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Building on Family Strengths Conference
June 26–28, 2003

See the Call for Presentations, page 37 of this issue!

The 10th Annual Building on Family Strengths Conference, showcasing cul-
turally competent, family-centered research and innovative programs and prac-
tices, is scheduled for June 26–28, 2003 at the Hilton Hotel in Portland, Or-
egon. See the Call for Presentations on page 37 in this issue of Focal Point.
Updated information will be available on our website throughout the winter
and spring. The 2002 Conference Proceedings will be available in late spring
2003 on our website and in print.

At our website: www.rtc.pdx.edu

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

Forums: Participate in our new online discussions
The RTC website now includes a Forums section which invites visitors to post
their comments and reactions to featured articles, essays, and book reviews.
The current featured discussion focuses on the essay “Getting beyond normal:
A parent describes her reaction to the term ‘normalization.’”

Visitors are also welcome to begin new discussion threads by posting to the
open discussion section in Forums.

Please update your contact information!
Help us keep our lists up-to-date by letting us know about any changes in your
contact information. You can also add your e-mail to the rtc Updates list to
receive information on the latest developments in family support and children’s
mental health. Online, go to our home page and click on “Join our List,” then
follow the instructions to update or add your contact information. Otherwise,
e-mail tullisk@pdx.edu or call (503) 725-4256.

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○
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ASSESSING AND ADDRESSING
CULTURAL COMPETENCE IN SYSTEMS OF CARE

From the Editor at the Research and Training Center
on Family Support and Children’s Mental Health (RTC)

In 1988, and again in 1994, Focal
Point examined cultural compe-

tence in children’s mental health. In
the intervening years, much has
changed, yet much also remains the
same. For example, in the lead article
in the Fall, 1988 issue, Terry Cross
outlined the “cultural competence
continuum.” Cross’ definition of the
continuum continues to be influential,
as does his description of cultural
competence as an ongoing develop-
mental process during which organi-
zations and individuals are continu-
ally challenged to do more. The
articles in the current issue clearly
build from this theoretical foundation,
and demonstrate the extent to which
these ideas have permeated discus-
sions of systems of care for children
and their families.

Articles in earlier Focal Point issues
cited a variety of indicators pointing
to a lack of cultural competence in
child-serving systems. The current is-
sue cites similar indicators; in fact,
research from the last few years has
provided us with much better data
regarding populations served and the
extent of disparities for racial and eth-
nic minorities as compared to Whites.

At the same time, the articles of the
current issue demonstrate how we
have been challenged to increase our
sophistication in interpreting this
data, and in using it as a means to help
us target our efforts for change.

Another recurring theme in the ear-
lier issues was the need for the mean-
ingful involvement of family and com-
munity members in efforts to increase
cultural competence. This theme too
is reiterated throughout the current
issue. The current articles go beyond
simply calling for involvement, how-
ever. The articles describe a variety of
strategies communities have used to
systematically engage the perspectives
of family and community members.
With these strategies in place, family
and community members have the
opportunity to play a central role in
making and monitoring concrete ac-
tion plans for increasing cultural com-
petence.

Yet with all that is shared across
these issues, there is nevertheless a
very different feel to each of them. The
articles in Focal Point in 1988 were
primarily concerned with developing
definitions and theory. The 1994 is-
sue contained more discussion about

how to apply the theory in real life,
but there was a sense that this was
all still prospective: initiatives were
being planned, efforts were prelimi-
nary, research was proposed. What
makes the current issue different is
the energy that flows from discus-
sions of the wide variety of specific
approaches and strategies for in-
creasing cultural competence that
have been implemented by our con-
tributors. The authors fully ac-
knowledge that experience has not
simplified the process—if anything,
additional knowledge and informa-
tion reconfirm the magnitude of the
need, as well as the complexity of
assessing and addressing cultural
competence in systems of care. But
responses to these challenges have
also grown in their sophistication.
We now have a record of efforts that
have produced improvements that
are not only measurable but also
palpable to the people who receive
services from systems of care and the
people who work in them.

