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PREFACE 

'Ihis IOC>nograph is published with the hope that it will promote among 
advocates, providers, am minority families a better urrlerstarrling of the 
myriad of cc::arplex issues that influence the development, de1iveJ:Y and 
effectiveness of lOOl'1tal health seJ:Vices provided severely en¥:>tiona1ly 
disturbed minority children. 

'!he doet.nnent Developing Mental Health Programs for Minority Youth and 
'!heir Families represents the confluence of three important events: the 
development of an organized minority strategy within the Institute, strong 
and consistent leadership from the Director of the Division of Education and 
se:rvice Syst.ens Liaison, and the involvement of an excellent primary 
consultant. '!he convergence of these three factors created a climate and a 
capacity that enabled dedicated program staff to conceptualize, plan and 
produce this m::>nograph, and proceed confidently with the ilTplementation of 
many of its ~tions. 

'!he effort builds on a sequence of technical assistance resources 
prepared for CASSP by the Georgetown Technical Assistance Center ani focuses 
on: external ani internal factors affectin;J the lOOl'1tal health of minority 
youth; predominant perceptions about ''mental health" which dete.nnine the 
utilization of services in minority comnumities; inco:rporating social am 
cultural factors in the development of services for em::>tionally disturbed 
minority children ani their families; ani identification of those age groups 
am subpopulations within.minority canununities lrOSt in need of lOOl'1tal health 
programs ani interventions. In addition, this lOOnograph seeks first to 
~lore, then to integrate concems about the economic status ani the lOOl'1tal 
health ani wellness of minority children. 

Iemuel B. Clark, M. D. 
Associate Director 

Division of Education ani Se:.t:Vice 
Systems Liaison 

National Institute of Mental Health 



INTRODUCTION 

On January 30 through February 1, 1986 the C'ASSP (Chi.1.d am Adolescent 
Service system Program) Technical Assistance Center of the Georgetown 
University auld Developnent Center sponsored an invitational workshop in 
Atlanta, Georgia, on Mental Health Program DeveloptOOl'lt for Minority Youth am 
their Families. Fun:llng support for this workshop was provided through the 
National Institute of Mental Health. 

'!his report includes the backgroun:l papers developed for this workshop as 
well as a summary of the recarmnerrlations made am actions to be taken. 
section I presents an overall framework am an oveJ::View of the issues which 
were explored in greater depth at the workshop. '!he material for this 
section was developed through a survey of key professional representatives of 
the major minority groups in this countl:y: Asian American, Blacks, 
Hispanics, an:i Native Americans. section II Sl.llmtlarizes the workshop 
recarmnerrlations, which are grouped ac:x:::o:rdin:J to seven different areas: 
policy, research, traini.rg, access, assessment, family involvement an:i 
conmrun.ity education am resource development. Section III delineates 
activities to be urrlertaken through the CASSP Teclmi.cal Assistance Center at 
Georgetown University an:i the National Institute of Mental Health, CASSP 
program, to begin to address sane of the issues identified. In section IV 
there are brief descriptions of a sample of programs that serve minority 
youth an:i their families; these were developed fram a survey conducted prior 
to the workshop. Arrl, finally, the apperrlices include a copy of the 
presentation on 'Wnority Olildren an:i Mental Health: Old Perspectives and 
New Proposals" which was delivered. by Margaret Spencer, Rl.D., at the Atlanta 
conference, a listing of the workshop planning committee n-e.mbers an:i staff, 
respondents to the questionnaire, major issue areas discussed at the 
workshop, a list of worJr.shop participants, a copy of the agerrla, an:i a 
listing of state CASSP projects. 



I. AN OVERVIEW OF ISSUES AND CONCERNS 

In preparation for this workshop, a group of minority professionals were 
asked to resporxi to a set of ten questions. '!hese questions were centered 
aroun:1 najor areas of concem identified by the workshop planning canuni.ttee 
(see Apperrlix I). '!he responses to these questions were utilized to develop 
a framework for the workshop, to provide a COIt'IlOOn focus for the larger issues 
to be addressed am to stimulate other ideas am thoughts to be shared during 
the workshop. 

nrl.s ovaview is an attempt to synthesize the various thoughts am ideas 
submitted by respoooents representing the four najor ethnic groups who were 
the subject of the workshop: Blacks, Hispanics, Asians am Native Americans. 
Although the resporrlents were asked to address many different issues, this 
paper will focus on only the follCMing: 

o External am internal factors affectin] the mental health of 
minority youth; 

o Predominant perceptions about "mantal health" which det:ennine the 
utilization of services in minority communities~ 

o Incorporating social arrl cultural factors in the develClplOOpJ~ '0f 
mental health" programs for minority camnumities; am 

o Identification of those age groups am subpopulations withi1'f :Jl.l:lnority 
communities nost in need of manta! health programs an:l intJi$,~~~1tions. 

As noted above, this paper is an attempt to .€l!L~A:f& rather than 
analyze responses. Some issues were raised by a specif:it1 ethnic group, 
although CXJItUOC)n concepts am issues nay exist aCJ:QSS ethnic gJ.X:1UpS. since the 
answers fran resporrlents differed in foIl'lla"'~ am style, this paper is an \ 
attempt to cull out key concepts, rather than present responses in their , 
totality. However, in same instances, direct quotes from resporrlents are 
included, but the specific resporrlent remains unnatred. 

Finally, it should be stated clearly that no minority population is 
harro:Jeneous. Although the questions presume a certain am:mnt of 
generalization, there are clearly intracultural differences within groups 
that nrust be kept in mirrl. For exanple, the term Asian American covers 
" ••• at least 23 ethnic groups, speaking over a thousarxi different languages 
am dialects, spanning enonrous geograprical origins am coming frt..'m the nost 
primitive stage of civilization to the highest sophistication of 
electrotechnologyn. '!he sa.tre diversity exists within the other ethnic groups. 
It is noted that "the wo:m, I Hispanic I, is a generic teJ:m used to refer to 
people of Spanish heritage. '!here are various groups that are called Hispanic 
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that are identifiable by their origin, e.g., Puerto Ricans, CUbans, Mexicans, 
am people from various parts of Central ani SOuth America. '!hese groups have 
in COltllOOn the Spanish language ani heritage, but many of the similarities end 
thE;'.re. " Consequently, the responses noted in the following pages should be 
examined within the framework of the great qiversity that exists within all 
ethnic minority populations. 

IDcr.'ERNAL AND INI'ERNAL FAcroRS AF.FECrING '!HE MENTAL HEAI.lIH OF MINORITY YOUI'H 

'!he resporrlents were asked to review a list of external and inter:nal. 
factors generated by the Planning Conunittee for this workshop as well as to 
list additional factors not included. rrbe Planning Committee list was viewed 
as rather exhaustive by IOOst respoJ'X:ll=>..J1ts; however, additional comments were 
offered. FUrther, the resporrlents, as a group, ten::ied to lOOlltion cei:tain 
factors with greater frequency than others. '!he external factors lOOlltioned 
IOOSt often by resporrlents are described below. '!bey are: 

1. '!he inpact of institutional racism. Institutional racism usually begins 
to be significant when minority children first encounter the education 
system as preschoolers or gradeschoolers. Many resporrlents viewed the 
educational system as inadequate ani the principal institution 
perpetuating stress for minority youth. For instance, one resporrlent 
noted. that Black ani Hispanic children are over-enrolled in classes for 
the lOOlltally retarded ani the seriously eIOOtionally disturbed, while 
being urrlerrepresented in gifted/talented programs. Another noted that 
schools fail to provide multicultural education, thus ''minority children 
are expected to assimilate as rapidly as possible tcMard the Anglo 
American culture, ani to learn at the sane rate ani with the same 
teaching methods as the Anglo American child". . SUch oversight leads not 
only to over-representation in special education classes, but also to 
" ••• failure, delinquency ani school dropout in proportions that far 
exceed representation in the u.s. population". For instance, in New York 
City, 70 percent of Black youngsters and 55 percent of Hispanic 
youngsters drop out of high school. Irrlian children also experience an 
inordi.."lately high rate of dropout in the various educational systems 
available to them. It should be noted that there is a reverse principle 
operating with Asians, who are often considered ''m:::x:ielll minorities. One 
respondent states that "personal observations ani dialogues with the few 
Asian Americans in special education ani related fields suggest that 
Asians are urrlerrepresented arrl therefore urrlerse:r:ved in all special 
education programs, especially those for the behavior disoroered and 
enotionally disturbed." 

2. '!he Ul±ian envirornnent itself. crime, poverty, drug arrl gang 
activities associated with inner cities terrl to threaten minority 
youths' mental health. FUrtherm:>re, due to housing patterns, certain 
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inner city areas are becoming increasingly poor, as minority 
professionals relocate to other areas of the city or surrounding 
suburban areas. '!his creates an inability to provide positive role 
moclels within many urban envirornnents. Also, while crime and the 
legal system are " ... undoubtedly linked to socioeconomic variables, 
they asstnte a large enough role in the lives of children and 
adolescents that they can be said to be Weperrlent stressors 
affectinc;:J minority youth." For exarrple, statistics irxlicate that 
homicide is the leading cause of death for Black. males between the 
ages of 18 and 25. 

3. '!he strain of acculturation. '!he iIrpacts of acculturation are 
experienced differently by various Hispanic and Asian/Pacific groups. 
'!he strain of acculturation, for many of these groups, includes a 
"migration" or refugee experience, which is often traumatic and 
difficult. Many refugee- children are carrying the effects of war 
experiences - these youth have witnessed an inordinate am::runt of 
violence, atrocities and death of loved ones. '!hus, many youth 
experience accumulative - trauma that can persist over long periOOs of 
time. 

4. Language/communication problems. COmmunication difficulties exist 
both for new inunigrants and refugees as well as other minority 
youth. One respon:ient notes that "it is also necessary to cx:>nsider 
language in the case of subgroups of American-born Black. 
populations. For exanple, there is sufficient evidence to suggest 
that regional dialects and ethnic dialects are diveJ:ging 
significantly from mainstream or staOOa:t:d English in such a manner as 
to cause potential problems with comprehension for youth and families 
using the variant dialects." 

5. '!he impact of geographic isolation and resource-poor environments. 
'!hese situations are a particular stress for Arrerican Irrlians that 
remain on or near reservations and for rural Blacks. Geographic 
isolation and resource-poor enviromnents also create special and 
unique problems in seJ:Vice delivery. 

6. '!he impact of the American socigpolitical environment. since 
minority groups are nore deperrlent on government policies and 
programs, differing sociopolitical envirornnents create greater stress 
on minority families. For example, federal policies have ten1ed to 
break down the natural helping and support systems anong American 
In::lian tribes and have created pexvasive out-of-home placements in 
non-In::lian settings; this in tum creates cultural identity issues 
for Irrlian youth. Another respon:ient notei that "changes in the 
sociopolitical enviromnent can bring about the creation of new 
programs and the expansion of the budgets of old programs, or bring 
about the tenn:i.nation of old programs and the reduction of budgets 
•••• the politi.:::al climate in and of itself will affect resource 
availability" in minority camnunities. 
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7. The economY and the availability of employment.. '!hese factors, 
closely related to the sociopolitical envirornnent, also place greater 
stress on minority populations than on the majority culture. For 
exa:rrple, the " ..• loss of historic tribal economics an:l the 
accarrpanying loss of t..:"'7aditional adult roles coupled with 
unemployment" diminish role m:xiel.s and lead to feelings of 
powerlessness CU'OOng American Irxlian youth an:l families. Given the 
large unemployment rate CU'OOIlg Black. youth, one resporxient notes that 
it " ••• affects the opportunities for adolescents to fim part-time or 
even full-time employment." '!he lack of "legitimate" opportunities 
to be productive 1OOlt1bers of society am to participate in the "work 
ethic" is a primaxy factor in delinquency an:l other antisocial 
behavior CU'OOng minority youth. 

8. '!he impact of the mea:la. '!his is a particularly iITportant factor 
when viewed fram a minority perspective - "the average teen spends 
approximately 40 hours a week in front of a television an:l when 
positive role lOOdels are missing fram television shows, for the most 
part, the socializing .i.n'pact is prodigious." An Asian resporxient 
suggested that "extraordi.naJ:y eIOOtional stress an:l inferiority 
c:anplexes could be Wuced when Asian American y01.lnJSters are often 
greeted with distorted, stereotypic or insensitive portrayals of 
their group members in the printed nella. E\1rthenoore, they have to 
live with an:l deal with erroneous perceptions of themselves 
perpetuated by such portrayals. 0 •• thel;"e is also a dearth of verbal 
and pictorial portrayal of Asian Americans in children's literature 
am instructional materials •••• 'Ibis may create identity crises for 
Asian yO\ll'gSters residin;J in rural or non-metropolitan areas, where 
there are few Asians. '!he lack. of identity an:l role lOOdels of one's 
own origin may irrluce enot:ional dist:w:bance, self-or group-denial, 
an:l, in same cases, surfaces as overeagerness towards acculturation 
or assimilation." 

9. Inter- and intra-group conflicts. 'Ihe racial tension that is being 
~ienced within certain urban areas must be examined fram a 
minority-minority perspective - " ••• nanely, Black. an:l latino youth 
acting out racial/ethnic hostilities. " A Black. respordent further 
states that there are also intragroup conflicts, such. as 
" •.• conflicts between caribbean Blacks am American~bom Blacks, 
which create substantial stress, especially for that Black. group in 
the minority. A similar problem may exist between CUban, Puerto 
Rican, Mexican or other latin American groups." 

10. 'Ihe loss of the most highly skilleQIcomr;>etent members of minority 
groups to the lamer society. '!his drains minority comrmmities of 
those who could serve in leadership an:l direct service delivery 
roles. 
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'.!he intemal. factors mentioned ll'OSt often by respondents were centered 
around one overriding concept - assimilation. A respondent notes that "the 
experience of being treated as an uninvited guest in one's own countl:y is a 
demoralizing one that creates tremendous stress and distress for nti.itority 
children. Expectations established by the society for minority children are 
embedded in stigmas that greatly inhibit their potential for assimilation 
into the larger society. '!he context is one of dysfunction, not nonnal 
adjustment. " Assimilation creates a number of inteJ:nal stresses and problems 
for minority populations including: 

1. Conflict of cultures. '!here is a natural tension between tlle 
majority culture and minority culture that is often stressf'Ul for a 
child or adolescent, especially one wno is bussed or who is biracial 
or bicultural. Another respoooent st.ated that the "failure to 
effectively integrate the African culture atrl world view with the 
majority culture an::1 Eurocentric view is a continuous source of 
psychological stress for African-Americans. '!he majority culture 
does not support the attainment of psychological Blackness, and the 
historical response of the Afro-American communi.ty, in general, has 
been confusion, self-deprecation and feelings of inadequacy. FUrther, 
the majority of legitimate Black differences have been misinterpreted 
to reflect Black deficits." Another respondent notes that the amount 
of cultural conflict is depen:lent upon where one is on the cultural 
identity continuum, rarqing fran very ass:imilated to very 
traditional. It is also' very important to clarify the values 
un1erlying a particular culture, if interventions are to be sensitive 
and effective. Besides intergroup cultural conflicts, there also 
exists cultural conflicts between generations, as the younger 
generation terrls to acculturate at a faster rate than the older 
generations ~o migrate. In speaking of Asian Americans, a 
respoooent states that "the differential degree of acculturation, 
ca:rpourrled by the develop.nental tasks of thetee.nage years, set the 
stage for many and varied conflicts and confrontations, sometimes 
leaving e.Il'Otional scars to both generations. '!hus, there could be 
role reversal for same Asian youngsters who, due to greater capacity 
for acquisitic;m and assimilation of language, skills and adaptive 
behavior, may asstnne the role of teacl1i.n;J, supporting or counseling 
their parents •••• sametimes youngsters may leam to appreciate the 
American values, such as irrlepen:lence, self-determination and 
self-fulfillment that may be opposite to the cultural values that the 
older generation is still clin:Jing to ... 

2. Family structure differences. '!hese differences must be taken into 
account. '!hey include exten::ied family structures, which may be either 
positive or negative factors, and single-parent am teenage families 
(e.sp:!Cially aIOOn;J Blacks) • 

5 



3. Greater use and abuse of alcohol and drugs. '!his is particularly true 
among American Indian and Black 'youngsters and their families. 
SU111~tance abuse create.s " ••• substantial secorrlary difficulties such 
as problems in school and criminal activity." Alcohol is viewed as a 
key factor in the high incidence of suicide and accidental death of 
American Irrlian youth. Finally, the children of alcohol and drug 
users have " ••. both psychological and biological problems 
attributablE!' primarily to the use of substances by their parents. II 

All of these factors have a tremerxlous iIrpact on the developrrent of 
positive self-concepts and feelings of efficacy among minority youth. 

Resporrlents reported a number of programs and efforts to minimize the 
detrimental effect of both internal and external factors on minority youth. 
Several nmtioned positive education progra.ms that stress cultural 
enrichment, including the Yale-New Haven Primary Prevention Project and the 
Marva COllins' Westside P.reparato:ty Academy. Judith Kleinfeld (University of 
Alaska) has reported on the characteristics of a school se:tVing Irrlian 
children, which supported a "sensE'! of camrnunity", "belonging", 
"participation", and "set of well-defined values and st:an:3ards." Heads~ 
and other preschool programs, operated by American Indian tribes, have also 
encouraged positive seJ.f-irnage and cultural identity. 

Programs . emphasizing strengthening and educating parents, as well as 
clinical inteJ:vention, have also been useful in mitigating some of the 
detrimental effects on minority families. For example, one innovative 
approach in dealing with alcoholism is the Warren' s Center operated by the 
Native American Rehabilitation Association (NARA). In this program, NARA 
provides residential alcohol trea'boont for W<J[OO1l and their children. 
Children continue to live with their mthers in an apartment-like setting and 
receive care and treatment while the mther receives both alcohol treatment 
and parenting education. r.Ihe approach also includes a strong cultural 
CXll1lpOnent to deal with identity issues and is referred to as "In::lian 
Self-Actualization." 

Finally, one resporrlent noted that the list of external/internal factors 
were all focused on the identified victims of racism and not on the 
perpetrators. He suggested that the "ctnmlative effects of racism on the 
psyche and behavior of the oppressor class nrust also be addressed and treated 
if there is to be a satisfacto:ty resolution" of minority mental healt.l1 
problems. 'Ihe foous of mental health intervention on the minority canununity 
alone is helpful but incamp,lete. 

Another resporrlent suggested that the external and. internal factors could 
be lrure helpful to mental health professionals if they were further 
classified according to two different axes, namely: a) whether they bear a 
direct effect on the etiology or causes of mental disorder in minor.ity youth 
or whether they contribute to the exace:dJation of these disorders, and b) 
whether they iIrpede access to mental health se:tVices. '!he resporrlent noted 
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that there is a real dearth of data establishing the nonnal incidence of 
:t;:SYchiatric disturbance for third. world populations both within and outside 
the United states. 

PREOCt1INANI' PERCEPI'IONS A9JUl' ''MENI'AL HEAIllll" IN MINORITY OOMMUNITIES 

'!he perceptions about "mental health" and "mental illness" datennine the 
utilization and efficacy of se:r.vices for irrlividuals and minority 
connnunities. In general, minority populations are urxlerrepresented in 
community-based mental health settings, while being somewhat overrepresented 
in the lOOre restrictive public mental health institutions. In order to 
develop effective progroItlS, a krl<:Mledge of dominant perceptions am attitudes 
about mental health nrust be addressed am urxlerstood. Most resporrlents agree 
that ''mental health" services have negative cormotations in IOOSt minority 
communities • 

Asian American resporrlents state that the Asian canununity either does not 
perceive the need for mental health se:r.vices or views such services as 
negative and stigma-ridden. A resporrlent states: "Besides being a rich man's 
illness am fancy, to some Asians it may also be synonynous with 
'craziness'. Mental illness is viewed variously as being a result of 
biological, lOOral or spiritual infinnity, '!his is particularly true for 
Asian cultures that are heavily influenc.e.d by Confucianism, such as China, 
Japan, Korea am Vietnam. For COl.U1tries, such as the Philippines, which are 
not profoun:lly influenced by Confucianism, there is a widely accepted belief 
that mental illness can result from possession or influence by fairies or 
spiritual beings. '!hus, care is COI'lU'OC)nly sought from folk or faith healers 
who incorporate appeasement of these spirits or deities in their rituals." 
In general, mental health se:r.vices are usually viewed as bein':J only for the 
severely disturbed. It is also ego-alien to m::>st Asians am. Pacific Islanders 
to discuss personal and intiltlate matters with ~ers, even doctors. For 
many Asians, the loss of ''mantal health" only reaches conscious awareness 
when physical problems are triggered, such as headaches, sleeplessness, loss 
of appetite, etc. However, people then consider it as physical illness and 
seek medical treatment. 

