CONNECTICUT MENTAL HEALTH CENTER

2004-2007 CULTURAL COMPETENCE 

ACTION PLAN

This document presents the Connecticut Mental Health Center’s 2004-2007 Cultural Competence plan which is an update of the center’s 2001 Plan.  We begin with a brief review of key cultural competence literature that informed the update and expansion of the Center’s work in this area.    Next we provide a brief description of the center in terms of the services offered, client and staff demographics, and currently active cultural competence related programs or committees.  We conclude with a presentation of specific goals and action areas geared towards continuing the work undertaken with the 2001 plan in enhancing the Centers overall level of cultural competence.  

Background Literature – What is Cultural Competence? 

Over the past two decades, numerous definitions and models of cultural competence have been proposed, many of which address different dimensions of the construct.   As a whole, literature in this area suggests that cultural competence is highly complex, dynamic and multidimensional.  Given the complexity of the construct, the field has struggled significantly in achieving both definitional consensus, and consensus in terms of best practice standards needed for implementing culturally competent care.  Further, lending to challenges in achieving conceptual clarity around the construct are the numerous terms that are used interchangeably to represent cultural competence.    Some of these include but are not limited to cross cultural expertise, culturally skilled, cultural awareness, cross cultural competence, cross cultural expertise, and cultural proficiency.  These terms, while similar, also hold distinguishing differences which detract from their being able to be used interchangeably.  For instance, a provider may be culturally aware, that is may hold a high degree of awareness about different social and cultural groups, and at the same time may be lacking in cultural skill, expertise or competence.  

Despite struggles in defining the construct, there exists overwhelming agreement in the need for cultural competence in the provision of healthcare.   As noted throughout the literature given the rapidly changing national demographics increasingly, providers and healthcare systems will be faced with the challenge of meeting the healthcare needs of diverse racial, ethnic and cultural populations.   Additionally cultural competence is increasingly being cited as a key strategy in eliminating long-standing disparities in the health status of people of diverse cultural backgrounds.  Further, as cited by the National Center for Cultural Competence, there exists a compelling need for cultural competence, 1) to improve the overall quality of healthcare services and outcomes, 2) to decrease the likelihood of liability and malpractice, 3) to meet regulatory and accreditation mandates and 4) to enhance the workplace environment.  

Cultural competence was first introduced to the field in the area of child and adolescent health to improve the responsiveness and coordination of care within the child welfare system.  Pioneering these efforts, Cross, Brazon, Dennis and Issacs (1989) defined the construct as, “a congruent set of behaviors, attitudes, skills, policies and procedures that come together in a system, agency or among professionals to enable them to work effectively in cross cultural situations.”  Similarly Davis (2003), defined the construct as “knowledge, information, and data from and about individuals and groups that are integrated and transformed into clinical standards, skills, service approaches, techniques, and marketing programs that match the individuals culture and increase both the quality and appropriateness of healthcare and health outcomes”.   While each of these definitions address the multilevel and systemic nature of cultural competence literature has typically addressed individual provider level cultural competence and only more recently has addressed organizational and larger systems approaches to defining and implementing the construct.   We provide a brief summary of key literature in each of these areas as they informed the development of the CMHC’s cultural competence plan.

Individual Provider-level Cultural Competence

Among the conceptualizations of cultural competence at the individual provider level that has received the greatest degree of consensus in the field has been the work of Sue and colleagues (Sue, Bernier, Durran, Feinberg, Pederson, Smith, & Vasquez-Nuttall, 1982; Sue, Arredondo & McDavis, 1992; Sue, Carter, Casas, Fouad, Ivey, Jensen, Lafromboise, Pontorotto & Vasquez-Nutall, 1998).  Sue et al. (1992) proposed a set of multicultural competency guidelines that have been adopted as standard by six divisions of the American Counseling Association and two divisions of the American Psychological Association.  These competency standards are based on a 3 x 3 matrix (Counselor Characteristics by Competency Domain) whereby characteristics of a culturally skilled counselor are cross-classified with the primary domains of multicultural competence, so as to create a total of nine competency areas.   Culturally-skilled counselor characteristics include: a) counselor awareness of (one's) own assumptions, values, and biases; b) counselor understanding of the worldview of the culturally different client; and, c) developing culturally appropriate intervention strategies and techniques.  Cultural competency domains include: a) attitudes and beliefs; b) knowledge; and, c) skills.  As part of this model, for each of the nine cultural competency areas, a number of specific explanatory guidelines are presented so as to create a total of 31 recommended standard guidelines for the delivery of culturally competent care. 