Janet S. Walker, Ph.D., is Associate Di-
rector for the Research and Training
Center and Editor of Focal Point.
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In the document, Towards a Cultur-
ally Competent System of Care,

Cross, Bazron, Dennis and Isaacs
(1989) first presented a model of cul-
tural competence that in the past thir-
teen years has gained widespread rec-
ognition, provoked changes in
thinking about serving diverse com-
munities, provided the framework for
numerous training efforts, stimulated
attempts to measure and assess this
construct, and infused cultural com-
petence into the lexicon of mental
health and human services. At the
time, this was a landmark mono-
graph. Thirteen years after, where
are we?

While the concept of cultural com-
petence has permeated children’s ser-
vices and bold efforts have been
made to improve the system of care
for culturally diverse children and
their families, significant barriers to
access, quality, and positive outcomes
of care still remain. The Surgeon
General’s recent supplemental report,
Mental Health: Culture, Race, and
Ethnicity (U.S. Department of Health
and Human Services, 2001) detailed
striking disparities in mental health
services for racial and ethnic minori-
ties compared to Whites. Minority
populations had less access to and
availability of mental health services,
were less likely to receive needed men-
tal health care, often received poorer
quality care when in treatment, and
were underrepresented in mental
health research.

Many of the barriers that deter
communities of color from accessing
and engaging in treatment pertain to
all populations: fragmentation of ser-
vices, lack of availability, cost of ser-
vices, and societal stigma about men-
tal illness. However, additional
barriers deter people of color from
seeking services, including mistrust
and fear of treatment, different cul-

REFLECTING ON CULTURAL COMPETENCE:
 A NEED FOR RENEWED URGENCY

tural conceptualizations of illness/
health and help-seeking, differences in
language and communication pat-
terns, and racism and discrimination
at the personal and institutional lev-
els. As a result, racial and ethnic mi-
norities experience collectively a
greater disability burden from emo-
tional and behavioral disorders than
do Whites. This higher burden arises
from receiving less care and poorer
quality of care as opposed to the dis-
orders being inherently more severe
or prevalent in these populations (U.S.
DHHS, 2001).

A key message in the Surgeon
General’s supplemental report was the
pivotal role of culture in mental
health, mental disorders, and mental
health services. Culture is critical in
determining what people bring to the
clinical setting, how they express and
report their concerns, how they seek
help, what they develop in terms of
coping styles and social supports, and
the degree to which they attach stigma
to mental health problems. This con-
cept, however, is not just limited to
the child and family; it is also relevant
to the providers. Each group of pro-
viders and each system of service de-
livery embodies a “culture” with
shared beliefs, norms, values and pat-
terns of communication. Each of these
provider groups may tend to perceive
strengths, weaknesses, help-seeking
behavior, symptoms, diagnosis, assess-
ment and intervention in ways that di-
verge from each other and from that
of the child and family.

There is a renewed sense of urgency
for children of color in our current
systems of care. This is fueled by sev-
eral factors. First, there is a demo-
graphic imperative documented by
census data clearly showing that ra-
cial and ethnic minority populations
are growing as a proportion of the
total US population. There is no doubt

that, as we progress into the 21st cen-
tury, more youth of color will be in-
volved in child-serving systems.

Second, numerous studies indicate
that children of color are faring poorly
in our current systems of care. While
the prevalence of mental health issues
appears to be similar to that of the
mainstream population, the unmet
need for culturally diverse groups is
significant. For youth of color, who
often do not access a specialty mental
health system, other systems such as
juvenile justice, child welfare, and spe-
cial education become the de facto
mental health service. In these sys-
tems, they often tend to be unserved,
under-served or inappropriately
served (Hernandez, Isaacs, Nesman &
Burns, 1998). In juvenile justice or
child welfare systems, treatment may
be based more on social control and
removal from the family than on sup-
port for positive growth and develop-
ment (U.S. DHHS, 2001). The need
for mental health services among
youth involved in juvenile justice is
increasingly well documented. Yet
studies indicate that youth of color
fare even worse than their White
counterparts. For example, studies
suggest a dual pathway for White and
minority youth who commit delin-
quent offenses with the former more
likely to be diverted from the juvenile
justice system into the mental health
system for “treatment” while minor-
ity youth are more likely to be pro-
cessed in the juvenile justice system
for “punishment” (Dembo, 1988;
Hutchinson, 1990). [Ed. Also see the
article by Breda on page 10 in this is-
sue for a examination of this topic.]