In the Black community, according. to respondents, seeking mental health 
services is equated with "craziness". Also, mental health services are not 
perceived as beneficial or effective in dealirg with the problems of Blacks. 
For instance, in one study, it was discovered that a little lOOre than half of 
those who felt that they were at the point of a nel:VOUS breakdown did not 
seek professional help. A 1982-83 SUrVey of Mental Health Needs, corrlucted 
by the Chicago Conununity Mental Health Council, Inc., reflects the 
perceptions of aricago1s minority ccmnunity, that mental health programs are 
needed primari..1y for adolescent ani adult Black males who are aloohol am 
drug abusers, hanicidal or suicidal. ComIm.mity residents also felt that there 
is a need for mental health se:.tVices to deal with depression, nervous 
breakdowns am teenage pregnancy. According to the surJey, "embarrassment" 
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was overwhelmingly given as the reason people do not utilize mental health 
seJ:Vices. It was fourrl that conununity residents are resistant toward seeking, 
.curl continu.l.nJ treatment because of their lack of urrlerst.ancli.m about mental 
health, their fear of being labeled, curl fear of self-disclosure. A.:; a 
resporrlent noted, "mental health remains very nnlch a private matter among 
African-Americans. II In general, African-Americans seek relatively m:>re 
direct curl imrre:liate types of services fram the mental health system. 
Another related attitude is that Blacks terxi to strongly prefer Black 
therapists who, they feel, can urrlerstarrl run relate to them. Finally, the 
Chicago sw::vey also revealed that "unawareness of services" was often cited 
as a reason why mental health seJ:Vices were not utilized. One resporrlent 
felt that these attitudes were shifting towards m:>re positive manifestations 
as m:>re Blacks become involved in mental health professions. 

For American Indians, resporrlents note that there is an historic distrust 
of the dominant society's approach to dealing with mental health curl a belief 
that fonnal mental health seJ:Vices are an extension of the dominant society, 
particularly when the seJ:Vices are un:ler the auspices of non-Irrlian 
agencies. '!here is a concurrent belief that fonnal mental health seJ:Vices 
tern to be judg:rrental, de.man::'linJ arrl inconsistent. Finally, there are strong 
beliefs, among American Indians, that non-Indian service providers do not 
urrlerstarrl Native Amarican cultures, retain stereotypic images of that group, 
am utilize approaches am techniques designed for the daninant society. 

As is the case with other people of color, Hispanic resporrlents state 
that mental health seJ:Vices are viewed as either 81 ••• irrelevant or oppressive 
curl are eschewed at all costs." It nnlSt be kept in :mirrl that there are many 
Hispanics who have never been in contact with mental health professionals. 
When they do came into contact, generally they are forced to seek seJ:Vices as 
a result of marrlates fram SOIOO governmental agency (courts, welfare, etc.). 
Consequently, the experiences with the mental health system have generally 
been negative. Further, another resporrlent indicated that American mental 
health programs are in conflict with Hispanic culture in that they stress 
individuation as an indication of nonnalcy • Involvement in a mental health 
program is, therefore, viewed as a step closer to pathology, not mental 
health, by many Hispanics. In addition, mental health services are perceived 
by Hispanics to be incongruent with the family system. "Arrong first 
generation Hispanics, the family is the source for problem solving. An elder 
functions in the role of problem solver am within the hierarchy of the 
exte:rrled family, sufficient supports should be available without having to 
resort to mental health programs. Involvement in such a program, therefore, 
is Vievled by the family am the client as an affinnation of serious 
dysfunction. It is an affinnation that the client is cut off fram the family 
support system, which is an embarrassment to the family. II 

since mental health services are urrlerutilized, respondents were asked to 
identify resources that are m:>re frequently utilized in seeking solutions to 
eI'OC>tional/mental health problems. All of the resporrlents felt that 
"infonnal" support systems were predominantly used to deal with mental health 
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problems. Even when the formal mental health system is utilized, this is 
often augroonted by other supp:>rt systems. Evel:Y respondent indica~ that 
spiritual centers, churches and clergymen were often utilized to handle 
emotional and mental difficulties, although the formal mental health system 
tends to overlook these :ixrportant resources. However, churches are among the 
strongest institutions in many minority communities and can be extremely 
valuable allies. In Chicago, for exarrple, "Project Image" is an ecumenical, 
corranunity-based effort designed to stimulate church-based programs that can 
meet the recreational, social, educational and spiritual needs _ of boys 
growing up in homes without positive male role lOCldels. Programs are centered 
in participating churches of various denominations located in the Black 
corranuni ty • 

Other resources outside the mental health system, which are utilized in 
seeking solutions to emotional/mental problems, include: 

o Exten:ied family members (all groupS) 

o Tribal elders, grandparents or other elders in the corrnnunity who are 
viewed as having "wisdom" 

o Folk healers (mediums 1 santeros, curarrle:ros, herbalists, 
antiguadores, astrologers, lOOdicine men, shamans, seers, et al) 

o Friends (and "as if" relatives) 

o Community ceremonials and rituals that are either family-specific or 
adopted from the homeland 

o Merchant/social clubs (botanical shops, grocery stores, medium 
centers, hometown clubs, fraternities and sororities, etc. 

o Clan lOOthers 

o Self-help organizations 

o Scx::ial service agencies 

o Hospitals arrl/or family doctors 

o Conununity leaders 

It was also mentioned that, out of desperation, the Black conununity has 
begun to tum to the courts for help in IOOeting its mental health needs. 
Parents, children, spouses, relatives, frierrls and neighbors have sought 
assistance for themselves or for a loved one by petitioning a legal source 
for help. 
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mOJRFORATmG SOCIAL AND a.JI.IruRAL FACroRS m 'IHE DEVEIDfMENT OF MENTAL 
HEAI1IH ~ FOR MINORITY ro1MIJNITIFS 

Given the social ani cultural factors affectirq minority populations and 
the perceptions ani attitudes held by minority groups, resporrlents were asked 
to identify those factors that ll1USt be taken into account in the development 
of manta! health 1:'rograns. 'Ihe responses covered a variety of factors, many 
of which had been mantioned in previous answers, such as spirituality, the 
exterrled family system, language ani conununication variables, family 
structure, etc. However, specific suggestions were made about how to 
incorporate social am cultural factors into program development. 'lhese 
suggestions included: 

1. Awareness of envirornnental factors am the influence they have on 
intrapsychic.: conflicts; 

2. Awareness of the level of acculturation (defined as a process of 
adjustment to the dominant culture), a factor that may have a great 
impact on the type of manta! health programs needed; 

3. Clarification of definitions of particular mantal illness or 
disorders arrl development of consensus between parents, agency, 
camnn.mity ani treatlrent staff. Similarly, the goals ani specific 
~thods for aIOOlioratirq problems nrust be agreed upon; 

4. Awareness of the minority culture's patterns of cannnunications, 
language, values, lOOrality am learning; 

5. Confidentiality as basic am prerequisite to any successful program; 

6. ~zance of the view that rtental distress can have physical 
manifestations thus, linkages with local lOOdical doc:tors, 
children's clinics am hospitals, am other faoi1ities that might 
treat the young are important. Treatment llUlSt be based on a holistic 
approach that deals simultaneously with the mantal, physical and 
spiritual COl'!pOnents of the irrlividual, rather than separatirq them; 

7. Maintain:in:J am incorporatirq the network of support systems that 
recreates the feelirq of canununity for the client. 5el:vices must 
allow for a validation of the client's self am his respect for his 
camm.mity; 

8. outreach, networkirq am linkages with churches am irrligenous 
healers in the conununity, inc1udi.IY:J 1:inkirg lay referral seIVices 
with professional ones; 

9. Developrrent of neighborhood-based seIVices that are geographically 
accessible; 
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10. ProVision of a wide variety of se:rvices -advocacy, education, 
training, counseling, etc. in a single site, such as multiservice 
centers; 

11. Focus on concrete problems identified by the clients and use of 
directive techniques; 

12. Provision for a continuum of available seJ:Vices from pritnary 
prevention to intensive treatment am aftercare; 

13. ~ service delivery with other systems, such as education, child 
welfare, alcohol am drug programs, to meet the multi-needs of many 
minority youth; 

14. SUpporting conununity CMI'lership of the problem an:i self-detennination 
of the solution; 

15. Involvement of grass roots constituency of connnunity members in 
planning, IOOnitoring and acting as advisors for programs. For 
exaITple, the support of tribal elders arrl tribal leadership is 
essential for services to American Irrlians; 

16. Provision of se:rvices by bilingual arrl bicultural staff, or by same 
culture ,staff. 

'Ihere are also certain factors that are IOOre important for same minority 
groups than others. For example, program developne:nt responsibility for 
Alrerican Irxiians nnlSt be clarified since there are a rn.nnber of groups -
state arrl local agencies, the Bureau of Irrlian Affairs, Irrlian Health 
Services, urban Irrlian organizations am tribal gov~ts responsible for 
various se:rvices. For African-Americans,· an urrlerst.anlin:J am assessment of 
the family structure, the current stressors on the unit, am the roles am 
responsibilities of various members (especially Black males) are important 
detenninants of needed programs. AIoong Asian Anericans, the shane arrl guilt 
often associated with mental illness is an additional factor that should be 
taken into account. Often family therapy, group therapy, am confrontive 
techniques are contrairrlicated with Asian·Alrerican clients. In addition, the 
traditional client-therapist relationship nn.lSt be lOOdified to acconuoodate 
Asian Americans I preference for lastin;J interdependence. For Hispanics, 
supporting the network of intilnate personal relationships an::l the family is 
of critical inportance in treatment. A ~:rrlent notes that "the 
traditional psychotherapy IOOdel describes IOOtivation, self-will arrl the 
ability to control one I s behavior as a prerequisite to behavior change in 
therapy. 'Ihus, a cultural value system that erphasizes interdependency am 
the latin I s spiritual beliefs nrust be taken into account when developing 
lOOIltal health programs." 
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IDENTIFICATION OF THOSE AGE GROOPS AND SUBFOroIATIONS WI'IHIN MINORITY 
roMMUNITIES MJST IN NEED OF MENI'AL HEAL'IH PRClGRAMS AND INTERVENI'IONS 

Finally, given limited resources, respondents were asked to identify the 
age group arrl youth subpopulations most in need of mental health programs and 
interventions. Needless to say, there was no overwhelming consensus. Four 
respondents in:licated that, given limited resources, emphasis should be 
placed on the developnent of mental health programs for adolescents. 'Ille 
reasons given for focusing on adolescents were: 

o Adolescents appear to have nore urgent am seridUS problems, given 
the number of cases in clinics and other agencies; 

o Adolescents are at a crucial i.npasse stenuning from the polarity of 
the oppositional cultural d.elna.rrls, confrontin;J them at this stage; 

o Adolescents, in many ways, bear the brunt of society am face very 
difficult issues drugs, yOlll'¥J families, droppin;J out of 
educational systems, incarceration, etc. 

o Adolescent pregnancies, which are high aIIDng Blacks, have a major 
impact on the life of the teenager as well as the unborn child. 

'!he types of programs and interventions suggested for adolescents 
include: outreach programs; psychosocial counsel.in;J; vocational guidance and 
career counseling; parentin;J education; peer counseling; after school 
recreation programs; programs with an employment/work focus; cultural 
exchange programs; am, interventions that focus on empowenrent rather than 
self-pity. 

'Ihree resporrlents identified preschoolers as the population towards whom 
resources should be focused. '!he reasons for focusing on preschoolers were: 

o Based on know'ledge of the effects of racism ani products of racism, 
such as poor education, it is necessary to begin as early as possible 
to prepare children with the social, academic, am coping skills 
necessary to sw:vive in a monocultural Anglo American society; 

o Research am clinical practice (Berlin, 1982-83) suggest a link 
between early developrrental issues am eroc>tional problems. Focusing 
on preschool children, infants arrl first time parents can nurture 
networks, improve parentin;J am enhance self-esteem. 

o Focus on preschoolers is cost-effective, allows for prevention as 
well as intervention, and len:1s itself to multiseI.Vice IOOdels. 

'!he types of programs and interventions recartU'OO.I'rled for preschoolers 
include: identification of high risk children and families; teaching 
"sw:vival" skills in educational settings; primary prevention (prenatal 
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care); preschool and Headstart for early stimulation arrl enhanced social 
skills; workshops and groups for parents; parent support groups; extended 
family intervention and treatment approaches; advocacy for the fami;ty with 
other agencies and institutions; and helping families cope, maintain their 
confidence, am nurture their family unity, ethnic identity am culture. 

'Illree respondents indicated that latency-age youth (7-12) should be the 
focus of mental health services arrl interventions, given scarce resources. 
'Ihe reason given for focusing on the latency-age youngsters were: 

o 4ttency is the time that It¥:>St em::>tional problems became apparent For 
Asians, the high value placed on education makes this period of 
ide.'1tification lOOre amenable to therapeutic intervention. 

o latency-age arrl preadolescent focused p~ would help to 
structure the nature, quality am configuration of adolescent peer 
groups, which have great strength am potential for IOObilization in 
positive directions. 

o latency-age youngsters are amenable to prevention techniques. At 
these ages, youth are still available for em::>tional contact am their 
behaviors are not as set as adolescents. '!hey are still responsive to 
adult supervision and guidance. In all likelihc:x:xl, they have not as 
yet complicated their lives with sex am drugs: although they can 
urrlerstand the IOOaning of various life experiences. 

'!he types of programs arrl intel:ventions mentioned as inportant for 
latency-age youth include: Concerned Black Men (Big Brother) programs; 
structured psychosocial recreational outlets; organized COIt'petitive events; 
beginning experiences with the world of work; therapeutic interventions 
carrbined with actiOn/education programs; am interventions that E!lTQ;i1asize 
close collaborations with the school system. 

Dlring the course of answering a variety of questions, the resporxlents 
also mentioned issues that were not directly addressed by the questions. One 
of the issues consistently mentioned was the need for ongoing research 
related to the trental health issues of minorities; the need for 
epidemiological data; am, the need for applied research regarding the 
effectiveness of clinical intel:ventions am modalities. 

FUrther, several respondents provided additional canunents that address 
other generic issues or concerns. one resp::>ndent addressed the dearth of 
statistical infonnation available about minority youth - in particular, 
American In1ians: 
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"One further issue which deseJ:Ves comment is the current state of 
affairs of available statistical infonnation regarding emotionally 
disturbed Irrlian youth. Recently,:the Regional Research Institute at 
Portlam state University, through its Research am Training center for 
Inproved services to seriously Errotionally Disturbed Children and their 
Families, in cooperation with the Northwest Irrlian Child Welfare 
Institute, conducted a preliminary study rega:rding the current state of 
affairs regardihg emotionally disturbed Irrlian children. The results of 
that study are presently being compiled into a report. 

One of our findings was that none of the states studied (Oregon, 
Washington, am Idaho) keep statistics on emotionally disturbed Indian 
children. Two states in:licated that producing such statistics would 
require substantial effort and computer reprogramming. 

'!he Indian Health service representatives report that it is still 
undetermined if they could prcxluce such statistics. Further, they would 
only have infonnation on children seJ:Ved by rns clinic mental health 
staff. 

'!he Bureau of Irrlian Affairs also has no such statistics, but tribal 
programs gave estimates based on the lieIOC>ty' of workers am their 
urrlerstarrli.ng of emotional disturbances. Same tribes reported. no ~, 
while others reported as many as 20 percent of the youth population. 
'!his diversity seems to suggest very different definitions or attitudes 
about errotional disturbance. 

Certainly, the task of learning the extent of the problem is going to 
be difficult. • However, given the prevalence of school failure, 
adolescent suicide, alcoholism, involvement in the juvenile justice 
system, am out-of-hame place:n'Bl1.t rates, one might expect the numbers to 
be substantial. careful effort will be necessary in the design of any 
research intended to study the extent of this problem in the Indian 

'ty " COJ:'['[[1l]l1. • 

Two respondents addressed the need to enpower minority families and 
better urrlerstand natural support systems in minority communities. One 
stated: 

"'!he IrDSt critical issue must be a shift in attitudes by legislators, 
mental health practitioners, arxl members of academia away fram the 
traditional 'melting pot' notion to one which urrle.rstarrls behavior in its 
social ani environmental context. S];:ecific cultural issues of minority 
groups must be considered when tailoring services to meet needs. Systems 
approaches am network inteJ:vention ~ much lTOre congruent with the 
experiences of minority families. A systems perspective permits one to 
deal with minority responses and family structure as different rather 
than pathological. 

'!he concept of empowenoont is crucial in the treatm:mt of minority 
families. Traditionally, families have felt powerless to OVerc::oIOO the 
oppression of the la:rger society. Societal issues of scapegoating t..l1e 
minority group for their failure to assimilate into the la:rger culture 
have seJ:Ved to reinforce their sense of helplessness am isolation. 
EmpcMennent focuses on the strengths of the in:lividual and family to 
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effect change in systems as opposed to other approaches which reinforce a 
sense of helplessness and a tendency towards self-pity. 

central to the concept of circumstances of poverty, empowennent can 
assist in establishing a more cohesive system for delivery of concrete 
services to minority families. Housing, educational and vocational 
services, day care, job placement, recreation and cultural activities, 
etc., have traditionally been out of reach for minority families to a 
large degree. In addition, services which have been made available fail 
to take into account the value systems of the minority family structure 
and, instead, ilnpose the values of the larger society as a corrlition for 
eligibility." 

Speaking to natural support systems, another respoooent added that: 

"It is ilnperative that services be based upon a thorough 
urrlerstarxling of natural support systems. '!here is a need to integrate 
fonnal n'\eI1tal health services with Hispanic natural support systems. The 
use of natural support systems is greatly influenced by a group's beliefs 
and traditions pertaining to helping themselves rather than obtaining 
assistance from outsiders, and by the lack of available resources from 
outside the group. When focusing on Hispanics, a group that is 
experiencing dramatic increases in numbers, and is facing formidable 
barriers in receiving culturally sensitive services, natural support 
systems increase in importance. Consequently, there is a need to utilize 
the strength of the canununity in meeting the needs of its troubled 
youngsters arrl their families. Collaboration between fonnal agencies and 
natural support systems represents an important stratecn in attempting to 
meet the needs of Hispanics." 

Finally, one respoooent irrlicated how important it is to be realistic 
about what changes governments arrl mental health programs can effect in 
minority cammunities. Speaking specifically of Black conununities, he 
concluded: 

"Programs are no Sl,lbstitute for culture and cultural expectations. 
Programs are no substitute for the power of histo:ry arrl heritage. Where 
in programs can Black people firxi the power to effect change within their 
culture, changes which will reduce many of the psychosocial problems 
affecting Black youth arrl adults, leaving only those organic problems, 
arrl their psychosocial sequelae I which affect the generic human 
organism? •• 

Despite the weakness of their overall sociopolitical posture on the 
failure of Blacks to cx::mpete within the majority culture framework, Black 
conservatives raise a valid point when they argue that Blacks cannot 
expect the government to define the parameters of Black culture arrl to 
provide the glue to pull that cuJ:ture together. Despite the horrors, past 
arrl present, of racism, there cu:a things that Blacks can arrl must do to 
alter tne calculus of the a.nnulative tramna of racism. 
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It is clear from the fact of. this conference ani from the works that 
have recently appeared in the literature that a new strategy of 
intervention is required. Mental health programs are limited in what 
they, by definition, can do to heal the pain of the Black conmrunity. 
'!here are already notions of what must be done to 'save' the Black 
conununity from the ego enervating effects of racism, poverty, crime or 
alcohol an1 drug abuse. '!here have been experiments within the Black 
o;mununity that have ultimately been inadequate or have failed, in part, 
due to the sociopolitical nature of those efforts; witness should be 
given to ~ of the early Black MUslim attempts at bringing tog"ether a 
healthy Black conmrunity which. IOperated on traditional WlJUes, concepts of 
self-sufficiency, an1 concepts of Self/group sacrifice. 