Though the Sue et al. (1992) standard guidelines have been accepted in the field, general critiques of cultural competency models and guidelines have included questions regarding their specific behavioral indicators, as well as outcomes to expect when they have been successfully carried out (Iwamasa, Larrabee, & Merritt, 2000; Ridley, 2001).  Recognizing the need for further clarification of the Sue et al. (1992) cultural competency guidelines, the Professional Standards and Certification Committee of the Association for Multicultural Counseling and Development expanded the guidelines by adding operational definitions of diversity and multiculturalism, and by adding explanatory statements that further operationalize each of the 31 standard guidelines (Arredondo et al., 1996).  Thus, for the guideline that pertains to counselor awareness of own cultural assumptions, values, and biases in the attitudes and beliefs domain, the cultural competency explanatory statement indicates that a culturally skilled counselor "Can identify at least five features of culture of origin and explain how these features affect their relationship with culturally different clients" (Arredondo et al., 1996, p. 59).  The expanded guidelines additionally added the following statements pertaining to counselors: "Can identify implications of such statements as internalized oppression, institutional racism, privilege, and the historical and current political climate regarding immigration, poverty and welfare (public assistance)" (Arredondo et al., 1996, p. 65) and "Can identify and communicate possible alternatives that would reduce or eliminate existing barriers within their institution and within local, state, and national decision making bodies" (Arredondo, et al., 1996, p. 69).

Organizational-level Cultural Competence

Although most multicultural competency research has focused at the individual level of analysis, Cross, Bazron, Dennis, & Issacs, (1989), provide an organizational analysis of cultural competence.  These authors define cultural competence as a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals and enable that system, agency, or those professionals to work effectively in cross-cultural situations.  For instance Cross et al. (1989) also propose a five-stage continuum model of multicultural organizational development created specifically for health care organizations.  At the most negative end of the continuum is cultural destructiveness.  Agencies defined as culturally destructive have policies and practices that are actively destructive to cultures and individuals of different cultures.  Next on the continuum is cultural incapacity, and includes agencies that, although not purposefully destructive, do not have the capacity to deal effectively with people of color and their communities.  Culturally incapacitated agencies may perpetuate societal biases and beliefs in racial inferiority.   The next stage along the continuum is cultural blindness.  Agencies at this stage attempt to be unbiased in their approach by maintaining that race and culture make no difference in service provision, and thus utilize a dominant culture approach to all clients.  Next are culturally pre-competent agencies, which make attempts at becoming more multicultural but continue to have difficulty in addressing the specific needs of diverse clients.  Next are agencies with basic cultural competence skills in areas such as awareness and acceptance of difference.  These organizations recognize their strengths and limitations in working with minority populations.  Finally, culturally proficient agencies incorporate concepts of cultural competency into relevant policies, practices, and overall agency climate.   

The Cross et al. (1989) continuum model of cultural competence has been a valuable contribution to the field.  However, a limitation of the model is that the steps necessary for an organization to advance from one stage to another on the continuum are not addressed in the model.  In summarizing key research in this area, Sue et al. (1998) provides some guidance in this regard.  The authors developed a list of six characteristics essential to the provision of culturally competent care or education, in noting that a culturally competent organization: 
1. Values diversity.  Culturally competent organizations recognize, value, and respect the varying cultural values, beliefs, worldviews, and communication styles of staff and clients from different cultural backgrounds. Additionally, within group cultural differences are acknowledged and appreciated. 
2. Possesses the capacity for cultural self-assessment or cultural auditing.  Organizations, often with the help of outside consultants, assess their services for effectiveness, cognizant of the fact that service provision is inevitably a cross cultural enterprise where larger service system values interact with the beliefs and attitudes of clients from varying ethnic backgrounds. 
3. Clarifies its vision.  Staff has an awareness of the organizations training and education goals, overall, and with respect to multiculturalism.  
4. Understands the dynamics of difference.  Staff and administrators have an awareness of the “dynamics that can occur when two or more cultural groups confront stereotypes, political, and power differences and the histories of misinterpretation and misjudgment that combine in expressions of racism, sexism, or other forms of discrimination, p. 108.”
5. Institutionalizes its cultural knowledge.  On an ongoing basis, organizations provide opportunities for staff to acquire, share, and discuss cultural knowledge.  Such opportunities could include scheduling regular case presentations and discussions that highlight key cross cultural issues, organizing speaker series with invited presentations from representatives from key culturally related community groups, and/or hiring consultants to provide ongoing cultural competence training and education. 
6. Adapts to diversity.   Organizations will adapt to the changing needs of the populations to whom they provide services.  This may include designing new programs as particular needs are identified, incorporating traditional healing practices or folk healers in the treatment process, or where possible, inviting key family members to participate in the treatment process as a means of enhancing engagement