An examination of the child wel-
fare system reveals several signifi-
cant findings with implications for
children of color. First, these chil-
dren and their families are dispro-
portionately represented in child
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welfare, and experience
poorer outcomes and re-
ceive fewer services than
their White counterparts
(Courtney, et al., 1996);
second, mental health
disorders are prevalent
and an estimated 30% to
80% of children in fos-
ter care have severe emo-
tional problems (Blatt,
Saletsky, Meguid, Church,
& Critzet, 1997). Children
of color have the least
chance for mental health
service recommenda-
tions, are least likely to
have plans for family
contact and are most
likely to be in out-of-
home placements.

In terms of mental health services,
numerous studies find disparities be-
tween the types of services received
by minority children and those re-
ceived by their White counterparts.
African American children receive less
treatment in schools and in psychiat-
ric inpatient care and receive more
services from publicly funded residen-
tial treatment centers. American In-
dian children rarely receive services in
specialty mental health and more
likely through juvenile justice, schools
and residential settings. Latino youth
are underrepresented in outpatient
mental health facilities and limited ser-
vice utilization data exist for Asian
American youth.

The third factor underscoring the
urgency for culturally competent care
is highlighted in isolated yet recurring
stories of tragic outcomes for children
of color. In August 2002, the Fresno
Bee reported a string of youth suicides
in the Fresno, California Hmong
(Asian refugees from Laos) community.
Emerging from their intergenerational
and intercultural confusion and dis-
tress, parent leaders in the Hmong
community appealed to public sys-
tems to help prevent further suicides.
Different plans were proposed and
discarded due to various bureaucratic
obstacles and lack of appropriate pro-
viders. While the local district was as-

sembling its plan, four more children
killed themselves.

In spite of a rather dismal national
picture, there are pockets of innova-
tion and culturally responsive services
that are contributing to positive out-
comes for these youth. However, we
need a broader cross-system action
agenda that consistently produces
good outcomes. This effort must
translate the principles and practices
put forth in the 1989 cultural compe-
tence model to build a policy agenda,
programs, and a workforce to reduce
racial and ethnic disparities.

A national policy agenda would
address several critical areas.

(1) Building a primary mental
health care system to integrate men-
tal health services into education and
primary health care represents a fun-
damental shift in service delivery,
drawing upon a public health ap-
proach to reach the children where
they live and function. Frontline pro-
viders for children are the schools and
primary health care providers; these
systems are more readily accessible to
children of color, who rarely utilize
the specialty mental health system.
Furthermore, this approach would
converge well with patterns of help-
seeking in diverse communities, re-
duce barriers to mental health care,
and further the building of appropri-
ate systems of care. For ethnic minor-

ity clients who receive
referrals from primary
care to mental health,
there is usually poor fol-
low-through on these re-
ferrals. Thus, policies
that integrate culturally-
appropriate mental
health services into
schools and primary
health and policies that
build partnerships be-
tween these providers to
provide early identifica-
tion, prevention and in-
tervention may be more
effective in reaching chil-
dren of color.

(2) Restructuring fi-
nancing of mental health

services is necessary to promote eq-
uity in mental health care for children
of color. Families of color are grossly
uninsured, with rates ranging from
21% for Asian Americans and Pacific
Islanders to 37% for Latinos. Black
children are 20% more likely and
Latino children twice as likely to be
uninsured than White children (U.S.
DHHS, 2001; Kaiser Foundation,
2000). Current state prioritization for
mental health funding is ranked as a
high priority in only seven states and
state appropriations for mental health
have increased at a much lower rate
than total state spending and spend-
ing for corrections (Lutterman, Hirad
and Poindexter, 1999). While Medic-
aid is an invaluable funding source for
public mental health services, it is
founded on a medical model of treat-
ment that is not designed for commu-
nity-based services and supports or
the complex array of non-medical ser-
vices needed by children of color with
mental health needs.

(3) Assessing quality and increasing
accountability of services for minor-
ity youth and their families is consis-
tent with the widespread emphasis on
results, outcome data, performance
requirements, and standards of care
that have become an integral part of
the operations of human service agen-
cies on both the state and federal lev-
els. In 2000, the federal Center for
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Mental Health Services published Cul-
tural Competence Standards in Man-
aged Mental Health Care Services: Four
Underserved/Underrepresented Racial/
Ethnic Groups (CMHS, 2000). Stan-
dards such as these should provide the
benchmarks for providers serving chil-
dren of color. Minority populations
are vulnerable to discriminatory prac-
tices and systemic racism. Policies and
procedures must be developed to sys-
tematically document the service ac-
cess, treatment plans, and outcomes
for these children.