If there can be no Black canununity participation in the function'll 
recovery from racism, then all the efforts of mental health wor..:ke..:c"S are 
at best stopgap an1 inadequate. If the mental health system cannot 
facilitate a group prcx::ess for recovery, then the limits of pr.ograms will 
continue to haunt mental health workers, accelerating 'burn out', 
bitterness an1 frustration; this will dilute the effectiveness of even 
the l1'ClSt committed irrlividuals who are concemed about the mental health 
of Black youth an1 the Black carranunity." 
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II. WORKSHOP RECOMMENDATIONS 

Re.con'Imerrlations were made in the following seven areas: 

!OLIeY" 

o states with large minority populations should develop a state-level 
focus on minority youth am their families. 

o state licensing boards, for m:mtal health professionals, should 
include material about minority youth am their families as a part of 
the knowlErlge base needed for licensure. 

o Mental health services for minority youth should focus on early 
intervention in environments that are accessible to minority youth 
am their families (i.e., churches, schools, day care centers, 
etc.) • Stronger links should be forged with education, maternal am 
child health, welfare am the media in efforts to reach minority 
populations. 

o Federal am state prc:XJrCllYlS should focus on the coordination of mental 
health am substance abuse programs, especially when addressing the 
needs of minority youth am their families. 

o Likewise, federal am state policies should encourage greater 
coordination of physical health am m:mtal health services for 
minority youth am their families. 'Ihere should be guaranteed 
prenatal health care for all lOOthers. 

o states should be encouraged to develop in-home services am other 
family-based programs to address the m:mtal health needs of minority 
youth am their families. 

o states should adopt a policy of permanency planning for all youth, 
including those in the m:mtal health system. All efforts should be 
made to place minority youth in homes of similar back.grourrl, but not 
at the expense of the child remaining in tenporary placement for long 
pericxls of time. 

o Federal and state goverrnoonts should examine latent or overt policies 
that cause minority youth to be overrepresented in the juvenile 
justice system in comparison with majority youth. Efforts should be 
made to offer m:mtal health am other less stignatizing services to 
these yooth. 
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RFSFARaI 

o On all advisory 1::x:>ard$, Nmf should have minority members to insure 
sensitivity to research on or for minority l1lelllbers. NIMH research 
panels must be sensitized to acceptable research topics and practices 
for minority grotll? members. Minority representation on federctljstate 
advisory gro1p should be selected by minority group coalitions or 
networks. 

o '!he CASSP Technical Assistance center or other technical assistance 
centers should develop training programs for review panelists focused 
on minority issues and COncen1S. 

o All research on children am youth must include sanples fram minority 
populations. Analysis of such research should include generic 
finiings, as well as separate findings for each minority group, when 
possible. nus would provide a method to deter:mine the validity ani 
reliability of research instrLnnents as well as provide normative data 
on minority youth that is "'CllrreIlt1y unavailable. 

o Research focused on the mental health of minority youth and their 
families should be encouraged, at both the state and national levels. 

o NIMH should sponsor longitudinal research on minority children ani 
youth. SUch research should be focused on system development ani 
special areas of particular interest to minority populations such as 
juvenile offenders with errotional problems; coordination of service 
system; day treatment program evaluation; home-based care, etc. 

o Research studies should focus on innovative and other successful 
delivery of mental health services in minority connnunities. 

o NIMH should encourage minority researchers by making grants ani 
training lrore available. NIMH should offer workshops and provide a 
mentor system for minorities interested in developin;J greater 
research skills. 

o NIMH or the CASSP Technical Assistance center should develop a 
dOCl..U'OOl1t that synthesizes all current research on minority youth or 
their families am disseminate it to minority r8sea:rc:h.ers ani 
clinicians. '!here is also a need for lrore clinical curl' prcx;p:am 
information to be available. 

o NIMH should develop an ongoin;r, accessible, free ccnrputerized 
annotated bibliography that contains information on all research 
corrlucted on the mental health needs of minority youth am their 
families. A similar computerized file should be available on all 
prg:muns that specifically address the mental health needs of 
minority populations. 

18 



o NIMH and states should make funding available to community-based 
minority programs to hire a person to conduct research and to make 
linkages between data and program. A portion of research funds 
currently available should be shifted from academic to 
carmnunity-based programs. 

o NIMH should establish a five or ten-year research agerrla on minority 
populations. Experienced minority researd1ers, clinicians an:i prcgram 
directors should be utilized to develop such an agenda. 

TRAINING 

o Nmi should identify an:i support institutions of higher education in 
targeted multicultural communities to serve as centers for research 
an:i training on minority child mental health issues. 

o NIMH should support trai.nin:J programs that improve mental health 
services to minority children an:i their families through eqx:Mering 
local minority carmnunities to participate in the developnent an:i 
implementation of mental health senrices. states should provide 
training to camrnunities in multi-system approaches to properly 
identify, serve aOOjor refer mentally distu:tiJed minority youth. 

o NIMH should encourage the use of paraprofessionals, including 
parents, in the delivex:y of seJ:Vices to minority comnn.mi.ties an:i 
should support the developnent of community-based par<l'professional 
training programs (and career development), including parental 
~t and advocacy. 

o NIMH should, through training and research, examine the role of 
Wigenous resources in minority canununities (i.e., folk healers, 
herbalists, etc. ) and their influence in maintaining mental health 
an:i preventing mental illness. NIMH should also encourage natural 
IOOChanisms (such as spirituality) to be incorporated in training of 
professionals am the praootion of mental health in minority 
conununities • 

o In training programs, NIMH an:i states must provide incentives for 
minority professionals to stay and work in minority areas or with 
minority populations. 

o NIMH should strongly encourage states to marx:tate that staffing 
patterns of providers reflect the conununity's cultural diversity. 
NIMH should continue an:i exparxi the training programs for mental 
health professionals working with minority youth an:i their families. 
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o Universities must be encouraged to incorporate, in their training 
curricula, urrlerstanding of multidisciplinary roles as well as the 
diversity of "cultures" ani values. 

o NIMH should require training grantees to develop curricula that 
contain substantial content about services to diverse cultures, 
enq;>hasizing multicultural competence (ethnic corrpetency). 

o Innovative training grants, available through NIMH, should focus on 
interdisciplinary training for those workin:J with minority youth ani 
their families. 

ACCESS 

o All mental health facilities am programs should be located within 
reasonable proximity to the communities they serve. 

o NIMH should direct states to use block grant fur:rls to develop 
non-traditional services arrl states should be IOOnitored. In 
addition, no person should be denied mental health services due to an 
inability to pay. 

o Confidentiality should not be a cleterrent to the availability ani 
accessibility of appropriate mental health services. 

o NIMH am states should ensure that youth transitioni.rq out of the 
child mental health system have access to culturally appropriate 
transitional and adult services. 

ASSESSMENT 

o A comprehensive initial evaluation should identify a client 's 
strerYJths ani problems in a way that is sensitive to cultural 
diversity. 

o Nll1H should continue to support the developmant of CUlturally 
relevant instruments for use in assessing minority group members. 
For example, such instnnrents should be sensitive to the degree of 
acculturation, group identity, cultural values, etc. 

o NIMH should support staff developroont and training in culturally 
relevant assessment am testing practices, both at the university ani 
corrnnunity levels. 

FAMILY INVOLVEMENI' AND <XXv1MUNITY EOOCATION 

o Minority families should be involved in all aspects of state and 
local planning, program development am treatment of the children. 
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o NIMH and states should provide funding for research and evaluation of 
parent training and its effectiveness with diverse populations. 

o NIMH and states should provide funding for community-based programs 
to train professionals and paraprofes.'lionals in effective outreach 
techniques for minority youth and their families. 

o NThlH or the CASSP Teclm.ica1 Assistance Center should develop and 
disseminate a document that describ,es existing operational programs 
for minority youth and their f?IDilies. '!he document should address 
such areas as parenting and family involvement, camnn.mity education, 
avoiding burnout, staff training, etc. 

o NIMH and states should. help ensure that canununity education programs 
directed to minority communities be supported that focus on, a) 
dispelling myths about mental illness, and b) clearly stating the 
benefits of mental health services and interveptions. 

o Efforts should be made to sr.:msitize the tredia (television, radio, and 
print) to the needs of minority canununities. SUch efforts should be 
culturally sensitive as well as educate the general public. 

o 'Ihrough technical assistance, efforts should be made to educate 
federal/state policymakers and legislators about the mental health 
needs of minority populations. Education should focus on how to 
address these needs and the developnent of legislation that 
facilitates the implementation of effective programs rather than 
making implementation lOOre difficult. 

o lvivocacy is an important element in the developnent of programs and 
c:::anmrunity education. Eve-.ty effort should be made to include and 
educate existing conmrunity groups abJut the needs of, and resources 
available for, minority youth and their families. 

RFSOORCE DEVEIOIMENl' 

o A continuum of services for minority youth and their families should 
be developed. Given limited resources, the types of services 
developed initially should deperxi on the needs of the Wividual 
community. '!he continuum should include not only mental health 
services, but integration arrl interaction with other agencies. '!he 
continuum must include publicly and privately furrled programs. '!he 
public sector should be encouraged to contract for services to 
inprove creativity and flexibility and to increase citizen 
involvement. 

o Services to culturally different youth and families should be 
delivered through a cc:rrtprehensive service network rather than through 
pro;rrams that simply address an Wividual symptom, such as teenage 
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pregnancy, alcoholism, etc. Programs for minority children arrl 
families must be mre flexible am multiseJ:vice oriented. 

o NIMH am states should fird a way to encourage development of 
innovative programs for minority youth am their families. 
Experimentation am coalition buildi.n:J should be integral aspects of 
such programs. 

o A corrputer based national infonnation system about minority programs, 
services, research and resources should be established, either 
through an existing child care organization or some other ne:::hanism. 
'Ihis infonnation center should identify resource people (such as 
those at the workshop); materials on programs, ongoing research, etc. 
NIMH should provide seed m::>ney for such an UI"rlertak.i.nJ. 

o NIMH, through its technical assistance centers, should make available 
technical assistance to states, counties am local agencies on how to 
maximize public :furrli.ng (S.S.I, Medicaid, etc.) for services to 
minority children am their families. 

o NIMH am states should study am encourage changes in rei.nbJrsement 
policies to allow for :furrli.ng of outreach, in-hare services, case 
management ani other services that are not currently reimbursable. 

o Irrlividual pl:ograIn goals should be articulated in a way that makes it 
possible to evaluate effectiveness. Program evaluation should be an 
integral part of program development am not an afterthought. 

o '!he resource persons available through this workshop should be 
utilized to train and educate state and local agencies. CASSPjNlMH 
should provide some funjs for such efforts, as well as states 
themselves • 

o Seed IOOney should be made available for technolocjy transfer in the 
reverse - narrely, :furrli.ng should be available for minorities to 
develop training packages based on a holistic m::x:lel. of child services 
for culturally diverse populations. 

o NIMH should provide :furrli.ng to study new methods for disseminating 
infonnation to am about minority populations - such as greater use 
of films, videotapes and other mre visual efforts. '!his should also 
include peer-to-peer infonnation sharing. 
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III. DEVELOPMENT OF NATIONAL FOCUS FOR IMPROVING 
MENTAL HEALTH SERVICES FOR MINORITY 

YOUTH AND FAMILIES 

In response to the recanunerrlations from the Atlanta the conference, the 
National Institute of Mental Health (NlNH) CASSP program am the GeorgetcMn 
University T.A. Center have initiated a number of action steps. In March, 
1986 CASSP project directors from 24 CASSP states (See Apperrlix VII) were 
given an opportunity to review am discuss these rec::anmerrlations during their 
project directors' meeting in washington, D.C. states were instructed to 
select one or two areas to pursue during the next year am to include these 
as clearly delineated objectives in their continuation applications. '!hese 
objectives were submitted to NIMH during the summer of 1986. '!hey reflect a 
broad spectrum of interest areas ranging from reseai-ch on the characteristics 
am service system contact histories of minority children in out-of-state 
placenv:mt to the development of state-level task forces charged with 
reconunen:ling policy changes to more effectively deliver services in minority 
communities. '!hese objectives are currently being reviewed by the NIMH, 
CASSP program am progress will be tracked aver the next two years. A list 
of ~ of these objectives by state follows on page 24. 

In addition, the GeorgetcMn University CASSP T.A. Center has initiated an 
interactive process with the CASSP states in order to identify the states' 
needs for technical assistance in pursuing their objectives related to mental 
health program developrrent for minority children. Technical assistance will 
be provided by the GeorgetcMn T.A. Center in a variety of ways. Periodic 
mailings will be sent sharing relevant materials am infonnation. Irrlividual 
consultation will be provided in an effort to problem-sol ve am identify 
helpful providers am trainers. As each C'ASSP states further develops its 
projects am expertise, status updates will be shared with other states. In a 
post-conference communication, Georgetown solicited nominations from all 
conference participants of irrlividuals who would be interested in and 
qualified to serve as resources to the states in their work with minority 
communities. '!hese irrlividuals will be called upon as state technical 
assistance needs are defined. A list of. the~ providers has been sent to all 
C'ASSP states. '!his listing will be updated am added to as warranted. 

Finally, the Georgetown University C'ASSP Technical Assistance Center 
together with the NIMH, CASSP program planned, in response to several of the 
Atlanta conference rec::anmerrlations, a work:irw:J group c:carposed of conference 
participants, reca:mnerrled professionals am CASSP project directors. '!his 
work group focused on: mental health/special education linkages for minority 
emJtionally distm:bed children. '1lle first meet.irg of the group was scheduled 
for the beginning of March, 1987. Many recanune:rrlations generated by the 
group are pragmatic am will be useful to lOOI1tal health professionals anjjor 
school systems. '!he rec::anmerrlations am strategies impact upon research, 
policy, seJ:Vice delivery arrljor training am will provide a framework for 
fUture exploration. 
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state Initiatives 

'lhis is a list of some of the initiatives CASSP states are taking in 
addressing the special needs of minority populations. 

Minority issues are beirq addressed through the CASSP Minority Issues 
Task Force which is an ongoirq resoQrce group. '!hey are trying to develop 
a method to recruit am maintain minority staff am unique methods for 
attractirq minority clients (rural churches, housing project sites) 

AIASKA 

CASSP has furrled a special project called "IkaiyurlukiMikelnguut, II which 
means ''helping our children" in the Yupik Esk:i.mo language. '!his project 
is a.imad at developinj village cxmtrolled, integrate!d seJ:Vices for Yupik 
E'.skin'o youth in the Yukon-Kishkokwim Delta region of Alaska. rrhe project 
has had strong initial success am will be replicate!d in Southeast Alaska 
during 1986 am 1987 in Tlingit ard Haida Irrlian villages. CASSP is 
working with both the CSP am HRD projects to E'.xami.ne further how the 
special needs of these minority youth can be met. 

DEIAWARE 

Delaware is providinj training to minority workers to work with minority 
youth am their families: professional developnent for community youth 
workers. '!hese workers are from a coalition of 5 neighbortlood houses 
seJ:Ving troubled youth. 

'lhey are also providinj training ard technical assistance to the latin 
American Community Center. '!here is a 98% Puerto Rican population. They 
are, bringing in a Hispanic psychiatrist to corrluct case conferences. '!he 
results of the case conferences will determine training programs. 

GEORGIA 

Five private non-profit agencies have been furrled by CASSP to develop 
parent support groups spread cuoong the 8 regions of the state. One to 
three groups will target minority parents ard families. Educational 
materials for parents of exrct:ionally disturbed children, including 
minority families will be developed. 

HAWAII 

Hawaii has developed a series of training 11¥Xlules for multi-system 
professionals. One of these nn:hlles focuses on how to appropriately seJ:Ve 
children ard adolescents fran non-dominant cultures. As part of its 
focus on Native Hawaiians, CASSP is a member of the Department of Health 
Hawaiian Prograns Advisory Ccmnittee. Membership on the statewide core 
plarming group includes representation from the Refugee Assistance 
Program of the Mental Health Division. 
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IDAHO 

Idaho is in the process of identifying needs of minority SED children and 
det.ennining the level of services currently delivered. Approaches to 
improved effectiveness of delivery include utilizing existing Native 
American and Hispanic groups and service providers. Paid child citizen 
COll'pallions will be used with Native American SED children. 

ILLINOIS 

Illinois is starting a Spanish speaking parent support group for parents 
of em:>tionally disturbed children. 'Ihey"are coordinating with County 
Health Depart.ment, hospitals and churches. 'Iheyare also planning a 
conference which will focus on the needs of minority youth. 

INDIANA 

Inllana has selected 6 counties that have a large minority population to 
set up residential placeIOOl1t revia-l teams. 'Ihe effort is just beginning. 

lOOA 

Iowa is in the process of identifying the needs of its minority 
constituency. In Des Moines there is a large Asian inunigrant population 
receiving mental health services. 

KANSAS 

last year Kansas had a major project which focused on the urban black 
population. '!hey providEld case managers to the Martin Iuther King Urban 
Center which operates a children and youth program. Several in"p:>rtant 
recarmnerrlations carre ~t as a result of the experience which Kansas 
wants to share with other CASSP states. 

'!his year they are in the beginning stages of developing a sununer day 
program for SED minority youth. '!hey will include the conununity at large 
in all stages of the project planning. 

KENIUCKY' 

Kentucky is focusing on two populations: Appalachian and. Black. 'Ihey 
will fom a task force to help define needs and. plan strategies. CASSP 
has planne:.i two regional conferences: 

January, 1988 - Urban Black 
May, 1988 - Appalachian 

'!hey want this to dovetail with parent initiative. 

'!he state has a large mental health task force that is presently 
struggling with identifying the special needs of minority SED children. 
'!hey are ncM hiring a new staff manber for CASSP ani are recruit:i.ng" 
minority personnel. 
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MAINE 

Maine has two minority pop.llations: Franco-Americans and Native 
Alrericans. CASSP is trying to document barriers to service provision. 

MISSISSIPPI 

CASSP sees the necessity for data collection and an assessment of needs. 
'!hey have initiated a literature search. and are beginning to collect data 
fran census infonnation. Half of Mississippi's population is composed of 
minorities. 

Nebraska has a low minority pop.l1ation (less than 2%). '!hey have two 
initiatives directed at this population: 1) assisting a school district 
in applying for a grant to inprave Hispanic parent participation and 2) 
identifying a school with a high minority pcp.1lation and working with 
local mental health centers to consult with the teachers. 

NEW JERSEY 

CASSP's focus in the denxmstration CXlUIlties has included lookirx} at the 
delivery system to minority youth. within this context, CASSP has 
identified the need to rem:we systematic barriers and sensitize lOOl1tal 
health professionals to the diversity of culture and values of minority 
ycuth. Focus will be given to decreasing the lOOre restrictive inpatient 
units thrcugh the developnent of cannn.mity-based programs. C]\.BSP will 
also supr;x>rt the developnent of parent support groups for SED minority 
youth and explore specific outreach to Asian-American families who tend 
not to utilize our service system. '!he state has an adolescent suicide 
prevention project and CASSP has been asked to adapt the curriculum to 
address the needs of uman, minority youth. 

NEW YORK 

One aspect of New York's focus on minority youth is thrcugh its Brooklyn 
CASSP grant. Plans exist to build a psychiatric hospital in Brooklyn and 
CASSP wants to plan and develop a system that provides a range of 
c:x::.ttmJl"lity-based services prior to the construction. Upstate New York 
will coo:t'dina.te an interagency collaborative group to focus on the needs 
of SED children am an issue to be addressed is inproved services to 
minorities. 

OHIO 

'!he state has an In~eparbnental state Cluster for services to Youth 
which CASSP is a part of. '!hey . are C'IOl'Xiucting a study to examine the 
characteristics of children and youth in out-of-hane care. CASSP will 
develop . a focus on examining the needs of minority groups and assess the 
availability and utilization of lOOl1tal health services by minority 
families. 

26 



'!he state is initiating a Fetal Alcohol Prevention Program which is 
focused on Anerican Indian youth. 'Ihis is a collaborative health/mental 
health project involving the Indial) Health ser.vice. '!hey will also be 
working with the public schools on a suicide prev.ention program. 

PENNSYLVANIA. 

Pennsylvania has a task force of minority professionals who will advise 
the· Office of Mental Health. 

CASSP will provide training am technical assistance to counti~ to 
increase sensitivity ar.d skills of professionals in working with 
m;i..norities. 'llley are in the process of conducting a literature search 
am refining their focus on minorities. 

TENNESSEE 

All of the minority efforts in Tennessee are based in Memphis. '!hey have 
a hame-based therapeutic infant intervention program, a day treatment 
program for 6-12 year olds ar.d they are just starting a parent group. 

VERMONr 

Ve:ntDnt has only a 1% minority population so they are not focusing on 
minority children as a separate issue. 

VIRGINIA 

'!hey have a task force that is looking at foster care am social services 
for minority youth. 'Ibis task force has prepared recommendations for 
Department of Social services relating to minority issues. 

VIRGrn ISIANOO 

since the majority of the population is composed of Blacks, all of their 
efforts are directed at this population. 

'!his is a new CASSP program am these are the areas that they will focus 
on: 1) Having the Minority Consortium appoint someone to the CASSP 
Council; 2) assurin:J the needs assessIt¥3nt tool is ethnically sensitive; 
3) establishing families as allies; 4) recognizin:J the limited 
resources of the minority co.mrnuni.ty ar.d 5) recruitin:J minority or 
etnnically sensitive personnel. 
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WEST VIRGrnIA 

West Virginia is geographically located in the central Appalachian 
region. '!his has resulted in a' focus on Appalachian families and th,e 
effects that Appalachian culture have on accessibility and utilization of 
mental health services to families and children. 

west Virginia and Kentucky are in the process of planning a conference 
'Mlich will address Appalachian issues. 