In response to numerous such efforts to outline organizational practices needed for the provision of culturally competent services, and in an attempt to move towards national consensus, the U.S. Department of Health and Human Services Office of Minority Health formed a national advisory board charge with the task of developing a set of standards necessary for assuring cultural competence in health care (DHHS, 2001).  The standards were developed based on a comprehensive review of linguistic and cultural competence tools, policy documents, internal institutional guidelines, state and federal laws and regulations, certification standards, accrediting guidelines, and relevant research addressing outcomes in relation to cultural and linguistic health care services. Based on this review a set of fourteen standards were developed to provide guidance in the delivery of culturally and linguistically appropriate services (CLAS). The U.S. Department of Health and Human Services Office of Minority Health is currently in the process of developing a step-by step practical guide to assist organizations in implementing the CLAS standards.  See Table 1 in Appendix for a listing of the CLAS standards. 

Systems-level Cultural Competence
System level conceptualizations of cultural competence are extremely scarce in the literature.  However, Sue (2001), in his most recent conceptualization of the construct, discussed the need for more large scale and systemic approaches to implementing cultural competence.  He notes that intervening at the individual level, for instance to the neglect of organizational or systems levels is likely to hinder broad-based change.  He proposes a 3 x 4 x 5 multidimensional conceptual framework for organizing the primary dimensions of cultural competence, whereby: a) Dimension 1 represents Race and Culture-Specific Attributes of Cultural Competence (African American, Asian American, Latino American, Native American, European American), b) Dimension 2 represents the Components of Cultural Competence (Knowledge, Skills and Awareness of Attitudes/Beliefs, and c) Dimension 3 represents the Foci of Cultural Competence (Individual, Professional, Organizational, Societal).  Strengths of the Sue (2001) model include its broad-based conceptualization of the construct and recommendations to use systematic and multilevel interventions when possible as a general means of enhancing cross-cultural work.  Further, with its focus on four different domains of cultural competence the model integrates well previous research in this area, which has generally addressed multi-level analysis using separate models.   A limitation of the Sue model is its lack of development of the systemic level focus of cultural competence, perhaps because of the paucity of research in this area.  Further, as 
noted by Reynolds (2001) an additional limitation of the Sue (2001) model is that with its complexity, difficulties may arise in concrete and practical applications of the models various dimensions. 

Summary and Plan Development Process

As suggested by this brief review, cultural competence is indeed a multidimensional and complex construct.  In developing CMHC’s cultural competence plan an overarching goal was to propose action areas at the individual provider, as well as the organizational levels.  Finally, efforts were made to integrate cultural competence recommendations as outlined in the DMHAS Strategic Plan developed by the Office of Multicultural Affairs.  Thus, consistent with the literature CMHC’s plan is designed to target multiple areas of service delivery within the CMHC system simultaneously (i.e., direct care, provider knowledge awareness and skill areas, programming, and policy interventions).

The CMHC 2004-2007 Plan was developed in conjunction with the Center’s Cultural Competence Committee after a series of meeting in which action areas of the 2001 Plan were reviewed and discussed in terms of progress achieved.  Action areas still in process were carried over to 2004-2007 Plan.  Additionally, action areas were generated based on findings from the   DMHAS multicultural organizational assessment, completed and discussed by committee members over a series of meetings.   Different from the 2001 plan, action areas proposed within this plan are strategically staggered such specific action areas are targeted for each of the three years of the Plan’s implementation.  Finally, an overarching goal in developing this plan was to propose realistic and manageable intervention areas given the Centers current and projected fiscal resources. 