(4) Including racially and ethnically
diverse populations in mental health
research is imperative to gaining a

better understanding of the epidemi-
ology of mental health problems,
building the evidence base for these
groups, and understanding the impact
of mental health services. Without
basic epidemiological data, we lack
understanding of the breadth of prob-
lems and the data necessary to advo-
cate on behalf of these populations.
Without their inclusion in studies of
evidence-based practices, we don’t
really know what works for these
groups and therefore what constitutes
“quality” services. Youth of color are
rarely included in efficacy or effective-
ness studies. Community-based and
ethnic-specific agencies have been pro-
viding services to diverse populations
for several decades but have not de-
veloped an evidence base to support
their practice. Because payers and
purchasers of services will increasingly
be guided by the “evidence-base,”
these agencies need to be involved in
a services research endeavor. Addi-
tionally, proven evidence-based prac-
tices need to be disseminated to those
community programs that have an es-
tablished infrastructure for delivery of
care that is accessible, acceptable, and
affordable to communities of color.

(5) Developing strategic plans for
cultural competence at the state and
local level may provide policies and
incentives that potentially change
the delivery of mental health inter-
ventions and supports at multiple
levels. Several states have statewide
operational cultural competence
plans. For example, Pennsylvania’s
plan, adopted by the Department of
Public Welfare’s Office of Mental
Health and Substance Abuse Ser-
vices, aims to improve cultural and
clinical competence at administra-
tive and provider levels throughout
the state’s behavioral health system.
The plan calls for regular training
in cultural competence; articulating
policy and program objectives, and
providing monthly reporting on
these objectives; and for incorporat-
ing cultural competence standards
into policies, training, programs,
and initiatives of each state mental
health facility. Other states’ plans

also address human resource issues,
a critical piece in developing cultur-
ally competent systems of care.

Dr. David Satcher, the recent U.S.
Surgeon General, states, “To the ex-
tent that we meet the health needs of
the most vulnerable among us, we
actually do the most to promote and
protect the health of the nation.
Whether we’re talking about children
or ethnic minorities, the extent to
which we respond to the needs of our
most vulnerable citizens and the de-
gree to which we make changes to al-
leviate the unique needs of our least
protected says a great deal about how
well we are promoting and protect-
ing the health of the nation” (Carter
Center, 2000, p. 13).
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NATURAL HELPERS FROM THE NEIGHBORHOOD

Maria has a heart big enough to
help many families in need. As

she walks around her neighborhood,
she often sees families who look as if
they may need help. She sees children
running down a sidewalk when they
should be in school. She sees a mother
with young children standing on a
street corner looking distressed. In
these situations, Maria reaches out,
offering her help as well as the
Center’s. She helped to changed the
life of that mother on the corner. The
mother told Maria that she had no
way of providing for her family and
was even considering taking the lives
of her children, and then her own.
Maria quickly stepped in. Through
her own connections, she found a job
for the mother, offered her ongoing
emotional support, and encouraged
her to become involved with the dif-
ferent programs offered at Abriendo
Puertas Family Center. The profes-
sionals at the Family Resource Cen-
ter assisted by finding her a home,
helping to enroll the children at
school, addressing her immigration
status, and linking her to counseling.”
(Miller, 1998, p. 3)

As we develop comprehensive
neighborhood systems of care, it is

important for us to recognize that pro-
fessionals and the formal service de-
livery systems in which they work
have not always been able to resolve
problems facing families. When we
overly rely on professional helpers,
formal agencies, and system solutions,
we may fail to create strategies fully
relevant to specific communities or we
may fail to produce experiences that
result in increased self-efficacy and
empowerment among families seeking
help. In addition, a lack of partner-
ship between formal services and in-
formal support systems may constrain
the opportunities for families to re-
ceive support on a 24-hour, seven-
days-a-week basis. Families may be
left to seek out support from relatives
and neighbors who may not have the
skills and resources necessary to re-
spond to a crisis. Professionals may
experience frustration at setbacks that
families experience after office hours,
when professionals are unable to re-
spond. Often, there is a significant
disconnect between formal and infor-
mal systems, between formal service
providers and natural helpers. Efforts
to create neighborhood-based systems
of care will fail unless the assets of
formal and informal systems are

brought together to work in partner-
ship, with full value placed on what
each has to contribute to the well-
being of children and families.