WISOJNSIN 

C'ASSP staff have provided consultations and technical assistance to two 
Irxtian tribes who were awarded Mental Health Blcx::k Grant furrls to serve 
children and adolescents with severe eJ.rotional disturbance living on the 
reservations. One tribe fontm an advisol:Y conunittee to address the 
mental health needs of the children/adolescents from a broader 
perspective than the scope of the actual project 'Mlich focuses on 
after-school activities for the youngsters, and family support for their 
parents. '!he other tribe increased their counseling sezvices to severely 
eJ.rotionally distw:i:led youth, after entering into a collaborative 
agreexrent with the local school district to identify all Indian children 
in need of m:mtal health services within that school district. 
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IV. DESCRIPTION OF SELECTED PROGRAMS SERVING 
MINORITY YOUTH AND FAMILIES 

The programs descr:ibed here responded to a survey developed under the 
auspices of the CASSP Technical Assistance Center as background for the 
workshop on "Developing Mental Health Programs for Minority Youth and Their 
Families". For those wishing further information about a particular programj' 
an address and contact person is provided. THIS SHOULD NOT BE VIEWED AS A 
COMPLErE COMPIIATION OF PROGRAMS S:ERVnm MmORITY YOurH AND THEIR FAMILIES. 
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ADA S. McKINLEY INTERVENTION SERVICES 
2717 W. 63rd Street 
Chicago, Illinois 60629 
(312) 434-5577 
Contact Person: Marjorie Sullivan 

Ada S. McKinley InterO'ention services has been .in operation for three and 
one half years. This program offers services for individuals, families, and 
adolescents. Twenty-four hour crisis inte:rvention services are available as 
well as: parent educa:t:i.on, psychiatric evaluation/consultation, psychological 
testing/ consultation, court advocacy, activity therapy (life skill 
training), community linkage, after school. tutoring, and employment/referral 
services. The program serves 80 clients annually utilizing a team approach 
with a client-staff ratio of ten to three (10: 3). Youth and their families 
&i!iy in the program between 12 and 18 months. The program serves youth up to 
age 18; 63 percent are Black, 28 percent are white, and 9 percent are 
Hispanic. The major presenting disorders of youth are emotional illnesses, 
developmental disabilities, delinquency, and family discord. 

Ada S. McKinley Intervention Services ha.s adopted a family treatment 
modality, which is predicated on the basic premise that youth should be 
placed in a setting most closely approximating the religious, ethnic and 
cultural background of their natural families. The program is intent on 
avoiding cultural displacement of their youth and proving that these youth 
can funct.io-n successfully in theh.= OWn co1'fil'fiunit:ies. Children and adolescents 
are helped to function in their communities through intensive in-home 
services that eliminate the need for residential and other restrictive 
placements. The program has managed to stabilize children and adolescents in 
their communities and to reverse the trend of youths and their families not 
having a healthy understanding of the discrepancies of cross-cultural 
dynamics (i.e., minority vs. dominant culture). These accomplishments have 
been ach.ieved by: teaching families the ilnpact of traditional society on the 
family system (e.g., court, public welfare, medical and educational systems); 
and, helping clients identify and utilize strengths and resources that are 
available within their cultural setting. 

The program's 90 percent success rate is attributable to youth and 
families actually practicing learned behaviors, the intensive treatment team 
approach,and the twenty-four hour on-call service of community workers. 

Funding for Ada S. McKinley Intervention Services is provided by the 
Department of Mental Health and the Department of Children and Family 
Services. Twenty-four FTE staff are employed by the program; 58 percent are 
minority. Administrators of the program recognize a need for an after school 
tutoring program and a drop-in recreational program for clients and their 
families. These programs are currently under development. In addition, 
plans are currently being formulated to ilnplement a family respite program. 
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ASIAN COMMUNITY MENTAL HEALTH SERVICES 
310 8th Street, suite 201 
Oakland,California 94607 
(415) 451-6729 
Contact Person: Rodger G. Lum, Ph.D. 

The Asian Community Mental Health Services is a comprehensive program 
serving the entire age range, from young children to the elderly. The 
program offers outpatient; prevention; developmental disabilities case 
management and parent education training; refugee business development; 
sexual assault treatment and prevention; and an expanded children's mental 
health center. Bilingual and bicultural services are provided to Chinese,. 
Japanese, Korean, F:il:ipino, Vietnamese, Laotian, Mien, Cambodian (Khmer), and 
to a more limited extent, Afghani, Black and the racially mixed. All of the 
Vietnamese, Laotian, Mien, Cambodian and Afghani clients are refugees. For 
the l.a:rge percentage of Asian children in Alameda county, English is not 
their primaxy language -- in fact, 53 percent of those age five to 17 speak a 
language other than English in the home. 

The most prevalent presenting problems for these youth center around 
adjustment-related disorders. An interrelated phenomenon is the high 
incidence of conduct:. disorders among many Asian youth as they attempt to 
discharge much of the torment and anguish they experience through behaviors 
unacceptable in the new culture. There are also much depression and anxiety 
disttu:bances among refugee youth. Families a.'1d parents present a more mixed 
diagnostic picture. There is a high prevalence of severe psychiatric 
disttu:bances; post-traumatic stress disorders and affective disturbances are 
particularly prominent. The program serves approximately 250 persons 
annually,with an average stay of eleven months. 

The treatment approach is based on sound principles of intervening in 
minority communities: utilizing staff who are primarily immigrants or 
refugees themselves (i.e., bilingl,lal and cultural); utilizing community 
leaders or youth peer leaders as volunteers wherever appropriate; undertaking 
periodic needs assessments and key .informant interviews to keep abreast of 
changing needs; providing conflict mediation training to youth groups at 
local high schools; and, providing on-site counseling and guidance in the 
local schools. 

The program has a staff of 14 FTEs, all of whom are minority. Some 
paraprofessionals are included. The program has been successful in 
increasing utilization (through community education, outreach, information 
and referral, training, and client advocacy effort.s); increasing parental and 
family participation in treatment; improving the adaptive functioning of 
Asian children and adolescents; increasing utilization of sexual assault 
S9l:V.ioes; and, promoting community coalitions and interorganizational efforts 
in addressing interracial conflict between youth. The administrators would 
like to expand services to include day treatment, more extensive child abuse 
and child sexual abuse treatment services, and a child drop-in program. 
CUrrently, the program receives funding from county Short.-Doyle funds; county 
revenue sharing; united Way; Regional center of the East Bay; Medi-Cal 
reimbursements; and, other third party payers. 
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ASIAN HUMAN SERVICES 
4753 N. Broadway, Room 818 
chicago, Illinois 60640 
(312) 728-2330 
Contact Person: Jennifer Bower or Stanley Luke 

Asian Human services (AHS) provides outpatient, prevention and education 
programming. The program has been operational for three years. During its 
period of operation, it has developed five specific services to offer its 
client population: high school counseling, individual psychotherapy, family 
therapy, translation services, and crisis intervention. The program serves 
all Asians in the Chicago area, :regardless of national origin. Program staff 
attend to a wide range of psychopathology such as deprl.3ssion, teenage gang 
violence, culture cx:>nfl..ict, psychos:is, post-traumatic stress disorder, family 
conflict and school dropouts Career or education counseling is also 
provided. In addition, consultation :is provided to hospitals that have Asian 
youth in their care who are experiencing psychiatric dysfunctibning. 

Given the resistanoo and lack of understanding of psychotherapy by Asian 
youth, Asian Human Services attempts to espouse a treatment model that 
emphasizes the cultural conflict experienced by Asians in the U.S. Usually, 
therefore, clients are educated in order that they might be prepared for 
therapy. 

AHS receives funding from the Illinois Department of Mental Health and 
the united Way. There cu::e five FTE staff; 90 percent are minority. Most are 
either mental health counselors or social workers. Consultants are retained 
for v~rious s~rvices and include psychiatrists, psychologists and 
physicians. The program seeks to inform Asian parents of the services 
available to encourage greater utilization of their 'services. 

32 



BAY AREA INDOCHINESE MENTAL HEALTH SERVICES 
3632 Balboa Street 
San Francisco, California 94121 
(415) 668-5911/5955 
Contact Person: Nguyen-Van Dinh, Program Director 

Herbert Wong, Executive Director 

Bay Area Indochinese Mental Health Services is an outpatient mental 
health program serving Asian adolescents. The adolescents served are 
Cambodian, Laotian, ethnic chinese from Vietnam, and vietnamese. The program 
has been operational for approximately seven years and treats 40 to 50 
persons per year. The average youth is seen for three to six months. 
Problems that are addressed by the mental health center include family 
conflict; suicide; drug abuse; violence and other criminal activities; and 
school problems, such as truancy and poor academic performance. The program 
offers counseling services to youths/families; outreach to school sites for 
detection/prevention purposes; conSUltation to teachers and counselors 
working with these youth; and related seJ:Vioes to youth such as referrals to 
education and employment s'ervices. 

The Bay Area Indoch.:inese M~.ntal Health Service Center employs 3.5 FTE 
staff, most of whom are paraprofessionals. The staff are bilingual and 
bicultural, often refugees themselves, who are trained to work with and 
impact upon the problems of other refugees who have difficulty adjusting to 
the new lifestyle facing them in this country. Unfortunately, the program 
has had little success in meeting the goals established for its client 
population. Lack of staff time and limited training and experience have 
prevented the program from meeting the need.s of the population being served. 
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CHILD/ADOLESCENT PSYCHIATRY CLINIC, 
L.A. COUNTY/UNIVERSITY OF SOUTHERN CALIFORNIA 

Graduate Hall; 1937 Hospital Plaza 
Los Angeles, California 90033 
(213) 226-5309 
Contact Person: William Arroyo, M.D. 

The IDs Angeles countyjUniversity of Southern cqlifornia Child/Adolescent 
Psychiatry clinic is an outpatient mental health program that has been 
operational for 20 years, and serves 1,500 clients annually. At least 75 
percent of the client population is minority, consisting of Asian, Black and 
Hispanic youths (birth through adolescence), and increasingly, Mexicans and 
Salvadorans. Presenting problems for the youth served include abuse and all 
childhocxi mental. disorders; further, youth are often v:i.al.entiy victimized and 
come from families in which poverty, mentally disordered parents and 
generally chaotic family life patterns prevail. Treatment offered these 
youth include individual, family, and group therapies; psychotropic 
medication; behavioral programs (group and family); parent training and 
consultations. 

The clinic has a general philosophy that is considered unique - - it 
provides CUlture-sensitive mental. health services to clients in their primary 
languages. 'rhe clinic is not able to measure its success rate, but feels the 
benefits are extensive. 

Funding to suppo:tt the Child/Adolescent Psychiatry Clinic come from the 
state (Short-Doyle), Medi-Cal and other third party payers. Eleven FTEs are 
employed by the clinic; six FTEs are minority members. Additional program 
needs are considered to be improved coordination of mental health services 
with other human service organizations; more staff; and systematic 
eValuations of the clinic programs to measure their efficiency and 
effectiveness. 
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CHILDREN'S SERVICES TREATMENT PROGRAM 
Central Community Health Board 
530 Maxwell Avenue 
Cincinnati, Ohio 45219 
(513) 559-2002 
Contact Person: Betti J. Hinton 

The Children's Services Treatment Program is a multifaceted program 
operated by the Central Community Health Board. For eleven years, the 
program has provided outpatient, adolescent day treatment, prevention and 
education senrices; a Summer Enrichment Program has been offered for the past 
two summers. Inner city Black children and adolescents, birth through 18 are 
95 percent of the program's caseload. Major presenting problems cen~ around 
the home, school and the community. Problems include poor academic 
achievement, poor social skills, cultural deprivation, depression, adjustment 
problems and the lack of jobs. Services offered the youth include: 
counseling; family, group and psychotherapies; behavior modification; 
psychological and psychiatric evaluations; day treatment; Summer Enrichment 
Program; outreach, case management and tutoring services; structured 
rec:reation; senrices to the hearing impa:ired; and consultation and education. 

Because many of the youth sezved. by the Children's Services Treatment 
Program have problems functioning at home, in school and in the community, 
the program gears its intervention at whkhever place and point the service 
is necessary. The program serves as the stabilizer for youth and as support 
for the parents, as well as school. personnel. The success of the program is 
apparent from school. and home responses about the children. Ninety percent 
of the adolescents in the day treatment program graduate from high school and 
several have attended colleges and trade schools. Eighty percent of the 
youth referred to the program from the state mental. hospital have been able 
to remain at home and in school. There has also been a considerable decrease 
in the number of youth referred to the state mental hospital from the 
catchment area. Additionally, many children and adolescents have improved 
sooial skills and have thus been freed to receive more from the educational 
learning process. 

The program receives funding from the state, the county, from a levy 
imposed on mental health services, from Title xx and from Medicaid. The 
program employs 15 FTE staff, 80 percent of which are minorities. In order 
to be more successful, the program projects a need for a school setting that 
employs the existing Children's Services staff. A research staff person is 
also needed. 
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CHINATOWN FAMILY CONSULTATION CENTER 
Hamilton-Madison House 
50 Madison Street 
New York, New York 10038 
(212) 349-3724 
Contact Person: Susan Chan 

Hamilton-Madison Rouse is a settlement house serving the poor and 
immigrants in many ways for over 80 years. In 1980 the Asian-American Mental 
Health Project was initiated. This is a state-funded multifaceted project 
which consists of four Asian populations: Chinese, Koreans, Japanese and 
Filipinos. The goal of the project is to develop and implement a 
demonstration project for improving mental health services for the 
Asian-American populations by providing bilingual, bicultural services 
consistent with the Asian-American culture. The project has three 
components: 1) a continuing treatment program to serve the chronically 
mentally ill chinese population; 2) a case-finding network for the Koreans, 
Japanese and Filipinos; and 3) a consultation and educational program to 
educate mental health professionals. 

In addition to offering services to adults, the Hamilton-Madison House 
also operates the Chinatown Family Consultation Center, which was established 
in 1974. The Center is a state-licensed outpatient clinic that offers 
prevention and treatment services including psychiatric consultation and 
evaluation; psychological testing; individual therapy; marital counseling; 
group and psychopharmacological therapiest community networking; and, 
education and referral services. The Center has an average annual caseload of 
230 persons, with an average treatment period of one year. The client 
population is 100 percent minority: Chinese, Korean, Japanese,Filipino and 
Vietnamese. The major presenting problems for the youth served by the 
Chinatown Family Consultation Center are behavioral, truancy and other school 
adjustment problems, relationship problems, depression, anxiety disorders, 
affective disorders and schizophrenia. 

The Center has a unique approach to treating clients. First, they employ 
a psychosocial as opposed to a psychological approach; two, a directive 
rather than a non-directive approach is used; third, treatment goals and 
plans are family centered; fourth, an individual approach prevails over a 
group approach; and finally, the client's cultural and religious values are 
employed in treatment. Improving functioning levels and behavior changes 
support the Center's success with the population. Further, funding sources, 
the community and the agency's internal eValuation speak to the success of 
the Center. 

Funding for the Center is provided by the New York city Department of 
Mental Health, Mental Retardation and Alcoholism Services, the New York State 
Office of Mental ,Health, and private foundations. The Center has a staff of 
21 FTEs, 95 percent of whom are minorit.y. The current program needs to be 
expanded in order to meet the growing needs of Asian-Americans. Due to 
limited resources, a waiting list is maintained. It is also difficult to 
maintain a stable staff for the program due to the lack of trained bilingual 
professionals and the noncompetitive salaries offered by the agency. In 
order to more fully meet the needs of clients, the program requires more 
funding for current services, more training opportunities for bilingual 
workers, and a more responsive mental health system to the needs of 
Asian-Americans. 
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CIRCLE OF PAIN 
Cahaba Region Mental Health Center 
1017 Medical center Parkway 
Selma, Alabama 36701 
(205) 875-2100 
Contact Person: Dr. David W. Schell 

Circle of Pain is an outpatient mental health program established to 
serve chlldren and youth who are abused and neglected; it functions within 
the cahaba pegion Mental Health Center. The program has been operational for 
four years and serves youth from birth through age 18. Fifty percent of the 
client population is minority; Black, indigent and from rural communities. 
The program serves 125 young persons each year; each client has an average 
stay of six months in the program. Services offered include individual, 

'group, family and play therapies; multidisciplinary collateral coordination 
of rescAlrces and services; emergenc,y services; and consultation and education 
with a focus on the needs of minority victims and the development of 
effective parenting skills. Major presenting problems include all forms of 
abuse and neglect, major breakdowns of family life, paucity of mental health 
resources and personnel, and chronic poverty and minority disenfranchisement. 

In providing services to the largely Black client group, a minority 
consultant is employed and performs as a fully qualified child abuse and 
neglect therapist. That consultant addresses the unique needs of victimized 
minority children and youth. The program has demonstrated sucx:ess by noting a 
drop of reported incidences of abuse from 1,000 in 1982 to 650 in 1984. 
Following the exhaustion of federal funding for the program, and subsequent 
staff reductions, incidences of abuse are again approaching the 1982 level. 

Funding for the program has been provided by the state Department of 
Mental Health, United Way, and community contributions. The program now 
employs 1.6 FTE staff, none of whom are currently minority. Program 
improvement needs include additional staff, and improved travel 
accommodations, given the rural nature of the counties in the region. 
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CUMMINGS-ZUCKER CENTER 
123 22nd Street 
Toledo, Ohio' 43624 
(419) 241-6191 
Contact Person: Errol Kwait 

'!he a.unm:inqs-Zucker C'enter provides a comprehensive range of services and 
plXXJrams for children and adolescents in the Toledo area. The community-based 
PlXXJraIn focuses on the primaJ:Y institutions that have an influence on youth 
and families and schools. The major goals of the program include preventing 
school failure and promot:ing healthy families. The Early Intervention Center 
is a data-based, early intervention service offering parenting education, 
behavior management training, child development classes and home management 
training. The program is offered to families with children under six years 
of age. The Center also has an extended day treatment program, a chemical 
dependency program and a family teaching home program. 

The Center just recently develope:d neighborhood liaison services to high 
risk youth in public housing, the majority of whom are Black. The service is 
an attempt to reduce repeat juvenile offenses and to prevent the occurrence 
of first-time offenses. Paraprofessionals, living in the neighborhood, are 
trained to provide in-neighborhood support to families and children. They 
are trained to ~b1ish a daily schedule of structure and activity, create 
positive recreational experiences and negotiate conflicts between parent and 
child. The project will provide these services to 50 selected probationers 
of Juvenile Court seen to be at high risk of repeat offenses as determined by 
p:rcbat.ion counselors and to 25 youth who have been expelled from neighborpood. 
schools. 

38 



EARLY INTERVENTION PROGRAM 
Geneva B. Scruggs CMHC 
295 Corlton 'Street -- Futures Academy 
Buffalo, New York 14204 
(716) 856-4940 
contact Person: Cassandra Jakes-Beasley 

The Geneva B. Scruggs Early Intervention Program is a 
prevention/education type of effort. It has been in operation for two years, 
and has an average annual caseload of 40 students. Children, through age 12, 
are served arid 75 percent of those served are Black. Young people spend 
approximately 15 weeks :in the program. Services provided by the program 
include :individual and group counseling for youth; and, training and 
sJdli-building courses for parents, in addition to parent support groups. 

The Early InteJ:vention Prog~ focuses on children, who at an early age, 
have experienced stress, depression, or discomfort. that has influenced their 
self-concept and affected their academic and personal potential. The program 
provides children "at risku of developing mental illnesses a necessary 
foundation for good mental health by helping the youngsters recognize, 
explore, understand, and cope with the feelings, emotions, and experiences 
they encounter. Through various therapies, the program enhances 
self-concepts and teaches children to view themselves as valuable persons 
deserving respect. The program also provides didactic training and 
skill-building services, as well as support groups for the parents of the 
youth enrolled. Through consultations and a series of mental health 
workshops, the program also provides teachers and other school personnel an 
avenue to recognize and become more sensitive to the needs of these children 
and parents. 

The Geneva B. Scruggs program receives funding from the State Office of 
Mental Health. Three FTE staff are employed by the program, 95 percent of 
which are minority. In order to better serve the target population, the 
program has need of an additional staff person -- one who would visit the 
children's homes and assist parents with the treatment, as well as with home 
and budget management. However, the program has been quite successful. 
s:ince January 1984, 108 "at risk" children and 90 families have participated 
:in the program. Of those served, 84 percent have required no further health 
or special education services. 
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ECONOMIC OPPORTUNITY FOUNDATION, INC. 
1542 Minnesota 
Kansas city, Kansas 66102 
(913) 371-7800 
Contact Person: Rosemary Davis Kelly 

The }l:conomi.c Opportunity Foundation, Inc. serves youth ages six through 
21 jn Wyandotte county. The average workload is 400 children/youth per 
year. The client population is largely made up of low income families, 
basically mmority. Services are off~ t;J1.rough Educational Assistance and 
Employment Assistance proc;p:ams. The Foundation's proarams are directed to 
children and youth to develop their talent and skills, with a special 
emphasis on life enrichment.. The program. provides a process for children and 
youth to learn to compete in the marketplace. 