The Connecticut Mental Health Center
The Connecticut Mental Health Center is a multi-site, urban community mental health center   that has been in existence since 1966.  CMHC treats individuals who are low income and experiencing severe and persistent mental illness and or substance abuse problems.  Services are offered at a variety of locations throughout the New Haven area and are easily accessible by public transportation.  CMHC functions as the Local Mental Health Authority for Catchment area 7 of the Connecticut Department of Mental Health and Addiction Services.  The Center also provides oversight responsibility for 12 community agencies funded by DMHAS.  These agencies provide services in four categories which include:  1) Clinical and Case Management Services, 2) Psychosocial Rehabilitation Services, 3) Residential Services, and 4) Vocational Rehabilitation Services.   

In addition to these 12 community agencies the center provides services through three satellite clinics located throughout the New Haven area.  Satellite service locations include:

The Hispanic Clinic.  Created in 1974, the Hispanic clinic provides bilingual and bicultural outpatient services to individuals of Latino origin in the New Haven community.  Service components of the clinic include the Mental Health Unit, the Substance Abuse Unit and the Prevention Unit.  Specific service modalities offered include individual, group, couples, family therapy, in addition to comprehensive evaluation and psychiatric medication services.

The Substance Abuse Treatment Unit (SATU).  SATU provides outpatient evaluation, referral, and treatment to individuals who are 18 years and older and who are experiencing problems with drug or alcohol use.  Key program components of SATU are the evaluation init, the brief treatment unit and the Naltrexone program for opiate dependent individuals.

The West Haven Clinic. The West Haven Mental Health Clinic was established in 1971.  It offers a full range of psychological and psycho-pharmacological services to adults, families and children in the West Haven Community.  In addition to the provision of the highest quality of outpatient services, the clinic is committed to the goals of research and the provision of training for students in the mental health disciplines.

Agency Demographic Data

CMHC routinely collects data on services, client and staff demographics.  For the purposes of this cultural competence plan and to provide a sense of the racial and ethnic composition of those receiving services at the center, as well as the staff and New Haven area demographics we compiled the following demographic profile:

The following table is a summarization of the demographic data.

	
	White
	Black
	Latino**

	Greater New Haven*
	        106,577
	56,301
	6,016

	New Haven
	53,723
	46,181
	4,829

	CMHC Clients
	1,367
	787
	643

	CMHC Staff
	234
	72
	37


* Include CA 7 towns (New Haven, Hamden, Woodbridge, Orange) plus West Haven

** May be of any race.

Note: Other cultures are not represented in this data analysis due to small numbers and lack of consistency in reporting across data sources.

Cultural Competence Related Services, Programs and Committees 

The CMHC has a deaf/hearing impaired program staffed by employees fluent in American Sign Language.  A TDD communication system is in place and accessible for deaf/hearing impaired clients.  Bilingual staff provide services for Spanish speaking clients. Resource materials and services in Spanish are available through the Hispanic Clinic. Bilingual and bicultural staff are also employed on the Inpatient Service, Ambulatory Services, Care Management, Substance Abuse Treatment Unit, and The Consultation Center as well as in the Pharmacy, Public Safety, Housekeeping, and Administration. In addition, we have a contract with ATT interpretation service for access to interpreters for other language needs.   

An important strength of the CMHC is its location.  The Center is located in New Haven, adjacent to the multicultural Hill and Dwight area neighborhoods and the city’s two major acute care hospitals.  The Center and its satellite clinics also are easily accessible by public transportation. All of our facilities are handicap accessible.

Publicized clinical services are available evenings and weekends through Acute Services.  Recently these evening and weekend hours were cut back due to vacant positions and a hiring freeze. The Center is committed to program accessibility and will resume the extended evening and weekend hours once staff positions are redeployed.   The ACT Team, West Haven, SATU, and the Hispanic Clinic flex their scheduled hours to provide evening services. The Consultation Center holds its family education programs in the evening and weekends to accommodate family members’ work schedules. Other conference and educational programs open to consumers, families, and the general public are held throughout the week, including Saturdays.