Child and family service systems are
moving from institution-based to
community-based services and sup-
ports, from individual- to family-cen-
tered approaches, from a deficit-
driven to a strengths-based model,
from a strictly clinical approach to a
combined social support model, and
from a mono-cultural approach to
cultural competence. To support this
movement, training and ongoing sup-
port are needed. The implementation
of comprehensive, neighborhood-
based systems of care requires devel-
oping and supporting partnerships
between formal service systems and
informal supports in the community.
At its heart, this process involves es-
tablishing and nurturing partnerships
between service providers and natu-
ral helpers (Lazear, Pires, Pizarro,
Orrego, Lara, & Lavernia, 2001).

This article describes EQUIPO, a
front-line practice strategy to form
professional/natural helper partner-
ships. EQUIPO was originally devel-
oped to serve families and providers
in Miami, Florida’s East Little Havana

“
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neighborhood. EQUIPO (which
means “team” in Spanish) was devel-
oped through the Annie E. Casey
Foundation’s Mental Health Initiative
for Urban Children with the Abriendo
Puertas Family Center as the hub for
system-building efforts. EQUIPO del
barrio, as it is called at Abriendo
Puertas, was originally designed to be
responsive to the strengths and issues
raised by Latino families. Currently,
the EQUIPO approach is being imple-
mented in other diverse Annie E.
Casey and Center for Mental Health
Services (CMHS) grant communities,
including Hillsborough County,
Florida, where the two communities of
focus are primarily African American
and Latino; and Seattle, Washington,
in a primarily Latino neighborhood.

EQUIPO operationalizes the prin-
ciple of engaging, linking and support-
ing formal services and informal sup-
ports to work in partnership in a
community-based system of care. The
EQUIPO approach begins with the
acknowledgment that families and
neighbors historically have provided
critical supports to one another in a
myriad of informal ways. When fam-
ily members first recognize that they
cannot solve a health or mental health
problem by themselves, they typically
turn first to family, friends, neighbors,
or co-workers. The instinct to seek
help from people close to us or pro-
vide help to those in our own family
or community has been evident in ar-
eas such as birthing children, rearing
and protecting children, providing
shelter and meals, celebrating achieve-
ments and holidays, and sharing griev-
ing over the loss of loved ones. Infor-
mal supports also play a critical role
in supporting personal development
and in coping with a significant
change in family life, such as separa-
tion or divorce. This capacity for
mutual support and the practice of
providing informal supports by natu-
ral helpers in neighborhoods are es-
sential to child and family well being.

First and foremost, EQUIPO is a
front-line practice change strategy
with the objective to form profes-
sional/natural helper partnerships. It

is also concerned about mobilizing ex-
isting community resources and devel-
oping new ones. EQUIPO is a strategy
to increase the capacity to reach fami-
lies that have been underrepresented
in our formal systems of support and
involve them in meaningful ways. It
is a family centered, culturally com-
petent, individualized process which
supports the planning and coordinat-
ing of services and all helping efforts.
Through the EQUIPO process, par-
ticipants are acknowledged as leaders
in their community, learning together
with professional service providers
ways of sustaining a neighborhood
system of care.

To support the implementation of
EQUIPO in Miami, a training pro-
gram was developed using a “train-
ing of trainers” approach. The
EQUIPO training process encourages
both the natural helpers and profes-
sional service providers to learn to
recognize, respect, and utilize the
strengths that each can bring to the
community. The training uses a vari-
ety of interactive and participatory
team building methods, including use
of real family stories, opportunities to
practice skills and tools, and same-day
evaluation to adjust curriculum con-
tent and presentation. Through these
methods, the training assists the pro-
cess of building trust and developing
the partnerships between natural help-
ers and professionals. The EQUIPO
training process in East Little Havana
was implemented in five phases: (1)

planning and engagement of partici-
pants, (2) preparing natural helpers
and providers, (3) training and imple-
menting, (4) debriefing, and (5) train-
ing of trainers (Lazear, et al. 2001).