The Foundation operates 13 early childhood centers for low income 
families; youth services, which include tutorial assistance, career 
counseling, recreation, financial assistance; housing services; and, 
employment-related transportation. The Foundation has worked cooperatively 
with a number of community and stat.e agencies to provide meaningful work and 
learning experiences for the youth in Wyandotte County. 
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THE FAMILY CENTER 
23 Aspen Place 
Passaic, New' Jersey 07005 
(201) 779-7454 
Contact Person: Barbara Eichner 

'The Family Center is an outpatient mental health program serving Black 
and Hispanic youth, ages five to 18. The catchment area is predominantly 
populated by the urban poor: Southern and Northern Blacks; Hispanics (first 
and second generation) from Puerto Rico, the Dominican Republic and South 
America (Peru, Ecuador, Colombia). The major problems of the youth and 
families referred to the Center are child abuse and neglect, poverty, chaotic 
family systems, learning disabilities and emotional problems. For the last 
nine years, the Family Center has offered a number of sel:Vicesincl.uding home 
visits, family therapy, individualized therapy, toddlers' groups, mothers' 
group, advocacy, liaison to community resources, phone contact, clinical 
evaluations and family visits for children in foster care. The Center serves 
approximately 70 families per year. Each family is involved in treatment for 
an average of 18 months. 

The Family Center has based its intervention strategy with minority youth 
around family-oriented and home-based services. Intensive efforts are made 
to provide services that will actually meet the child's needs in whatever 
milieu is indicated -- home, school, court, street or foster home. With this 
intervention strategy, the Center has been rather successful in meeting its 
goals. In all cases sel:Ved beyond the initial intake assessment, there has 
been significant reduction in the incidence of child abuse and neglect. In 
the infants and toddler group, significant reduction in developmental lags 
has been not:::ed. Among th~ school age children and adolescents, there has 
been more age appropriate behavior, improved social skills and improved 
school functioning. 

'!he Family Center receives funCUng from the social services and community 
Development Block Grants. In addition, the program can receive Medicaid 
reimbursement. Presently, the Center employs six FTE staff, 50 percent of 
whom are minority. The Center sees the need for more recreational 
opportunities, summer and after school programs with recreation. 
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FATHER FLANAGAN HIGH SCHOOL 
2606 Hamilton School 
Omaha, Nebraska 68131 
(402) 341-1333 
Contact Person: Rev. James E. Gilg 

The Father Flanagan High School is an alternative program offering 
prevention, education, and child care services to ado+escents. Seventy-five 
percent of the population are minority -- mostly Black high school age 
students and their infant children. The program has been operational for 17 
years and offers: a quality alternative high school program leading to an 
accredited diploma; child care for infants of teenage parents and academic 
classes in parenting for all students; chemical dependency counseling and 
on-site AA and Alateen meetings; emergency assistance and referral services; 
and, volunteer legal assistance for those involved with the juvenile justice 
system. The program serves 300 students a year; most youth spend two to 
three years in attendance. 

Overall, the school offers youth a ve.ry personalized supportive 
atmosphere that breaks through the sense of alienation and hopelessness that 
their many problems have caused. Such problems include school failure and 
truancy; teen pregnancy and parenthood; chemical dependency and alcohol 
abuse; unemployment and lack of career planning; personal and family health 
problems; and juvenile delinquency. The school has a staff of 32 FTEs, of 
which 15 FTEs are .minority. 

Although most people do not view a high school as a primary provider of 
mental health sel:Vices, the comprehensive program of Flanagan High offers 
just such s.ervices in a normalized setting that is free of any negative 
labeling. Th0 on-site social. services, within the setting of a regular high 
school, allows students with specialized problems to receive help and at the 
same time part.:icipate in the kinds of activities that are part of a normal 
growing up. The high school has been quite successful in meeting the needs 
of these youth through this approach. The high school receives funding from 
Father Flanagan's Boys' Home, the U.S. Office of Adolescent Pregnancy 
Services; contributions from corporations and individuals; per diem expenses 
for infant day care and small tuition payments from stUdents. 
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HISPANIC FAMILIES MENTAL HEALTH PROJECT 
Children's Aid, East Harlem Center 
130 East 101 Street 
New York, NY 10029 
(212) 348-2343 
Contact Person: Linda J. Nessel, MS W 

The Hispanic Families Mental Health Project provides prevention and 
education services to its client population. The project has been in 
operation for two years and aims to prevent mental illness in vulnerable 
Hispanic children. The target population is Hispanic families where one 
parent or child has had a recent psychiatric illnesS. The project then works 
with the entire family, including extended families and significant others, 
to qecrease the risk of mental illness in children who have not yet been 
identified as having serious emotional problems. In addition, many of these 
families face the problems of living in poverty, compounded by language 
barriers and inunigration status issues. Services offered program clients are 
home-based, stru.ctural family therapy; case management; systems and family 
advocacy; recreation groups; and referral and networking. The annual caseload 
is 20 to 22 families; each family remains with the program for approximately 
two years. 

The Hispanic Families Mental Health project is predicated on the 
assumption that minority youth can be helped best by a truly comprehensive 
approach -- looking at both the dynamics of their families and at structural 
problems in their env:ironment that increase their vulnerability. Therefore, 
it is necessary to look at the entire system affecting youth, which may well 
include extended family in another country, or boarders or other 
non-relatives who are important to the family. This philosophy requires home 
visits, effective crisis intervention, and staff availability 24 hours per 
day. Although it is difficult to prove preventive success, the project has 
prevented family breakdown in several situations and has prevented the 
institutionalization of youth through case management. In addition, parents 
are hospitalized less frequently before the interventions. 

Funding for the Hispanic Families Mental Health Project has been provided 
by the New Yodr. state Off:i.ce of Mental Health, New York City Off:i.ce of Mental 
Health, and the parent agency, Children's Aid Society. The project employs 
three and one-half FTE staff; the three direct service staff are minority. 
Noting the extreme i.sa1.ation of their families, administrators of the project 
would like to provide additional social supports. The goal this year is to 
form groups for clients and identify family members who can begin to take 
over am:ain advocacy activities for the families. The project would also 
like to find additional methods to empower clients and to build on strengths 
within the family system. Relocating to a community center could help in 
achieving these goals. 
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HISPANIC HEALTH AND MENTAL HEALTH ASSOCIATION 
425 Broadway Street 
Camden, New Jersey 08103 
(609) 541-6985 
Contact Person: Amilcar Torres, Executive Director 

The Hispanic Health and Mental Health Association is an outpatient mental 
health center. It has been in operation for eight years, serving young 
people from birth through 18. The average length of time spent in the program 
is eight to 12 months. The Center offers information and referral services; 
psychiatric ahd psychological seJ:Vices; :individual, group and family therapy; 
emeJ:gency food and social seJ:Vices; and a youth summer recreation program. 
The major problems of youth entering the program include: depression,family 
violence, sexual issues, marital problems, homicide, emotional problems, 
school problems, psychosomatic problems, suicide and self-mutilation, 
discipline management, hyperactivity, and financial problems that lead to 
stress. 

The Hispanic Health and Mental Health Association has adopted a unique 
philosophy for the treatment of their client population -- they ,have as a 
minority-seJ:Ving organization, incorporated the· cultural needs of Hispanics 
withln their treatment approach. The program states that it has not been 
entirely success:Cul in meeting its goals since there is a waiting list for 
services. 

Funding for the Center is provide:! by the City of Camden; the New Jersey 
Department of Health; the New Jersey Division of youth and Family Services; 
the New Jersey Division of Mental Health and Hospitals; and united Way. Ten 
FTE staff are employe:! by the program, all of whom are minority. The Center 
nee:ls additional funding to expand and better serve those seeking services~ 
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HOGARES, INC. 
P.O.Box 6342 
Albuquerque, New Mexico 87197 
(505) 842-8275 
contact Person: Nancy Jo Archer 

'Hogares, Inc. has been m operation for 14 years and offers a range of 
services to adolescents in New Mexico. The services offered include: 
outpatient counseling; drug/alcohol residential treatment (14 beds); 
therapeutic group homes ( 50 beds); mental health residential treatment (14 
beds); community corrections (10 beds); independent living (12 beds); 
parenting groups; Wormation and referral. Approximately 800 adolescents 
per year are served -- 38 percent of these adolescents are Hispanic, seven 
percent are Native American and three percent are Black. The average length 
of time an adolescent spends m the program is eight months. The program 
offers services to famil:ies and over 80 percent of the families participate 
m family therapy. The major problems of the youth and families referred are 
emotional disorders; abuse and neglect; drug and alcohol abuse;. and 
delinquency. 

Hogares, Inc. receives funds from many different sources including human 
services (Title XX), mental health and substance abuse, corrections, united 
Way, the City of Albuquerque, and Bernalillo County. The program has 75 FTE 
staff; 30 percent are minority. The program believes that it has been 
suc:c:essful in meeting the needs of the adolescents it serves. Follow-up 
studies indicate a 70 percent success rate using the variables of living 
arrangements, school/employment and staying out of difficulty with the law. 
PJ:ogram staff state that day treatment, therapeutic foster care services and 
an adequate fundlllg base are the major program improvements needed to better 
serve the population. 
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MARTIN LUTHER KING URBAN CENTER, INC. 
1418 Garfield street 
Kansas city, Kansas 66104 
(913) 321-8042 
Contact Person: Rev. Nelson L. Thompson 

The Martin Luther ~ Urban Center provides day treatment and a latch 
key program to Black youth, ages birth to 18. The 9lient population comes 
from low income families and includes youth who suffer from neglect, lack of 
guidance, and lack of educational and economic opportunities. The day 
treatment proc.,:rram offers skills enrichment, personal enrichment, nutritious 
meals, transportation, field trips, social activities and youti" employment, 
training and motivation. The program has a Parent council1 ~t)mposed of 
family members of youth involved in the program. In operation i'QX' 13 years, 
the program annually serves 70 to 100 clients -- about 20 ~tJ!:t ~~nt are 
seriously emotionally disturbed. 

In order to assist youth, the program stresses self-development and 
self-mct.ivation based on cultural appiec:i.at.i.on and awareness. The Center has 
c.:x:n::::ret:e ev.:idence that the approach workS, based on the young people who have 
completed the program and are now working and halding :responsible positions 
in the community. The program employs five FTEs, all of whom are minority. 
Acco:rc:ting to the program adIninih1:rator, the program needs more funding for 
better facilities, and would like to have a residential facility available. 
In addition, the program could benefit from better transportation and better 
qualified staff. The program would like to offer more opportunities for out 
of town events and other alternative means of education. 
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THE PAUL ROBESON SCHOOL FOR 
GROWTH AND DEVELOPMENT 

North community Mental Health center 
125 Spring Road, N.W. 
Washington, D.C. 20010 
(202) 576-7154 
contact Person: Paul Worthy 

The Paul Robeson School for Growth and Development is a five day a week 
psychoeducational program for children between the ages of six and 12. Opened 
in September 1973, the Robe..c;on School now serves 32 students, the majority of 
whom are Black and Hispanic. From its founding, the Robeson School has been 
a center for treating children who have been diagnosed as having 
behavioral-emotional problems and/or learning disabilities. The primary 
guiding phil.osophy of the program is to promote the maximal development of 
the genetic and constitutional potential of each child in spite of all 
obstacles to that development which may be posed by the surrounding 
environment. More specifically, the staff works to promote both the child's 
self-respect, as reflected .in his or her behavior and emotional controls, and 
his or her academic achievement. Parents are included as full participants 
in the treatment p:roc.;JraIn. The program currently has 17 FTE staff, most of 
whom are minority. 
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PRESSLEY RIDGE YOUTH DEVELOPMENT EXTENSION (PRYDE) 
Pressley Ridge School 
530 Marshall Avenue 
Pittsburgh, Pennsylvania 15214 
(412) 321-6995 
contact Person: Dr. Pamela Meadowcroft 

PRYDE is an institutional alternative· for emotionally disturbed youth in 
need of out-of-home treatment. The program recruits skillful, highly 
committed couples and professionally trains them to serve as "treatment 
parents" to a troubled youth placed in their home for short-term treatment or 
long-term care. The PRYDE professional staff closely supervise treatment 
parents and the dally implementation of a treatment plan in the PRYDE home. 
since 1981, the program has saved 150 youth -- 55 percent have been Black. 
The current population is 72 youth of which 55 percent are Black. Youth 
between the ages of five and 18 are eligible; each youth spends ten to eleven 
months in the program. 

The youth enrolled in PRYDE have at least one significant pehavior 
problem -- 75 percent are aggressive (toward adults or children); 65 percent 
have emcti.onal reactions (depression, tantrums); and 57 percent have a high 
activity level. Many of these youth are in families that abuse their 
children or have an alcoholic/drug abusing family member. In addition, 90 
percent of the fam:ilies face economic hardships. PRY DE offers the following 
se:r:vices: foster placement :in home of "treatment parents"; daily treatment 
implemented by the PRYDE parents; additional intervention strategies; 
professional supervision of the treatment parents; 24 hour on-call service; 
psychiatric/psychological assessment; and, educational liaison. 

PRYDE is committed to developing a model of youth treatment that is not 
only more humane, but more effective than residential services. PRYDE had 
had noteworthy success in recruiting excellent Black families to provide 
treatment homes to troubled,ltroubl:ing Black adolescent boys anq girls. Of the 
90 couples PRYDE has trained and certified, 50 to 60 percent havp.r been 
Black. Of the 22 professional staff employed by the program, 14 percent are 
minority. 

The program conducts research evaluation and development activities for 
this effort. To date, 72 to 75 percent of the youth discharged from PRYDE 
have been successful in returning home or moving to independent living. 
Through 1984, of the youth successfully discharged, only one had reentered 
the "system" (i.e., required out-of-home placement). Youth served and their 
biological families consistently report high levels of satisfaction with 
program services. The Black community in Pittsburgh also supports the 
program's efforts. The program administrators would like to increase 
follow-through services. i.e., services to the youth and his/her natural 
family after he/she leaves the PRYDE treatment home. CUrrently, there is no 
funding for this component and, thus, follow-through is not consistently 
achieved. 
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RICHMOND MAXI CENTER OUTPATIENT & 
PREVENTIVE SERVICES 

3626 Balboa ,Street 
San Francisco, California 94121 
(415) 668-5955 
contact Person: Lorena Wong, Acting Director 

The Richmond Maxi Center is an outpatient mental health center that I 

provides prevention and education to Asian children, ages 'birth through 
adolescence. The program, which has been in existence for ten years, 'has at 
least a 75 percent minority client population. The program serves the 
immediate neighborhood, and while mainly Asian ethnic groups are served 
(i.e., refugees, Chinese, Korean, Filipino and Japanese), Black and Hispanic 
children are also sezved. Annually, 250 unduplicated clients are seen; each 
child or adolescent remains in the program approximately six to eight 
months. Services to the youth include evaluations, with psychological 
assessments in various Asian languages; individual, family and marital 
therapies; child and adolescent groups; outreach; consultation to schools and 
other child-serving agencies; and liaison to all public schools in the 
immediate area. Presenting problems of the youth include the entire spectrum 
of mental disorders, but most are experiencing academic and behavioral 
problems of a mild to moderate degree. Refugee children have major 
difficulties associated with their new location and cultural differences 
(e.g., psychotic episod.es, major depressive episodes, severe antisocial 
behavior) • 

The Richmond Maxi Center is unique in that it has a multilingual, 
multicultural staff who provide culturally-responsive treatment strategies. 
These treatment strategies include on-site conSUltation and counseling at 
schools and other community sites; community organization; and advocacy 
services tq the targeted community. 

The center receives funding from the following sources: Short-Doyle; the 
Department of Mental Health; Medi-Cal; direct fees; third party 
reimbursements; and city and county real estate taxes. Fourteen FTE staff 
are employed; 50 percent of this staff is minority. In order to better serve 
their client population, the Center feels they need to continue to develop 
expertise and personnel for sezving the newly emerging Asian communit:ieo, and 
must continue to develop models of prevention and treatmen~ that are 
responsive to the needs of Asian youth. 
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SCHOOL TRANSITION PROGRAM (Filipino 
Counseling services) 

712 North School Street 
Honolulu, Hawaii 96817 
(808) 533-7263 
Contact Person: Teresita Aquino and Regina Junasa 

The School Transition Program is a prevention/education program for 
re.c::ently-arrived Filipino immigrant adolescents. The program, which has been 
in operation for one year, provides individual and peer group counseling to 
these students in the school. environment. Group sessions for parent-child 
communications are also offered, but time constraints have limited outreach 
to parents. Fifty students are served by the program. 

The basic assumption of the program is that mental health problems of 
:inunigrant students arise out of their adjustment and assimilation to a new 
environment, part:i.cularly to a new school. Therefore, the School Transition 
Program is mostly an education program aimed at providing social and 
emot::.:iDnal support to this high risk group of students. The program employs 
two part time staff -- a nurse and social worker, with consultative services 
from a ciill.d psychiatrist. since the program is just beginning, little data 
are available about its effectiveness. 
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UNIVERSITY OF NEW MEXICO, 
SCHOOL OF MEDICINE 

Division of Child and Adolescent psychiatry 
Department of psychiatry 
2400 Tucker Avenue, NE 
Albuquerque, New Mexico 87131 
(505) 277-4002 
Contact Person: Irving N. Berlin, M.D. 

The Division of Child and Adolescent psychiatry provides a comprehensive 
program for youth of all ages. Approximately 40 percent of the youth served 
by various programs are nrinority -- primarily, Hispanic and Native American. 
The division serves Hispanics without regard to when and how they arrived in 
New Mexico. It also serves all the Pueblos and reservations in the state, 
including the Navajo Nation and Ul:ban Native Americans. In operation for five 
years, the division provides: inpatient care for children and youth up to 
age 20; individual, family and group' therapies; pharmacotherapy; adjunctive 
therapies (primarily in inpatient setting); therapy for children or youth 
involved in sexual abuse; school consultations; and, parent group therapy. 
The division has an annual outpatient total of 4,500 visits and an average 
caseload of five inpatients. The major presenting problems of youth admitted 
to services are depression and suicide efforts; drug and solvent addiction; 
alcoholism; acting out behavior; conduct disorders of all kinds; psychoses 
and other schizophrenic reactions. 

The division has adopted a treatment philosophy and intervention strategy 
that attempts to understand and empathize with different cultures and to 
spend time leaming about the various cultures' concerns and attitudes toward 
mental health. For instance, the programs work with clergy in urban areas, 
especially Catholic clergy in Hispanic communities. With Native American 
youth, program staff visit various reservations and provide community 
education for juveniles and youth on suicide, drug, alcohol and inhalant 
abuse. With the Black community staff meet with community leaders around 
problem issues. In both work with Native Americans and Hispanics, wherever 
possible, native healers are involved in using their influence to support 
family therapy. On the Navajo and Hopi reservations, conSUltation is 
prov.ided to Native American mental health workers who work with families. 

The division has met with only tentative success in its efforts. There 
has been increased access to native healers, religious leaders and other 
community leadership. However, there is a need for more mental health 
professionals and mental health workers able to speak Spanish and some basic 
Indian languages of nearby pueblos. Of the 150 inpatient staff, 20 percent 
are minority; only ten percent of 18 FTE outpatient staff are minority. 
FUrther, program administrators feel increased outreach is needed -- expanded 
outpatient capability to work with families in their homes and more community 
mental health facilities with their own workers and control. The division's 
programs are currently supported by state funds, city-county tax levies, 
Medicaid, private insurance, private contracts and client fees. 
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YANKTON SIOUX TRIBE 
Child Welfare Services 
Box 248 
Marty, South Dakota 57361 
(605) 384-3609 
Contact Person: Vince Two Eagles 

The yankton sioux Tribe provides child prot:ecti.on and family services to 
all Indian children and their families within the boundaries of the 
reservation. OVer the past five years, the program has provided protective 
services: foster/group care licensure services; family counseling; parent 
training; intensive placement prevention services; drug and alcohol abuse 
counseling and :referral seJ:Vices; and, family crisis intervention counseling. 
The major fcx:::us of all developed intervention services is to maintain the 
family unit. All remedies are sought to effect that end before placement in 
any sort. of residential facility is considered. Programs are offered with 
the recognition that the key to future survival lies within the enhancement 
of the existing culture while at the same time ensuring that the future 
generation is well educated in the ways of the dominant culture. The primary 
issues affect:ing youth and their families are alcoholism, drug abuse, sexual 
abuse, child neglect, physical abuse and juveniles out of control. The 
average case1.oad is 360 cases annually; the average length of intervention is 
six months. 