The process of conducting this multicultural service system assessment served as a catalyst to review our strengths and to identify areas needing improvement.  This preliminary review focused our attention on the variability and diverse perspectives regarding our strengths and priority concerns. 

The overall goal for the CMHC is to provide best practice, culturally competent, behavioral health services across levels of care.  In order to achieve this goal, the senior management is committed to reviewing and updating the cultural competence plan each year.  The following plan sets realistic objectives and activities for the coming year with a primary focus on our points of entry. 
CONNECTICUT MENTAL HEALTH CENTER

CULTURAL COMPETENCE PLAN

ACTION PLAN

	Goal: To provide “best practice,” culturally competent, behavioral health services across levels of care

	OBJECTIVES
	ACTIVITIES
	STAFF RESPONSIBLE
	TIME TABLE
	OUTCOME

	Develop a structure and process to advise senior management on issues related to providing culturally competent services.


	Appoint a Cultural Competence

Advisory Committee (CCAC)
Monitor the implementation of the CMHC’s cultural competence plan
Review tasks quarterly with Dr.

Jacobs
	Selby Jacobs, MD

Edna Aklin, LCSW 

Edna Aklin, LCSW
	January 2004 

June 30,2004 then ongoing

Quarterly   
	Committee convened
Completion of plan

Implementation of

cultural competence plan

	
	
	
	
	

	
	
	
	
	

	Identify bilingual, bicultural staffing needs at primary access site
	(Luis’ strategies for the Hispanic Services)
	Luis Anez
	Ongoing
	

	Bilingual Stipend List 
	Provide each unit with updated list
	Miriam Augustine
	Annually in July 
	Last received July 05

	Integrate Pastoral Services into Ambulatory Clinical Services
	Provide pastoral services to ACT Team clients and consultation to staff 
Publicize to ambulatory services Thursday office hours for direct client services and consultation to staff.


	Donald Simpson
Donald Simpson
	October 2004
October 2004
	2.5 Hrs. FTE to ACT
Tuesday Treatment

Planning

Friday Breakfast Group

	Provide Annual Training, Seminars & Activities 
	Present CC to CSN Directors  
Accessing Mental Health Services in Community Setting: Help Seeking & Satisfaction Among Latina 

Perception of Mental Illness Among Mexicans 
Cultural  Competence Working Across Cultures in Behavioral Health Services

( Rescheduled for March 8, 2006) 
A Taste of CMHC ( Multicultural Food Tasting 


	 Edna E. Aklin 

Miriam Delphin

Edna E. Aklin

Nancy Anderson

Edna Aklin 

Nancy Anderson

Ted Pappas
	February 12, 2004
October 27, 2004

December 19, 2005

March 2005

March 8, 2006

May 1, 2006
	Completed presentation

and received feedback

Cultural competence skills of staff increased 

Unable to complete due to scheduling conflicts 

Sixteen staff completed training.

Mental Health Month Celebration

	Promote a culturally sensitive environment of care
	Conduct inventory of culturally and linguistically appropriate education and community resource materials being used at CMHC.  Identify and respond to needs based on inventory.
	Edna E. Aklin
Robyn Sommer
	September 04
November 05
	Educational materials

reflect culture of persons

served

	Identify Health Disparities in the CMHC system 


	Consumer Satisfaction Compared to Race/ Ethnicity , Age & Gender with Non –members of Other Groups

July01 through June 30, 2005 data collection ( A Center wide  Examination of Healthcare Disparities )  

Convene group with consultant

 Jaak Rakfeldt, Ph.D  to develop and explore extensive health disparity 
	Edna E. Aklin, Yvonne Pallotto, Selby Jacobs 

Edna E. Aklin, Yvonne Pallotto, Debbie Fisk, Paul Moore

Edna Aklin, Debbie Fisk, Stacy Cartier, Yvonne Pallotto, Paul Moore
	July 19, 2005

September 15,2005
April 05,06
	Persons of color less satisfied with access, participation in treatment, and quality

See Report
Developing area to study and develop strategies to reduce disparities  


