entire Mexican family accompanied a distressed consumer to your agency to provide support. How often would staff be willing to accommodate the family’s presence during treatment?


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S14. Suppose a Middle-Eastern woman requested a female mental health provider. How often would staff be willing to accommodate such a cultural practice?      


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S15. Suppose a mental health provider said or saw something that insulted people of a particular race, religion, or ethnic group. How often would a staff member act to correct the situation?


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S16. Suppose an African American consumer asked that close non-family members be included in decision-making about his/her treatment. How often would providers be willing to accommodate such a cultural practice?


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10


S17. Suppose a consumer admits that she or he has been seeing a traditional healer for assistance in treating a health related problem. How often would staff solicit additional information about the healer’s treatments to determine if they are in conflict with established treatments and procedures and advise the consumer accordingly?


Never                                                                                             
Always


1
2
3
4
5
6
7
8
9
10

Developing Cultural Competency

What should your agency do to enhance cultural competence? Circle one number.

C1. Help staff learn more about local communities’ service needs and barriers to good health.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C2. Make it easier for consumers to use the services of our programs.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C3. Have the agency’s decor better reflect the heritage of consumers and families using the facility.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C4. Give persons from diverse backgrounds a greater voice in how services are delivered.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C5. Provide training on beliefs, customs, norms, or values of consumers and families served.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C6. Provide training on diversity within racial or ethnic groups served.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C7. Help to build diversity of top staff through “in house” promotions.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C8. Build contacts with those to whom local religious, ethnic, or racial groups turn for leadership, guidance, or aid.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C9. Teach staff more about local community helping resources.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C10. Attend to concerns of people who differ from the majority in culture and color, i.e., social justice, and quality of life issues such as employment, housing, and education.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C11. Begin to use, or use more widely, instruments for consumer diagnosis or assessment that address cultural concerns.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C12. Begin to use, or use more widely, treatment that addresses cultural concerns.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C13. Send a stronger message that the program will not tolerate insults towards any race, religion, or ethnic group.



Least important






Most important



1
2
3
4
5
6
7
8
9
10

C14. What else should your agency do to enhance cultural competence?

_____________________________________________________________________________

_____________________________________________________________________________

C15. What is the most successful strategy your agency uses in working with culturally diverse consumers?

_____________________________________________________________________________

_____________________________________________________________________________

C16. What is the biggest challenge to working with culturally diverse consumers in the next 5 years?

_____________________________________________________________________________

_____________________________________________________________________________

C17. Do you have any other comments?

_____________________________________________________________________________

_____________________________________________________________________________

	Dimension of Cultural Competence Assessed
	Number 

of Items
	Internal

Consistency
	Example Items

	Physical Environment
	
	
	

	Waiting Room
	4
	N/A
	E1.  Pictures, posters, photos or other artwork are displayed depicting a diversity of people.

	Cultural Resources
	7
	.81
	E7.  A bulletin board with news items and other material of cultural interest to diverse groups is located in common space for consumers and/or staff.

E9.  The agency uses bilingual-bicultural staff and/or volunteers.

	Cultural Issues in Service Delivery
	
	
	

	Respect
	8
	.84
	V7.  Traditional healers, natural herbalists, religious and spiritual healers have an important place in culturally diverse communities.

V12.  It is appropriate for service providers to ask consumers about their cultural beliefs as they relate to a range of healthcare issues.

	Openness
	3
	.84
	V2.  It is important to seek information from individuals, families, or key community leaders that will assist in responding to the needs and preferences of culturally diverse groups served by my agency or program.

	Staff Diversity
	2
	.72
	V14.  Staff at all levels of an agency should reflect the diversity of the population served.

	Assimilate/Acculturate
	2
	.41
	V4.  People from other cultures that intend to settle permanently in the United States should strive to become completely assimilated.  


	Dimension of Cultural

Competence Assessed
	Number 

of Items
	Internal

Consistency
	Example Items

	Communication and Service Skills
	
	
	

	Staff Training
	7
	.93
	S7.  Staff receive information during in-service training about consumers’ culture, service needs, and barriers to treatment.

S8.  Staff with special competence in ethnic and racial diversity contribute to training and advising coworkers.  

	Culturally Sensitive Skills
	5
	.87
	S14.  Suppose a Middle-Eastern woman requested a female mental health provider.  How often would staff be willing to accommodate such a cultural practice?

S15.  Suppose a mental health provider said or saw something that insulted people of a particular race, religion, or ethnic group.  How often would a staff member act to correct the situation?

	Accommodate
	4
	.89
	S3.  Staff are encouraged to learn and use key words in the consumer’s language so that they are better able to communicate.

S4.  Staff take into account cultural differences between the provider and consumer during assessment, diagnosis, treatment, etc.  

	          Discriminate
	1
	N/A
	S12.  Discrimination occurs in the delivery of services








� A brief, but cogent discussion of these issues can be found in J.H. Dalton, M.J. Elias, & A. Wandersman (2001), Community Psychology: Linking Individuals and Communities, Stamford, CT: Wadsworth/ Thompson Learning, pp. 155-156. 
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