The Child Welfare Services program employs sodal workers, counselors and 
reality therapists. Preference for employment is given to tribal members and 
other Indian people. The program depends on the grants from the Bureau of 
Indian Affairs, Indian Child Welfare and Health and Human Services for 
funding'. A very limited amount of private funding is also available. 

Program success is measured by the number of children who have been able 
to secure permanent living situations either with the extended family, with 
their primary caregivers or some other alternative. Better than 90 percent 
of the caseload meet this criteria for success. However, program staff 
believe that more effective prevention efforts are needed. 
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YOUTH DEVELOPMENT, INC. 
1710 Centro Familiar,.S.W. 
Albuquerque, New .Mexico 87105 
(505) 873-1604 
Contact Person: Chris Baca 

Youth Development" Inc. has been serving the community of Albuquerque 
since 1971. The program serves youth between the ages of 6 and 21. The 
majority of youth are low income, Hispanic youth; most are from 
Mexican-American descent. Youth DeVelopment Inc. consists of 14 programs to 
provide comprehensive services to meet the needs of youth and their 
families. Much More Residential Treatment Program' is offered for those youth 
whose behavioral, emotional or physical problems cannct: be remedied in their 
own home. A local businessman donated the home. In early 1977, Amistad, a 
youth crisis and runaway facility, was established. The Institutional 
Diversion Program provides sentencing alternatives to the courts and 
correctional institutions for nonviolent and non-habitual juveniles who might 
normally be .institutionalized. Youth Development Inc.'s Concerned Parents 
Volunteer Program was established to help prevent or :reduce the incidence of 
adolescent premarital sexual activity, including adolescent pregnancy, by 
organizing and mobilizing groups of volunteer parents and other family 
members around this critical issue at the local level and by fostering local 
networks supportive of these groo.ps. Severcu employment-related programs are 
available, inc1ud.ing Jab Development SeZ1rices, Community Pride-Educational 
E:nharx:Iement, Prep-Enb:y Employment Experience and the Help:ing Hands Program. 
An CAltreach orunseJ.ing and after school recreation program are also offered. 
The Alamosa Community center, located in a city housing project, provides a 
stnlct:ured yaIth program for those residing in this highly volatile area. 

Youth Development Inc. receives funds from many different sources, 
including the state Department of Corrections and the state Department of 
Health and Environment. Forty-seven FTE staff are employed, of which 58 
percent are minority. The programs offered to youth have been somewhat 
successful. However, the programs need increased funding' and expanded 
outpatient, follow-up, individual and group/family therapy for discharged 
clients. . 
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MmJRIT:{ aIII.mEN AND MENl'AI~ HFAUIH: OID PERSPECrIVES 
AND NEW PRORlSAtS 

Margaret Beale Spencer, Ph. D. 1 , 2 

El'oory university 

Work.shcp presentation sponsored by the National Institutes of Mental Health, 
''Minority ChildJ::len ani Mental Health," Atlanta, Georgia, January 30, 1986. 

:L.rbe research reported was furxied by an NIMH (ms-1-rol-MH 31106) a\>fcll:'ded 
to the author. 

~ author is especially grateful to the Project Coo:rdinator, Ms. Dena 
swanson, to Dr. Fleta Jackson who served as Project Director during a portion 
of the sec:orn };ilase, and to the other research assistants. .Most of all, 
sincere gratitu:ie is owed the children and their parents who agreed to 
participate. 
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Minority Children and Mental Health: Old Perspectives and 

New Proposals 

Margaret Beale Spencer, Ph.D. 

Jmory university 

Research ani theory are expected um.ergi.rdin:Js for lOOl1tal health 
programs. Unfortunately, the developnental study of minority status children 
ani families renains in' its infancy which highlights some inherent 
inadequacies of mental health programs for them. Research efforts involving 
African Americans, in particular, suggest specific recun:ent thenes in the 
areas of personality ani intellectual functionirg. '!bese themes and the 
traditional, i. e~, old perspectives co~ minority group membership have 
significant inplications in the assessment of the ideas and thoughts 
contributed by the minority workshop participant respoooents al."01.ll'rl which 
this conference has been organized. 

In the t:i.Ioo available, my presentation will highlight an::l delineate some 
of the external ani internal factors affectin:J the mental health of minority 
youth. '!be first section offers general in~retations of mental health and 
adaptational processes. '!he secooo section describes the oftimes (sic) 
short-sighted ronclusions drawn from the traditional research. on minority 
groop children and families gene:L"ally arrl on African ~ican Children 
specifically. Ard finally, the third section presents empirical, theoretical 
ani deJrogra.tirlc statistics which shoold suggest new proposals for maximizing 
the mental health of minority status children. 

Part I. Conceptualizations of Minority Mental 

Health and Maptational Processes 

As used by social scientists, the notion of adaptation suggests an 
adjustment process to novel or new corrlitions. People of color in North 
America have experienced a unique legacy of corrlitions. As such, the 
sw:vival of the group into the current period inplies the use of effective 
copin:J mechanisms. HCMever,reqUirin:J an explanation is the psychological 
costs of such coping mechanisms or adjustments to minority child competence 
fo:rnation and mental health. 

Historically (see Kel.larn et al., 1975), an investigator's research. focus 
has generally iITpacted his/her definitions of mental illness or mental 
health. As reported in the literature during this century, psychoanalysts 
developed the dominant roncepts of mental health and illness. later I ego 
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psychologists dominated our conceptualizations. 

When the focus shifted to ego function, the concepts of rrental illness 
shifted to the nature of psychological defenses ani their adequacy in dealing 
or offsetting intrapsychic conflict (see Kellam et all, 1975). More recent 
analyses by ego psychologists have defined rrental health am illness by 
enJIilasizing the interaction between the external environment am intrapsychic 
structures am the impact of this interaction on the growth of personality 
am the fonnation of symptoms. 

According to some theorists (see Kellam et al., 1975, p. 7) a social 
adaptational status is a societal judgement of the i.rrli vidUal's perfonnance 
am is therefore external to the in:lividual. '!he contradistinction to one's 
social adaptational status, then, is the in:lividual's CMIl feelings on the 
inside or his psychological well being. According to the literature, these 
two c::cs:rponents-social adaptational status (i.e., the societal judgement) and 
psychological well-beirYJ (i. e. , the personal view) -together represent the 
two major dimensions of rrental health. '!he rrental health inplica.tions of the 
irrlividual/environment interface have been further clarified by llDre recent 
contributions (see Ogbu, 1983; Garbarino, 1983 & Muga, 1984). John Ogbu's 
typology aids this process by differentiating minority status. '!he tenn 
caste-like minority is different fran either autonomous or immigrant minority 
status. In castelike stratification (e.g., Native An:ericans, Afro Alrericans, 
Hispanics), people are assigned to their particular groups by birth-i.e., 
acxx>rdin;J to skin color. '!here are few opportunities to escape the 
derogation associated with the stratification. Children's derogating 
experi~ are often dencnstrated by group or cultural identity research 
f~-these studies of very yO\.lI'X1 children suggest group rejection. 

unlike castelike minorities, immigrant minorities (e.g., Koreans, 
Vietnamese) usually enter the host society llDre or less voluntarily. 
Although initially lacking power am a clear comprehension of the rrenial 
value associated with their status, the relevant other for evaluating current 
experienc:es is "the hcmelarrl. " Autonat'DUS minorities (e. g. , Jewish 
Alrericans, Polish Alrericans or M:>:t::'IOOns), acxx>:rding to the typology do not 
experience stratification although they may experience some prejudice. Most 
importantly, their separateness is not based on a degraded, specializE!d 
econanic or political status. '!hey oocupy a minority status by choice; they 
are ordinarily less identifiable unless they ch~ to be identified. '!hey 
also experience a different degree of intrapsychic conflict am associated 
nental health problems. Obgu' s typology suggests a broadened perspective of 
rrental health for historically diverse minority status groups. 

'!here are 
inferred from 
children am 
specifically. 

Part II. Old Perspectives in NeE!d of Revamping 

five (5) traditional therres which represent old perspectives 
the empirical arrl theoretical literature available on minority 

family life generally arrl on African Alrerican children 

(1) '!he interpretation of research firrlings generally neglect a 
developoontal perspective. Research firrlings on c.lU,.ldren are interpreted from 
an adult psycholo9ical perspective. , 
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(2) TOo frequently, a careful analysis of the ecosystem is not offered. 
'!be buffering role of parental child rearing practices, in particular, is 
generally inadequately conceptualized. 

(3) ordinarily, all minority status It¥:mibers are assuIl.a1 to cope with 
equally devastating environrrental experiences. A view which takes into 
aocount the unique perceptions am experiences of specific minority status 
lOOllIbers is seldom considered. '!bat is, hOl'OClgeneity of perceptions and 
experiences is generally assumed. Very little is made of the impact of skin 
tone which further "colors" interpersonal relationships arrl subsequent 
intrapsychic conflict. 

(4) '!he interpretations of data are heavily laden with a: priori 
assurt'¢ions of psychopathology. 'Ihls is particularly the case for 
discussions concemi.ng childrearing. '!here is generally an inability to 
ackn.cMledge, SlJIl'Ort, am in fact, to use family stren:Jths. An:1 finally, 

(5) '!he overalJ interpretation of enpirical data is generally 
atheoretical. To illustrate, cognitive processing or a cognitive-
devel~tal interpretation of affective data is infrequentlyenployed. 

l'.tOre current research an:1. theoretical contributions have iInproved 
fonnulations or have afforded new proposals for enhancing IOOntal health of 
minority status children. 

Part rrbree: New Proposals Regarding Minority <l1i1dren 
am Mental Health 

A cognitive-developoontal perspective has greatly aided our 
inte:r:pretation of research. '!he assurt'¢ions made fran group identity 
firrli.rgs (e.g., bEginning with the early "black self rejection" work by Clark 
& Clark 1939, 1940), wcW.d have been interpreted differently if a c:x:lgI1itive
developtYmtal perspective had been used. It would a~ that interpreters 
of the large collection of studies did not urrlerstarrl that very young 
children (i. e. , cognitively egocentered children) processed information 
differently as a consequence of occupying a different cognitive developrrental 
status than older youth or adults. '!he so-called "self rejection" fi.rrlings 
for very yoorg children actually deJronstrated group rejection and had no 
relevance for personal identity (Le., self esteem or self concept) which is 
a critical element of ego processes. Instead,' the firrli.rgs offered important 
information about the preva!en:::e of negative imagery or stereotypes which 
abourrls in the environment for specific caste-like minority children. 
African Anerican children a:rd youth are socialized in a Europeanized context. 
An identity associated with this context-Le., a pro-white evaluative bias 
would be expected tmless an inteJ:vention oocurred,Le., unless there is a 
cgrpensatory cultural focus which ~izes the stren:Jths of castelike 
minority members. castelike minority group members· may have developed 
cognitive structures which vary fran those used by groups whose status 
reflects "an act of will." Black children, by a:rd large, do not perceive 
America as an open opportunity structure. As:rooIllbers of a caste-like 
minority group, they often see that the role for self is not full of 
possibilities but instead is a locked roam. 
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Native Americans, subgroups of Hispanic Americans am African Americans 
share several char.acteristics as unassimilated Americans who have remained 
outside the mainstream. Not only are they racially different anj did not 
"bec.c:ma" Americans by choice, but each has attempted to maintain aspects of 
their own cultural heritage. In research corrlucted by this . researcher, 
firxlirgs suggest that _yourq minority status children continue to perceive 
negative imagery of the group's status. '!be data ~ consistent for children 
living in the Midwest, North anj South: personal identity which involve ego 
processes (Le., self esteem) anj group identity (Le., knc:Mledge of the 
group I S devalued status) were irrleperrlent. 

As early as 1941, in fact, Frazier noted that all ccmrponents of the 
ecosystem were ilrp::>rtant to the process by which Black children learn to know 
themselves in relation to opportunities am limitations of their scx:::ial 
world. Race am color, in particular, remain unavoidable issues when one 
considers identity fonnation. '!he production of negative images surrourrling 
people of color continues to abound although its origin is seldcm explored. 

'!he media has also supported a view that minority children are better 
cared for by white parents (e.g., the TV progranuning of Webster anj Different 
strokes) • rrhese issues are ilrp::>rtant to those mental health professionals 
who are particularly concerned with policies having to do with the 
preferential plaCement of caste-like minority children outside of the tribe 
arrljor race. '!be parental role is clearly critical for the transmission of 
culture am the child's identityfonnation. It is generally accepted that 
parents am families occupy the l'IDSt powerful position of influence for each 
generation. As the agents of socialization, parents can apply human 
develClp'OOIlt knowledge to the greatest scx:::ial am mental health advantage and 
thereby elevate the quality of life arrl general canpeterx::e of its Irembers 
(see Jordan, 1980). In transmitting the culture through child rearing, 
parents pass on attitudes, values, ways, am skills which pennit the child's 
developrent am psychological well being fran a state of CCllplete deperrlency 
to a m:>re or less irrleperrlent adulthood status. 

Fran a mental health perspective, parents are lOClSt sucx::essful in their 
scx:::ial roles when they are an accepted am valued part of scx:::iety (see Corter 
arrl Poussaint, 1975). 'lhus, for the minority parent, the developoontal task 
of sucx::essful parenting takes on added stress as a consequence of the group's 
ascribed scx:::ietal role. '!hus., any support for minority children I11!-lSt be 
urrlergirded by parenting support. Since childrearing is risky, uncertain anj 

difficult urrler the best or m:>st supported of corrlitions, then the problem is 
intensifie1 for minority parents. 

'!he Atlanta crisis of the missing am Imlrdered children represents an 
unusual. s.tressor or a corrlition of risk anj allows for an errpirical 
examination of risk arrl resilience as an adaptational process. Garbarino 
(1983) defines risk as the impoveris:h:i,.n:r of the child's world of the basic 
scx:::ial an:i psychological necessities of life. Institutional practi~ which 
unnecesarily or unfairly limit the opportunities of irrlividuals are a threat 
to develop.nent. As irrlicated by the following quotes, the children of 
Atlanta experiE:mced a period of acute trauma. for a 2 1/2 year period solely 
as a consequeI'll-::9 of their castelike minority status arrl. institutionalized 
practices which result in vulnerability ani risk. '!he followiD;J quotes are 
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frcan children who 'W'ere atten::lirq one of the schools where the NrnH sponsored 
research to be reported was corrlucted. Many of the study I s children lived in 
aJ:eas where bodies 'W'ere fourrl an::l weekerrl searches corrlucted. 

I wasnlt scared for myself. I just feel kirxla sony 
for all them little children that was killed. I wasnlt 
scared 'cause when I be outside I be with a lot of people. 
When the people start goin;J in the house, I go in the house. 

I be scared to go to sleep by myself. I be scared I cause 
I didnlt have npt:hing with roo ••• like a gun. 

My nli."1ltII1la was so nervous she but:ned ev~ she CXXlked ••• 
I ain I t had no decent supper until that Wayne Williams case got 
off. She'd go in there to cook am the new'S wcu1d care on am 
the next t:hin;J you knc:M the fryirg pan was Wrni.rXJ. 

'!he ND!H furrled research f:i.n::lin:Js to be reported deJoonstrate altemative 
perceptions of ego processes am developoontal variations in African Aloorican 
children am youth as affected by parental cultural value transmission. 

Procedures 

Multiple ~ were obtained for nearly 400 black male am female 
children between the ages lof 3- am 9- years in 1978-79. ~ the en:i of 
the acute period of the Atlanta crisis (1981-82), 150 of the original 
children were relocated, tested am interviewed; parents were also 
interviewed ani CCIIlpleted the Achenbach am Fdelbrock Child Behavior 
Olecklist (CBCL). 'Ihese were parental ratin;Js of their children's (stress 
assuIred) clinical symptoms. Parents in four (4) distant cities, 
RriladelIirla, Chicago, Nashville and washington, D.C., also completed the 
checklist for their own children. 

MAJOR FrnDINGS 

mECRISIS HiASE 

(1) '!he data supported two earlier studies campleted in two different 
regions by this author which dem:mstrated that preschool children children 
show a positive evaluation of the cx>lor white, have IOClre positive attitudes 
conceming white persons an:l Shaw a greater preference for white persons as 
frierrls. 

(2) 'Ihese early cultural values am attitudes are not :related to young 
children's personal esteem or ego develcpnental p~. However, this is 
not the case for older subjects who have lIDVed into the primary grades and 
IOClre mature levels of cognitive processirg. 

Pr:iJnary grade ~ils who perfonn best on intellectual or competence 
related tasks are children who show both positive personal regard am have an 
Afroc::entered or own cultural group bias. '!hat is, t:hink..irg highly of onels 
castelike minority group is related to iIrprave.1 performance on campetence 
related neasures. Mental health is prom:sted am less conflict is apparent 
when cultural heritage is stressed. Parents appear critical in this process. 
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(~) . only 1/3 (or 36%) of the sample parents interviewed during the 
precrlSl.S IDase irrlicated that racism arrl disr...rimination were issues in .f-":ie 
rearirg of black children. 'lbirty-three percent (33%) noted that there was 
no discussion of race unless the child asked specific questions. In fact, 
50% noted that teachln;J children about race' is l.lIl.iJTportant; 47% irrlicated no 
discussion of civil rights. 

Given that the corrlitions ar:rl very sw:vival of black males, in 
particular, have worsened in school ani in the family system, (i.e., an 
unu..c;ua1ly high black male schoo1- drop-out rate ani a high ~TOI.ll':g adult black 
male suicide rate), the fimings suggest that" black youth are not prep' :..--ed 
for unc:hargirg institutionalized caste-related practices. '!he f.j'IVI.i.nqs also 
i1'rlicated child rearing links with children's corrpetence. 

(4) For all youth, pro-white or Eurc:x:::entric values were significantly 
predict:Erl (46% of variance) by three.parental values: (a) a lack of parental 
teacb.in:J conc::er.nin:J civil rights; (b) children's inadequate k:ncMledge alx>ut 
civil rights, am (c) a lack of parent/child discussion of race 
discrimirlation. 'Ih.e child's cultural beliefs or degree of qt'Q.1p ac:x:eptance 
before the crisis were significantly related to the childl::en' s expression of 
campe"t:erlaa followirr;J the acute phase of the crisis. 

(5) Children who expressed positive regard for the qt'Q.1p at Time 1 
(i.e., showed a lOOre Afrocentric orientation) before the crisis perfonned 
significantly better on the campetence related tasks at Time 2 or after the 
crisis. For the older black males, an own group orientation before the 
crisis was related to greater feelings of internal control. 

(6) Children, irrlepen::ient of age group, who deriOnstrated greater 
cultural identification at Time 1, showed significantly fewer clinical 
synptoms at Time 2. 

{7) Children fram families with fewer economic resources (i.e., lower 
socioeconcmic status or SES), manifested lOOre clinical synptoms. 

FOST CRISIS FINDINGS 

. ~8) since the city's black male youth appeared IOC>St at risk during the 
crJ.Sl.S, in addition to testirq~ each of the 78 adolescents were also 
interviewed. '!he responses irrlicated a critical role of identity for the 
expression of lOOre general psychological well-bein;J. When assessed on a 
measure of locus of control, older youths irrlicated a greater sense of being 
internally controlled. '!he pattern was the ~ for middle income males. 
However, lower income am younger youths irrlicat.ed greater extemal controls. 

(9) A general trerrl for adolescent males suggested active defenses 
against perceptions of lithe self" as vulnerable. To illustrate, 91% of the 
adolescents sampled noted that being black does not affect life chances 
although 58% were unable to list any advantages in beirg black (45/78). '!he 
issue of ~t is iIrportant g~ly but has special salience for 
yO\.ln1 black males who are proposing solutions to life course issues. '!hese 
~ youths are also consciously aware of the UI1eIl'ploynw:mt rates ani 
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opportunity structure. It has been widely shared that by the year 2,000 thE\ 

une.rrployment figure for black males is estimated to be 70%! 

(10) Consistent with the Time 1 or Precrisis parental interview data, 
55% of the youth at Time 2 noted that there is no discussion of race with 
parents. Explanations for race discrimination, in fact, were most often 
mmtioned as the type of infonnation needed fran parents. 

(11) Although males were the primary victims of kidnap am murder, all 
males rep:>rted a male identity preference. Only one child (of 78) noted a 
preference to c.harge race (1%) • At what cost to mental health are these 
adaptations made? To maintain a male gerrler preference, perhaps short-term 
ego suwortirg devices are employed. Given the black teen pregnancy rate and 
the black on black hanicide rate, same of the short-term ego-saving Irethods 
aJ;pear obvious. Of course such solutions only result in concretizing certain 
negative prqi1esies for the group. 