The first group of natural helpers
in East Little Havana included eight
community residents. Some members
of this first group had utilized the ser-
vices of the Abriendo Puertas Family
Center, while others were concerned
residents who wanted to become more
involved with their community and
the Abriendo Puertas Family Center.
In order for the natural helpers to
participate in the EQUIPO training,
they first had to complete leadership
and advocacy training in Abriendo
Puertas’ Madrina and Padrino pro-
gram. In addition to being natural
helpers, some of the Madrinas and
Padrinos also held volunteer positions
at the Center. The formal service pro-
viders in the first EQUIPO training at
Abriendo Puertas included the family
center’s case manager, clinical direc-
tor, registration coordinator, and fam-
ily coordinator. Other formal service
providers included the family service
coordinator and therapist from Mi-
ami Behavioral Health Center.

In Miami’s East Little Havana, the
EQUIPO training process helped both
natural helpers and providers recog-
nize, respect, and utilize each other’s
strengths to support families in the
community. According to the
program’s evaluator, improvements
among families served by the new,
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integrated approach were noted in just
six months after the training. With the
common bond of living in the same
area as the families receiving services,
the natural helpers in East Little
Havana’s EQUIPO related easily to
the families. The training helped them
become informal caseworkers and
make the initial assessment of con-
cerns and needs. They could then en-
courage families to seek supports and
services offered at the center (Miller,
1998).

Two promising approaches to
evaluating EQUIPO’s natural helper
model have been undertaken at two
different sites. The first was a process
aimed at engaging members of the
community to assist in the design and
implementation of an interactive par-
ticipatory evaluation process so that
they become active participants as
designers, data collectors, analyzers,
and, ultimately, users of the data pro-
duced by the evaluation. This ap-
proach was conducted by members of
Neighborhoods United of Plant City,
Inc., Florida, a grassroots organiza-
tion representing a neighborhood with
primarily African American families,
in partnership with the University of
South Florida. The program evaluated
through a participatory evaluation
process was the CHANGE-Maker
natural helper initiative, where all
members of the evaluation team were
CHANGE-Makers themselves. The
distinctions and connections between
the participant evaluators, the evalu-
ation, and the evaluated initiative
were firmly established and honored
in this evaluation approach
(Contreras, 2002).

The other EQUIPO natural helper
evaluation collected data though in-
terviews with families who had re-
ceived services and support from the
EQUIPO project in Miami, interviews
with the natural helpers in Miami
called Madrinas and Padrinos, file
reviews, and a network analysis con-
ducted under the auspices of the Casey
Urban Mental Health Initiative and
the OMG Center for Collaborative
Learning. A network analysis exam-
ined the relations among 204 indi-

viduals who participated in one form
or another in EQUIPO, including re-
cipients of services and supports,
Madrinas and Padrinos, formal ser-
vice providers and informal support-
ers of EQUIPO participants. The net-
work analysis revealed that almost
every person from whom data were
collected showed more linkages in
their network of support after the
EQUIPO had been in place than be-
fore the EQUIPO was in place. The
report also highlighted the importance
of the process of becoming a natural
helper after being a recipient of ser-
vices: “An important aspect of the role
of natural helpers illustrated by the
network analysis is the reciprocity of
help. A majority of the Madrinas who
were working with families in this
study were, at one point receiving ser-
vices from Abriendo Puertas; one of
them was an EQUIPO participant
during the first round of the evalua-
tion. She went from not having any-
one to list in her pre-EQUIPO net-
work, to a dense post-EQUIPO
network, to becoming the Madrina to
a participant in the third round of the
study one year later.” (Gutierrez &
Wolfe, 2001, p. 23)

The EQUIPO approach and the
training program that supports it
provide a model for community-
based services that are strengths
based, culturally competent, and
family centered. Yet, as a frontline
practice change strategy tied to
larger systems reform, the EQUIPO
approach takes time and constant
nurturing. Many natural helpers in
our communities, whether or not
they are formally recognized as
Madrinas and Padrinos, or
CHANGE-Makers, or other infor-
mal service providers, often work in
isolation, although they have a
wealth of supports to offer families.
For their part, the professionals pro-
viding the formal services often do
not know how to partner with and
use the natural helpers to support
and enhance their work with fami-
lies. While EQUIPO offers a front-
line practice strategy to strengthen
neighborhood systems of family sup-

port and is at its essence a cultur-
ally competent service delivery
model, there remain many lessons to
be learned about developing, nurtur-
ing, and sustaining natural helper and
professional partnerships.