(12) Relatedly, when asked to identify the male who was IOOSt ilnportant, 
all youth identified a black male. Names 11DSt often listed were: father 
(75%), brother (10%), arrl grarxlfather (4%). lb;t inportant about this 
firrlirg is that the black father" although often unable to perform his 
instrulOOlltal role (which is not suq>risirg given the group's tll1ell"ployment 
rate) is still well regarded by his son who, it would a~, urrlerstarrls the 
father's "predicament" in North America durirg the current oentury arrl-given 
de.roogral~c statistics, the son's identification, am the UI'lE!I'Iployment 
projections-a~ destined to follow suit. 

(13) Alm::lSt 60% of the adolescents believed that "the law" would have 
acted differently if the youths killed had been white; 56% noted their belief 
that the crisis was not over althoctgh the suspect had been arrested; 
inportantly, relative to an o~oing state of stress, 96% believed that the 
killirgs coold happen again. 

:EQST CRISIS: CITY VS. NON-cITY' c.x::m>AR!SONS 

As noted, parents of the sanple in Atlanta alorg with parents of 
similarly aged children in foor other cities (Ihl.ladelphia, aricago, 
Nashville, Washi.n:Jton, D. C.) , CCl't'pleted the cecL ratirg fom which asked 
about the presence or absence of 118 clinical ~. 

'!he quotations above which were made by Atlanta children living in 
oanmunities where victims were foom suggest an unusual st.ressor. HCMeVer, 
there was no main effect for the city vs. non-city carparisons on the 
c::arposite score for manifested symptans. '!hat is, Atlanta children did not 
show significantly llDre synptans than did children living in distant cities. 
However, SES differences were apparent. 

(14) IDNe:r-~ children showed significantly more clinical symptoms 
than middle:i.ncarre children independent of city of residence. '!he firrlings of 
significant relationships between social class, educational atta:i.ment for 
parents curl the manifestation of clinical synptans have impl:lcations for the 
oft reported deIOOgraphic characteristics of AfrQ-American. '!he statistics 
which list the disprop::>rtionately high adult black l1iiale curl youth 

61 



- ---- ----------

unemployroont" rates appear linked with the current proportions arrl projections 
of female headed households. A man's potential to become a spouse and an 
effective, constructive paternal role m:x:lel are significantly reduced i'/: 
employment opportunities, male role m:x:leling, or S\lPP?rtive adult 
socialization practices are not adequate. A less than viable or stable 
family system urrlermines the protective or supportive functions expected of 
the family for the positive ego functioning arrl rrental health of its members. 

PARI' rv. Discussion am New Proposals 

In summa.r:y, prec:rl.Sl.S arrl postcrisis firrlirgs irxlicate that the 
. environmental experiences of castelike minority children arrl adolescents 
still prc:tlOOte biased perc::eptions of castelike minority status. Envirorunental 
corrlitions which primarily present favorable connotations of whites still 
exist 40 years follaqirq the initial enpirical firrlirgs. in 1939 by Mamie and 
Kenneth Clark. '!he data suggest that parents who confront the issues nore 
directly am prcm:rl:e nore positive group imagery, in fact, reared children 
with inproved ego functioIlin3" , 9"reater behavioral CC1Il'p9tence am greater 
perceived locus of control. Children from lower-i.nccare families obtained 
$elf esteem scores arrl locus of control firrlirgs which suggested greater 
vulnerability than those of MI black youth. 'Ihe discrepal('CY suggests that 
castelike minority status LI children must cope simult.aneously with the 
consequences of' caste arrl class, IOOSt often, without sitJni,ficant parental 
inp.lt while cont~ to confront biased, institutionalized beliefs 
oonceming their reference group. Without parental or ot.l)er inte1:vention, 
the older children's arrl adolescents' nore mature cognitive structures make 
the inplications for "self" exceedingly clear. 

To conclude, the role of parental child rearirg strategies along with 
extemal sources for inculcating positive values concel,'ning cultural group 
nembership was significantly related to children's c:::at1?9tent perfonnance 
--especially with increasi..~ age. 'lhese data inply that with nore mature 
cognitive processing, castelike minority YOlltll are able to process: (1) the 
envirorunental constraints nore effectively, arrl (2) the perceptions of racism 
arrl its urrlermining effects on the self. It would appear that coping is 
p:t'C:llOOted by parental inculcation of positive cultural images arrl direct 
teaching. 'Ihe parental defensive style-which was to ignore cultural 
heritage issues arrl to assurre successful assimilation-may well be adaptive 
for themselves in the short run, but. obviously is not positive for their 
children's develcpoont arrl nore general ego functioning in the long run. 
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Martha Bernal, Bl. D. 
Department of Psychology 
University of DeIWer 
Denver, Colorado 

H. westley Clark, M.D., J.D., M.P.H. 
Department of Psydliatry 
Veterans Administration Medical 

center 
san Francisco, Califomia 

Teny cross, M.S.W. 
National Inlian Cllild Welfare 

Institute. 
RJrtlani state University 
RJrtlani, oregon 

Melvin Delgado, Bl.D. 
Sc::hool of social Work 
Bostal University 
Boston, Massachusetts 

Jarxiyra M. Fontenelle-Velazques 
'!be Children' s Village 
J:)c:ti:s Ferry, New York 

Ton He Kdl, Bl. D. 
&u:eau of arlld stlXiy 
arlcaqo Board of Education 
arlcago, Illimis 
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Esther Ieung, Eh. D. 
Department of Special 

Education 
Eastern Kentucky university 
Richmon:1, Kentucky 

Damien l'tbShane, Rl. D. 
Department of PsychlDlogy 
utah state University 
logan, utah 

F1:ederick B. Bri.llips, Psy.D. 
Progressive Life Center 
Washirgton, D. C. 

Karen Taylor-Crawfom, M. D. 
o:rnmunity Mental Health 
Center, Inc. 
Chicago, Illinois 

Jocelyn Yap 
Asian/Pacific 
Treatment Center 
IDs Arqel.es, califomia 

Herbert z. Worg, Bl. D. 
Richmom Area MUlti-service 

CamIlnity Mental Health 
Center 

3626 Balboa street 
san Francisco, califomia 



APPENDIX IV 

MAJOR ARFA'3 AND KEY ISSUES 'ID BE ADDRESSED 
(FRcM PIANNING MEETING) 

1. External Factors (stresses) Affecting Minority Cl1ildreo and Adolescents 

A. Inpact of racism: inplications for psychosooial intel:ventions; 
self-coI'X':ept and efficacy; self-validation; inplications of racism in 
educational system (early write-off of minority youth). 

B. Ill'pact of mass IOOdia: how minorities are portrayed. 

c. strain of acculturation: Asians, latin Americans and other· 
bicultural/nulticultural groups; effects of migration. 

D. IBgal oonstraints and strategies for circumvention: 
reservations or with refugees and "illegal aliens." 

issues on 

E. Influence of socioeconanic status: 
inpact of poverty. 

differences of social class; 

F. Influence of established minority cxmmmities versus SUJ;P)rt systems 
for newer immigrants. 

G. Perception of xoontal health system as "alien" and not meet1.rg needs 
of minority pcpllations. 

H. Rural/urban differences and impact on services and treat:nent, as well 
as :regional differenc:es. 

I. can lOOIltal health practices in the country of origin be helpful in 
develop:i.rq strateqies in this ooontry for those pcp.:tlations? 

2. Internal Factors Inpacting on Minority Youth 

A. Inplct of racism: self-corx:ept; developnent of failure that becomes 
self-fulfill:i.rq prq;:hecies (self-efficacy). 

B. !hysical health prOOlens (more aIOOI'X1 minority youth?). 

c. lack of knowledge about services available and b,ow to access them. 

D. OJ1tural attitudes and precorx:eptions about mental health that 
detennine outlook and utilization of services, especially reluctance 
ani resistance aIOOrg Black families and SOOtheast Asians. 

E. Family structure: sirgle-parents, teenage mothers, innnigrant and 
migrant status, dcmestic violence and abuse; also families that work 
and families that don't work - what makes them different? 

F. Infonnal or natural support systems (however, nnlSt not strengthen or 
rely on at expense of competent treat:m:mt programs) . 
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G. Chargir:q lifestyles in minority conmunities arxl impact of 
intergenerational differences (especially iIrportant for Asian and 
Hispanic pc:p.1lations) . 

3. Treatment arxl outreach 

A. A.~t of minority children - are there any tools, techniques or 
pararrete:rs that can enhance assessment efforts? How to identify 
inportant factors and urrlertake total enviromnental assesSIOOnts? 

B. Oefi.nin:J and und~ specific cultural aspects of treatment 
nxxlalities - what works ani what doesn't work? 

c. How' to take assessment data ani develop realistic arxl appropriate 
treaboont plans ani interventions? 

D. In'portance of wtreach: helpir:q family members cope; outreach across 
c.hlld-servirg systems. 

E. Given limited resources, where shoold treatment efforts be focused: 
prevention, preschool, adolescence, supporting parents arxl parent 
education, etc. ? 

F. Identification of effective treat.nent lOOdalities. 

4. Education and Training 

A. Developrent of programs ani curricula to sensitize professionals in 
the treatrnent of minority populations. 

B. Develop:oont of incentives for the traini.rg of minority professionals 
- should they be e:xpect:ed to treat minority populations? Do they 
enhance treatment effectiveness? Once trained, do they differ 
substantially fran other professionals? 

c. Traini.rg of families arourd advocacy arxl gaining access to system; 
education of parents ar:d carrnn.mity about what services are available. 

D. Train.irg am utilization of paraprofessionals arxl natural support 
neb'orks. 

5. system structure am Community Linkages 

A. Linkages with physical health facilities, schools, courts, child 
welfare agencies, etc., especially with educational agencies -- how 
to develop ani integrate. 

B. Linkages arxl utilization of Wigenous healers am cultural 
institutions. 

c. structure of existing:roontal health system that exacerbates problems 
of mi.rY;:>rity youth - access issues: whenjwhere minority youth enter 
syst:eln. 
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D. HOW' to avoid two-tiered systems of care (Le. separate minority 
programs vs. integrated programs ani also the issue of public 
sector/private sector domains)? 

E. Initial contact with minority youth - why ani how they are "routed" 
into systeJ:n streams - i. e. disproportionate representation in 
juvenile justice system; special Erlucational programs; more 
restrictive m:mtal health facilities. 

F. Cc:Itprehensive one-stop multiservice at:~.r()ach vs. multiple 
settirgs/programs • 

G. Identification of camnrunity leadership am legislative advocacy 
activities. 

H. Identification of system i.ocentives/disincentives to provide services 
to minority pop.1lations. 

6. Program Development 

A. Focus on existing programs that illustrate specific principles ani 
issues for delivery of services - how they developed. 

B. Program caTIpOnents: overc:omirq obstaclesjbarriers; financing; 
staffing; services offered; evaluation, etc. 

c. circumstances that make states/local conummities begin to focus on 
minority pop.1lations - is it large percentages of minorities, 
charismatic leadership, crisis situations, legislation, special 
grants, advocacy by professional groJpS, elected politicians, etc.? 

68 



APPENDIX V 

IDRKSHOP PARrICIPANTS 

William Arroyo, !b.D. 
clinical Assistant Professor 
L.A. coontyjUniversity of 

Southern california 
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(213) 226-5308 
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Assistant Director 
Irrlian Health Boal:d of 

Minneapolis, Irx::. 
1315 E. 24th street 
Minneapolis, Minnesota 55404 
(612) 721-7425 

Bal:Dara J. Bazron, Fh. D. 
Executive Director 
PACE School 
200 South Beatty street 
Pittsb.n:gh, Pennsylvania 15221 
(412) 441-1111 

I:rvirg N. Berlin, M.D. 
Director, Division of Child & 

Adolescent Psychi.atJ:y and 
Children's Psychiatric Hospital 

University of New Mexico 
School of Medicine 

Department of PsychiatJ:y 
2400 Tucker AVenue, N.E. 
Albuquerque, New Mexico 87131 
(505) 277-4002 

Martha Bernall, Hl. D. 
Professor of Psychology 
~ of Psychology 
University of Denver 
Denver, Colorado 80208 
(303) 871-3306 

Evelina W. BestInan, !h.D. 
Executive Director 
New Horizons camnunity Mental 

Health Center, Inc. 
1469 N.W. 36th street 
Miami, Florida 33142 
(305) 635-0366 69 

Nancy A. Baxill, th.D. 
Atlanta University School of 

Social Work 
223 James P. Brawley Dr., S. W. 
Atlanta, Georgia 30314-4391 
(404) 681-0251 ext.292, 302 

SanUlel Q. Olan, !h. D. 
Director of Trai.nin;J in Psychology 

& Program DiI:ector of the Mllti
CUlturalTraininJ of Trainers 

University Affiliated Program 
Children's Hospital of IDs Angeles 
P. O. Box 54700 
IDs Argeles, california 90054 
(213) 660-2300 

SUsan Olan 
Assistant Executive Director for 

Mental Health Programs 
Hamilton-Madison Hoose 
50 Mad] son street 
New York, New York 10038 
(212) 964-9240 

Freida <l1eurq, Bl.D. 
Deputy Chief 
Center for Studies of Minority 

Group Mehtal Health 
Division of Special Mental Health 

Programs 
National Institute of Mental Health 
5600 FiShers Lane, Roam 18-101 
Rockville, Maryland 20857 
(301) 443-3724 

H. Westley Clark, M.D., J.D., mi 
Psychiab:y FellCM 
Depart:toont of Psychiatry, 116E 
V.A. Medical center 
4150 Clement street 
San Francisco, California 94121 
(415) 221-4810 ext. 3085 



I..enn.1el Clark', M. D. 
Asscx::iate Director 
Division of Education am service 

system Liaison 
Room 11-C-18 I Parklawn Drive 
National Institute of Mental Health 
5600 Fishers lane 
Rockville, Maryland 20857 
(301) 443-1760 

Dale COChran 
Youth Services 
P. o. Box C 
Wann Springs, Oregon 97761 
(503) 553-1161 ext. 209 

Pamela Colorado, Ih.D. ,Four Worlds 
Project, University of Lethbridge 

4401 University Drive 
Lethbridge, Alberta, CANADA 6T1I<31274 
(403) 329-2435 

Lillian Comas-Diaz, Ih.D. 
Mministrative Officer 
Anerican PsycholCXJical Association 
1200 17th street, N.W. 
Washington, D.C. 20036 
(202) 955-7764 

Giuseppe Costantino, :Eb.D. 
Clinical Director 
SUnset Park Mental Health Center 

Of lutheran Medical Center 
514 49th street 
Brooklyn, New York 11220 
(718) 854-1851 

Pamela Coughlin, Ih. D. 
Administration for Children, Youth 

and Families 
Head start Bureau 
400 6th street, S.W. 
Washington, D.C. 20201 
(202) 755-7782 

Terry L. Cr.'OSS 
Director 
Northwest Inlian Child Welfare 

LlStitute 
c/o Regional Research Institute 
P. o. Box 751 
Portlam state University 
Portlarrl, Oregon 97207 
(503) 229-3038 
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Jane L. Delgado, Ib.D. 
National Executive Director 
National Coalition of Hispanic 

Mental Health & HUman services 
Organizations 

1030 15th street, N.W., SUite 1053 
washingtonu D.C. 20005 
(202) 371-2100 

Charles F .• DesIoooo 
Vice Chancellor for Student Affairs 
University of Massachusetts-Boston 
lJarl:lor Campus 
Boston, Massachusetts 02125 
(617) 929-7700 

Aaron Favors, Ih. D. 
Division of Matet:nal & Child Health 
5600 Fishers lane, Roan 7A-23 
Rockville, Marylarrl 20857 
(301) 443-2350 

Michael Fishman, Ih.D. 
Associate Director 
Office of Policy Analysis 

and Coordination 
Roam 17-C-17 t Parklawn Building 
National Institute of Mental Health 
5600 Fishers lane 
Rockville, Marylam 20857 
(301) 443-5480 

Michelargelo Florence 
Clinical 'lherapist 
Ccmm.mity Mental Health Council 
1001 E. 87th street 
Chicago, Illinois 60619 
(312) 734-4033 

Jarrlyra M. Fontanelle-Velazquez 
Coordinator, Family Center 
Echo Hills 
Dabbs Ferry,New York 10522 
(914) 693-0600 ext. 317 

John Gates, :Eb.D. 
Director 
Division of Mental Health & 

Mental Retardation 
878 Peachtree street 
Atlanta, Georgia 30309-3999 
(404) 894-6300 



Charlotte Go<xlluck, M.S.W. 
Child Welfare Specialist 
3825 Montgomery, N.E. #105 
Albuquerque, New Mexico 87109 
(505) 884-7596 

Bernadette Gray-Little, Ph.D. 
Professor, Director of Clinical 

Psycholom' 
Davie Hall 
University of North Carolina 
Chapel Hill, North carolina 27314 
(919) 962-5035 

Maureen Hart, Ph.D. 
Director of Research Evaluation 

& Training 
Conununity Mental Health Center 
Meharry Medical College 
1005 D.B. Tbdd Boulevard 
Nashville, Tennessee 37208 
(615) 327-6255 

Arninufu Harvey, D. S. W. 
Chief Executive Officer 
Maat Institute for Human and 

organizational Enhancerrent 
1914 9th street, N. W. 
Washington, D.C. 20001 
(202) 265-0296 

Betty Hinton 
Director, Children's services 
Central Community Health Board of 

Hamilton County, Inc. 
530 Maxwell Avenue 
Cincinnati, Ohio 45219 
(513) 559-2002 

Janice Hutchinson, M.D. 
Senior Scientist 
Aroorican Medical Association 
535 North Dearbom street 
Chicago, Illinois 60610 
(312) 645-4523 

Mareasa R. Isaacs, Ph.D. 
Associate Con'nnissioner for 

Children and Youth 
Office of Mental Health 
44 HolJ,and Avenue 
Albany, New York 12229 
(518) 474-8394 
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crystal Jackson 
Tehnical Assistant 
Department of Mental Heal thj 

Mental Retardation 
P. o. Box 3710 
Montgomery, Alabama 36193 
(205) 271-9258 

Judith Katz-Leavy 
Deputy Director, CASSP 
Division of Education. & service 

System Liaison 
Room 7-C-14, Parklawn Building 
National Institute of Mental Health 
5600 FiShers Lane 
Rockville; Maryland 20857 
(301) 443-3667 

Roxana Kaufmann 
Geo:rgetcMn Child Development Center 
Marcus J. Bles Bldg., 03-52 
3800 Reservoir Road, N.W. 
Washington, D.C. 20007 
(202) 625-6745 

Paul T. Kayye, M.D. 
Director 
Division of Mental HealthjMental 

Retardation & SUbstance Abuse 
services 

Department of Human Resources 
325 No. salisbury street 
Raleigh, North Carolina 27611 
(919) 733-7011 
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Assistant Clinical Professor & 
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Department PsychiatJ:y 
San Francisco General Hospital 
1001 Potrero Avenue, 7G22 
san Francisco, California 94110 
(415) 821-5065 

Esther Kau-'ro-I.eung, Ph.D. 
Associate Professor, Special 

Education 
Department of Special Education 
Wallace 245 
Kentucky University 
Richrrond, Kentucky 40475 
(606) 622-1~68 



May Kwan lorenzo 
Acting Director, Mental Heal th/ 

Social services 
South Cove Conununity Health Center 
885 Washington street 
Boston, Massachusetts 02146 
(617) 482-7555 

Ira lourie, M.D. 
Director, CASSP Program 
Division of Education & service 

System Liaison 
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National Institute of Mental Health 
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Rockville, Maryland 20857 
(301) 443-3667 
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530 Marshall Avenue 
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Damian McShane, Ph. D. 
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Department of Psychology 
Utah state University 
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Director, CAssP Technical Assistance 

Center and Georgetown allld 
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Washington, D.C. 20007 
(202) 625-7033 

Dana Mattison 
Chief, Office of allldren's and 

Educational services 
Department of Mental Health 
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Columbus, Ohio 43215 
(614) 466-9961 

Pamela Meadowcroft, Rl.D. 
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Coordinator 
Department of Mental Health 
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Juneau, Alaska 99811 
(907) 465-3370 

Lirrla J. Nessel 
Proj~ Di~1)r 
Hispanic F~ties Mental 

Health Project 
East Harlem Center, allldren's Aid 

Society 
130 E. 101st street 
New York, New York 10029 
(212) 349-2343 

George Osakoda 
Instructor 
Leeward Cormnunity College 
2825 IBw street 
Honolulu, I{.awaii 96817 
(808) 455-0360 

Delores L. Parren, Ph.D. 
Associate Director for Special 

Populations 
National Institute of Mental Health 
5600 Fishers lane 
Rockville, Maryland 20857 
(301) 443-2847 

Frederick B. Rlillips, Psy.D. 
President/Director 
Progressive Life Center 
1123 Eleventh street, N.W. 
Washington, D.C. 20001 
(202) 842-4570 



Sheila A. pires 
<lri.ld/Youth Sel:vices Coordinator 
D. C. Mental Health system 
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1825 Connecticut Avenue, N.W. 
Suite 411 
Washington, D.C. 20009 
(202) 673-7773 

Bonnie Politz 
Special Assistant to the Commissioner 

of Sooial Sel:vices 
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1st ani Eye street, s. W. 
Washington, D.C. 20024 
(202) 727-5930 

Maxine N. Robbins 
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Irrlian Health Service 
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Ran:1all Builclin;J 
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Washington, D.C. 20024 
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OJ:egon Health Sciences· University 
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Director, Special Sel:Vices 
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Drug Abuse 
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(615) 741-3862 
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Bush Program in auld Development 
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University of Michigan 
Ann Arbor, Michigan 48109-1027 
(313) 763-3717 
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EIro:ry University 
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savice System Liaison 
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National Institute of Mental Health 
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878 Peachtree street 
Atlanta, Georgia 30309-3999 
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Associate Director of Family 

systems Program 
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Washington, D.C. 20002 
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CASSP Project Coordinator 
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New Jersey Division of Mental Health 
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& Asian American Psych. Assn. 
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Assistant Professor 
William S. Hall Psychiatric Inst. 
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APPENDIX VI 

A Workshop Sponsored by the 
CASSP Technical Assistance center 

Georgetown auld Develcpnent center 

Westin Peachtree Plaza 
Peachtree at International Plaza 

Atlanta, Georgia 

January 30, 1986 - February 1, 1986 
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6:30 p.m. - 9:00 p.m 

WEOOESJ:l2'\Y, JANUARY 29. 1986 

Workshqp Reception 

(An opportunity to 
infonnally m:!et other 
participants) 

'IHt..JRSmY, JANUARY 30« 1986 

ROCM 
Spanish Room 

(All general sessions in Peachtree Park am Place) 

8:30 a.m. - 9:00 a.m. 

9:00 a.m. - 9:30 a.m. 

9:30 a.m. - 10:00 a.m. 

Registration 

(Continental Breakfast 
will be available) 

Welcoming Remarks am Introductions 

o James stockdill, Director 
Division of Education & service 
system Liaison 

National Institute of 
Mental Health 

o John Gates, Bl.D. 
Director, Division of Mental 
Health am Mental RetaI:aation 

Geol:gia Deparboont of Human 
Resources 

o Paul Kayye, M.D. 
Director I Division of Mental Health! 
Mental Retardation & SUbstance Abuse 
services 

North carolina Deparbnent 
of HUman Resources 

OVe:tView of Workshop 

'!he CASSP Program 

o Ira lalrie, M.D. 
Di.nY.::t:or, CASSP Program 
National Institute of 

Mental Health 

Workshop Objectives 
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o Mareasa R. Isaacs, !h.D. 
Associate Ccmnissioner for Children 
~ Youth 

N. Y. state Office of Mental Health 

10:00 a.m. - 11:00 a.m. ~tation: Minority. Children and 
Mental Health-"Old" Perspectives and 
"NE!W'" PrQposals 

11:00 a.m. - 11:15 

11:00 a.m.- 12:30 p.m. 

12:30 p.m. - 1:30 p.m. 

1:30 p.m. - 3:15 p.m. 

o Margaret Spencer, !h. D. 
Associate Professor of Developmental 

and Educational PsycholCX;JY 
Division of Educational studies 
Eroory University 

Break 

Panel Discussion: Olltural and Social 
Factors Affectirg Mental Health services to 
Minority Youth 

Moderator: Lillian canas-Diaz, lb. D. 
Mministrative Officer 
American Psychological Association 

Panel Members: 

o ramien M::Shane, fh. D. 
Associate Professor 
Deparbnent of Psychology 
utah state University 

o Martha Bernal, fh. D. 
Deparbnent of Psychology 
University of Denver 

o Evelyn Lee, Rl.D. 
Assistant Clinical· Professor & 

Program alief 
Deparbnent of Psychiatty 
san Francisco General Hospital 

Panel Discussion: conceptual 
Frameworks for Develooiry Programs 
for Mimri'tY. Youth 
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3:15 p.m. - 3:30 p.m. 

3~30 p.m. - 5:30 p.m. 

6:00 p.m. - 8:00 p.m. 

Moderator: Mareasa R. Isaacs, Ih.D. 

Panel Melnbers: 

o Jardyra M. Fonterlelle-Velazquez 
Coordinator, Family Center 
'lh.e ari.ldren's Village 

o Frederick B. Ihl,llips, Psy.D. 
Director arxi ·President 
Progressive Life Center 

o Panel~ COlorado, Ih.D. 
Four Worlds Project 
University of Lethbridge 

Panel Discussion: Improving Access 
to Mental Health Services: Interfaces 
with other systems 

M:Jderator arxi Resporrlent: 
o Jeanne SpJrlock, M. D. 

JJeI:uty Medical Director 
American Psychiatric Association 

Panel Members: 
Education - Esther Leung, Ih.D. 

Social 

Associate Professor 
Department of Special 

Education 
Eastern Kentucky 

University 

Services - Audrey Rowe 
camnissioner of 

Social Services 
Wa.shi.nJt,on, D.C. 

SUbstance 
Abuse - H. Westley Clark, 

M.D., J.D., M.P.H. 
PsychiatJ:y Fellow 
San Francisco V.A. 

Medical Center 

Juvenile 
Justice - Charlotte Goodluck 
ari.ld Welfare Specialist 
Albuquerque, N.M. 

Social Hour 

Dinner (on own) 
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rrhe Flag Room 



8:00 a.m. - 8:30 a.m. 

8:30 a.m. - 10:30 aom. 

A) 

FRImY, JANUARY 31; 1986 

Continental Breakfast 

Concurrent sessions 

Assessroont of Minority youth: 
Issues am Techniques 

M:xierator: rBmian M:::Shane, Rl.D. 

Discussants : 
o Giuseppe Costantino, Rl.D. 

Clinical Director 
SUnset Park Mental Health Center 
of Iutheran Medical Center 

o William H. sack, M. D. 
Director of Child PsydrlatJ:y 
Oregon Health Science University 

o Joselyn G. Yap 

Georgian/Spanish 
Room 

Tower SUite 14 

Director, Child & Youth Division 
Asian/Pacific Counseling .& TreatJoont 
center 

B) Trai.nirg staff to WOrk with Minority Tower SUite 13 
Youth ani Families 

Moderator: Harry H. wright, M. D. 

Discussants : 

Assistant Professor 
William S. Hall 
Psychiatric Institute 

o Evelina W. Bestman, Rl. D. 
Executive Director 
New Horizons OtiC, Inc. 

o Herbert z. WOn:j, Rl. D. 
Executive Director 
RichIoord Area Multi-Services, Inc. 

o Terry Cross 
Director 
Northw'*>t Irdian Child Welfare 

Institute 
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C) Strengthening am En'p:JWering Minority 

D) 

F'amilies 
TcMer SUite 16 

Moderator: Mary T. Tripp 
CASSP Project Coordinator 
New Jersey Division of 

l-fental Health 

Jiscussants : 
o Jewelle Taylor-Gibbs, Ill.D. 

Acting Associate Professor 
SChool of Social Welfare 
University of california at 

Berkeley 

o L:in::ia J. Nessel 
Project Director , 
Hispanic Families Mental Health 

Project 
children I s Aid, Fast Harlem Center 

o Maxine N. Robbins 
Director, Social Sel:vicesjMental 

Health 
rns-Yakllna In:lian Tribe 

Developing Efective !ot.:dels of 
Delivering Sel:vices to Minority 
Pcpllations 

Moderator: Jane L. Delgado, Ill.D. 
National coalition of 

Tower SUite 17 

Hispanic Mental Health am 
Human services Ol:'ganizations 

Discu.ssants : 
o Irving N. Berlin, M.D. 

Director, Division of Child & 
Adolescent PsychiatJ:y & Children I S 

Psychiatric Hospital 
University of New Mexico, SChool of 

Medicine 

o Evelyn lee , 
Assistant Clinical Professor am 

Pl:ogram Chief 
Department of PsychiatJ:y 
san Francisco General Haspi tal 

o Karen Taylor-Crawforti, M. D. 
Associate Director of Family 

systems Prograin 
Community Mental Health Council, Inc. 
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10:30 a.m. - 10':45 a.m. Break 

10:45 a.m. - 12:15 noon Program sessions: learning About Georgian/Spanish 

12:15 noon - 1:30 p.m. 

1:30 p.m. -2:30 p.m. 

2:30 p.m. - 2:45 p.m. 

2:45 p.m. - 3:15 p.m. 

3:15 p.m. - 5:30 p.m. 

A) 

B) 

Existing Programs Room; Tower 
SUites 13,14, 16 

(D.lrin;J this time pericxi, each workshop 17 
participant will have the opportunity 
to talk with three program representatives 
concerning their programs for minority 
children am youth. It is anticipated 
that twelve to 14 programs will participate 
in this session). 

lessons I.earned fran 
Existing Programs 

French Room 

Georgian/Spanish 
Room 

Discussion leader: Barbara J. Bi:t.zron, Fh. D 
Executive Director 
PACE SChool 

Instructions to Small Groups 

o Mareasa R. Isaacs, Fh.D. 

Small Work Groups 

Definin;J Principles for Access 
to SeI:vices ani Assessment of 
Minority Youth 

Facilitator: Il'ma Mattison 
Chief, Office of 

Children's ani 
Educational SeI:vices 

Ohio Department of 
Mental Health 

Recorder: Judy Katz-Ieavy 

Professional Trainin;J ani 
utilization of In:ligenous 
"'nlerapists" 

Facilitator: I.emuel Clark, M. D. 

Tower SUite 13 

TcMer SUite 14 

Associate Director 
Division of Education & 

SeI:vice System Liaison 
National Institute of 

Mental Health 

Recorder: Lillian COmas-Diaz, Fh. D. 
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C) Fe.y Reseal:d1 anj Polic,y Issues Tower SUite 16 

Facilitator: Judy Meyers, :£h.D. 
Assistant Professor of 

Psychology 
University of New Hampshire 

Recorder: Roxana Kaufmann 

D) strategies for Deve10piIg 
Resources for Minority 'Communities 

E) 

6:00 p.m. - 7:30 p.m. 

Georgian/Spanish 
Room 

Facilitator: Mareasa R. Isaacs, :£h.D. 
Recorder: Sheila Pires 

st:ren;Jthe.nir Family Involvement 
and Camnun:ity Education 

Facilitator:Aminufu Harvey, D.S.W. 

Tower SUite 17 

Progressive Life Center 
Recorder: Ba:r:bara J. Bazron, :£h. D. 

Social Hour '!he Flag Room 

Dirmer (on own) 

SA'IlJRDAY, F'EBROARY 1, 1986 

(All sessions in the Georgian/Spanish Room) 

8:30 a.m. - 9:00 a.m. 

9:00 a.m. - 10:15 a.m. 

Continental Breakfast 

Reoort Back and Recommendations 
from Small Groups 

Moderator: Ma.reasa R. Isaacs, Fh.D 

10:15 a.m. - 10:30 a.m. Break. 

10:30 a.m. - 12:00 noon Fonnulation of Work Plan and Strategies 
for Inplementation 

Facilitator: lbyllis R. Magrab, :£h.D. 
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Director, C'ASSP Technical 
Assistance Center 

Georgetown Child Development Center 



12:00 noon -.12:30 p.m. Responses from Federal staff 

M::xlerator: lemuel Clark, M. D. 

12:30 p.m. 

Assooiate Director 
Division of Education 
Service system Liaison 

National Institute of 
Mental Health 

o Delores Parren, Ih.D. 
Assooiate Director for Special Populations 
National Institute of Mental Health 

o Michael Fishman, M. D. 
Associate Director, Office of 
Policy Analysis ani Coordination 
National Institute of Mental Health 

o Ira lourie, M.D. 

Adjournment 
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Alabarra 

Alaska 

Delaware 

District of 
Columbia 

Georgia 

APPENDIX VII 

List of state CASSP Projects 

Charles Day, M.S. 
CASSP Coordinator 
Department of Mental Healt:hjMental Retardation 
P. O. Box 3710 
200 Interstate Park 
Montgome.ty, AL 36193 
(205) 271-9261 

John Van Den Bel:g, M.A. 
arlld am Adolescent Mental Health Coordinator 
Division of Mental Health/Developnental Disabilities 
Box H-04 
JUneau, AI< 99811 
(907) 465-3370 

Jeanne D.lnn 
CASSP Coordinator 
Department of services for arlldren, youth, 

am '!heir Families 
Division of Cllild Mental Health 
F.ir.:.t state Executive Plaza 
330 East 30th street, 4th Floor 
wilmington, DE 19802 
(302) 571-2651 

Sheila A. pires 
arlld, Youth Services Coordinator 
DC Mental Health System Reorganization Office 
1875 Connecticut Avenue, N.W., Suite 1130 
washington, D.C. 20009 
(202) 673-7773 

I.ucy W. Bigham 
CASSP Project Director 
Dept. of Mental HealthjMental Retardation 
878 Peachtree Street, Suite 315 
Atlanta, GA 30309 
(404) 894-6563 

steven Tanner 
Project Director 
Southeast Regional Troubled Chlldrens Committee (SERIX:C, Inc. ) 
516 Drayton street, 4th Floor 
Savannah, GA 31401 
(912) 234-0130 
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Hawaii 

Illinois 

Indiana 

Kansas 

Richard Behenna, M.P.H. 
CASSP Coordinator 
Department of Health 
3627 Kilaueau Avenue, SUite 101 
Honolulu, HI 96816 
(808) 735-5242 

Jcx:iy !J.lbrecht, fh.D. 
CASSP Project Manager 
Departrrent of Health arrl Welfare 
Division of Commur~ty Rehabilitation 
Bureau of Mental Health 
450 West state street 
Boise, ID 83720 
(208) 334-5531 

Kenley Wade 
Director, Office of Children arrl Adolescents 
Department of Mental Health arrl Developmental Disabilities 
Institute for Juvenile Research 
907 South Wolcott Avenue 
Chicago, IL 60612 
(312) 413-1893 

Donna. Simonson 
Children arrl Family services 
I North Old state capitol Plaza 
Springfield, Illinois 62706 
(217) 785-2561 

Jim Killen, A.C.S.W. 
CASSP Coordinator 
Irxliana Department of Mental Health 
117 East Wasb.i.rqt.on street 
Irrlianapolis, IN 46202 
(317) 232-7834 

Jim Olesnik 
CASSP Project Coordinator 
Division of Mental HealthjMental Retardation! 

Developmental Disabilities 
Iowa Department of Human Sel:vices 
H~,er state Office Buil~, state capitol CoIrplex 
Des Moines, Iowa 50319 
(515) 281-8908 

Acting Director 
Mental Health arrl Retardation services 
Department of Social arrl Rehabilitation services 
state Office Buil~, 5th Floor 
Topeka, KS 66612 
(913) 296-;3472 
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Kentucky 

louisiana 

Maine 

carolyn Hill 
Representative, wichita Coalition, CASSP Project 
Depart:ment of Social and Rehabilitative services 
P. o. Box 1620 
Witchita, KS 67212 
(316) 261-8436 

William Scott, M.S.W. 
C'ASSP Director 
Depart:ment of Mental· Heal t.hjMental Retardation 
Division of Mental Health 
275 East Main street 
Frankfurt, I<Y 40621 
(502) 564-1610 

Barbara 'Ihomas 
CASSP-Children's Program Specialist 
Division of Mental Health 
275 East Main street 
Frankfurt, KY 40621 
(502) 564-7610 

Ronald F. Boudreaux, lb. D. 
CASSP Project Director 
Office of Mental Health 
P. o. Box 4049 
Baton Rouge, IA 70812 
(504) 342-2534 

Jo M. Pine 
CASSP Project Coordinator 
Mental Health Association in IDuisiana 
P. O. Box 4049 
Baton Rouge, IA 70821 
(504) 342-2540 

Rachel Olney, Fh.D. 
Oirector CASSP 
Depart:ment of Mental Health & Mental Retardation 
state House station #40 
Augusta, ME 04333 
(207) 289-4251 

James Harrod 
C'ASSP Project Coordinator 
Depart:ment of Mental Health & Mental Retardation 
state House station #40 
Augusta, ME 04333 
(207) 289-4251 
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Mississippi 

Nebraska 

New Jersey 

New York 

Tumutual Edwards 
CASSP Proj ect Director 
Department of Mental Health 
1500 Woolfolk Building 
Jackson, Mississippi 39201 
(601) 359-1568 

Lucy Leslie,Ph.D. 
Director, Division of arlldren arrl Youth services 
Department of Mental Health 
1101 Robert E. lee Building 
Jackson, MS 39201 
(601) 359-1568 

Jose Sote, J.D. 
CASSP Manager 
Department of Public Institutions 
Office of caram.mity Mental Health 
Box 94728 
Lincoln, NE 68509-4728 
'(402) 471-2851, ext. 5293 

Mary Tripp, M.A. 
CASSP Project Director 
Division of Mental Health arxl Hospitals 
Bureau of arlldren I s services 
13 Roszel Road 
Princeton, NJ 08540 
(609) 987-2005 

Joyce Wale 
Acting CASSP Project Coordinator 
Division of Mental Health ard Hospitals 
13 Roszel Road 
Princeton, NJ 08540 
(609) 987-2005 

Mary Annstron;:r, M. S. W. 
CASSP Program Manager 
Office of Mental Health 
44 Hellard Avenue 
Albany, NY 12229 
(518) 474-8394 

Maxwell Manning, M. s. W. 
Brooklyn Chlldren am Family savices Network 
Department of Mental HealthJMe.ntal Retardation 

Alcoholic SUbstances 
16 Court ~treet, suite 610 
Brooklyn, New York 11241 
(718) 643~7741 
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Pennsylvania 

Tennessee 

Vennont 

SUsan Ignelzi, Ph.D. 
C'ASSP Director 
ohio Department of Mental Health 
30 East Broad street, SUite 2475 
COlumbus, OH' 43215 
(614) 466-9961 

Rock Richardson 
Director C'ASSP 
Department of Mental Health Programs Division 
P. o. Box 53277, capitol station 
4545 North Lincoln Boulevard 
Oklahoma City, OK 73152 
(405) 521-0044 or (405) 364-9004 

• 

Connie Dellmuth, M.S.W. 
Director, Bureau of Children & 

Youth services 
Office of Mental Health 
Health am Welfare Building, Room 309 
Harrisbtu:g, PA 17120 
(717) 783-8335 

lE'.nora N. stem 
C'ASSP Coordinator 
Office of Mental Health 
Department of Public Welfare 
Room 309, Health ani Welfare Buildi.'1g 
Harrisbtu:g, PA 17120 
(717) 783-8335 

Dlane Ik>idge 
Director, Office of ~ldren & 

Adolescent Services 
C'ASSP Director 
Division of Mental Health services 
505 Deaderick street 
Nashville, TN 37219 
(615) 741-3708 

John pierce 
Director 
Planning & Program Developnent 
Division of Mental Health Programs 
103 South Main street 
Waterbury, vr 05676 
(802) 241-2609 

Gary De carolis 
C'ASSP Coordinator 
Department of Mental Health 
103 South Main street 
Waterbury, vr 05676 
(802) 241-2609 
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Virginia 

Virgin Islands 

Washington 

West Virginia 

Janet lung, L.C.S.W. 
Director, CASSP 
Department of Mental Health,lMental Retardation 
Office of Mental Health seJ:Vices 
P. O. Box 1797 
Richmorrl, VA 23214 
(804) 786-2994 

Gary Macbeth, M.S.W., M.Ed.. 
Director of Children arrl Adolescent Mental 

Health seJ:Vices 
Department of Mental Heal thjMental Retardation 
P. o. Box 1797 
Richmorrl, VA 23214 
(804) 786-2991 

Corrine Allen, Fh. D. 
Director 
Division of Mental Health/Alcohol arrl 

Drug Deperrlency 
Department of Health 
6, 7 Fstate Diamorrl Ruby 
Cl'lristiansted, st. Croix, VI 00820 
(809) 773-1992 

Richard Westgard 
Director 
Child arrl Adolescent SeJ:Vice Program Administrator 
Mental Health Division 
Department of Socialarrl Health seJ:Vices 
Mail stop OB-42F 
Olympia, WA 98504 
(206) 586-3775 

susan Mann 
CASSP cOOnlinator 
West Vil:ginia Division' of Health 
Office of Behavioral Health seJ:Vices 
1800 Washington street, East, Rm. 451 
Charleston, WV 25305 
(304) 348-0627 

Dagmar Plenk 
Project Ass<x:iate -- CASSP Coordinator 
Office of Mental Health 
1 West Wilson street, Room 433 
P. O. Box 7851 
Madison, WI 53707 
(608) 267-2255 
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