“Limitations on these sources of
help derive less from their lack of will-
ingness to help than from our lack of
imagination in arranging it.” Nicho-
las Hobbs

References
Contreras,  R. B. (2002).  The

CHANGE-Makers neighborhood
initiative: Towards the development
of a participatory evaluation frame-
work. Unpublished manuscript,
University of South Florida, Tampa.

Gutierrez-Mayka, M. & Wolfe, A.
(2001). EQUIPO: Neighborhood
family team, (Final Evaluation Re-
port). Philadelphia, PA: OMG Cen-
ter for Collaborative Learning.

Lazear, K., Pires, S., Pizarro, M.,
Orrego, M.E., Lara, S. & Lavernia,
A. (2001). Lessons from the
EQUIPO del Barrio at Abrindo
Puertas, Inc. (FMHI Publication
#208). Tampa: University of South
Florida, The Louis de la Parte
Florida Mental Health Institute.

Miller, S. (1999, June). Building bet-
ter communities: CFS studies help
with design. Inkling: Newsletter of
the Department of Child & Family
Studies, Louis de la Parte Florida
Mental Health Institute, University
of South Florida, 1.

Katherine Lazear is a member of the
Research and Training Center and the
Department of Child and Family
Studies at the Louis de la Parte Florida
Mental Health Institute at the Univer-
sity of South Florida. E-mail:  lazear@
fmhi.usf.edu.

Sheila Pires is a partner in the Human
Service Collaborative in Washington,
D.C. She is the author of Building
Systems of Care: A Primer published
by the National Technical Assistance
Center for Children’s Mental Health,
Georgetown University Child Devel-
opment Center, Washington, D.C.



FOCAL POiNT10

SERVICE ACCESS  THROUGH JUVENILE COURTS

Special Challenges
for Culturally Competent Systems of Care

Cul tu ra l l y
c o m p e t e n t
systems of
care must as-
sure that all

youth have ac-
cess to services that
appreciate their cul-
ture and respond ef-
fectively to their

unique needs. Juvenile courts have
long been challenged to respond to the
needs of ethnically diverse popula-
tions of youth. Among the various
responses courts can offer on behalf
of young offenders is treatment refer-
ral, either to community-based men-
tal health (MH) or alcohol and drug-
related (A&D) services. This article
describes a recent study that examined
the role youths’ ethnicity plays in
courts’ decisions to provide offend-
ers access to MH or A&D services.
The study also provides an example
of how a series of complex issues—
legal, moral, political, and method-
ological—come into play in interpret-
ing data, and in deciding how to use
the data to inform efforts to increase
cultural competence.

A Current Study
The Juvenile Court Study (JCS),

conducted through Vanderbilt
University’s Center for Mental Health
Policy sheds light on the role of the
court in facilitating mental health and
substance abuse services to juvenile
offenders and, in particular, whether
such service-related decisions are in-
fluenced by youth’s ethnicity. State-
wide data from Tennessee were ob-
tained on all youth referred to any of
98 courts for either delinquency or
status offenses during 1997. Based on
the nearly 40,000 Black and White
youth between five and eighteen years
of age, data suggest that courts refer,
on average, 3% of young offenders

to formal MH services, and about 4%
to formal A&D services. Service-re-
lated referrals vary widely between
courts and are low relative to even the
more conservative estimates of service
need for this population of youth
(Otto, Greenstein, Johnson, & Fried-
man, 1992).

At first glance, the data suggest dif-
ferent rates of service referral for
Black and White offenders, particu-
larly for A&D service referrals. About
2.2% of Blacks and 2.7% of Whites
are referred to formal MH services
(e.g., counseling); 2.2% of Blacks and
4.7% of Whites are referred to for-
mal A&D services. However, Black
and White offenders differ on various
measures that can influence court de-
cisions, including the nature of the
current offense and the youth’s prior
offense history—two legal criteria that
research finds predict court outcomes
most consistently (Marshall & Tho-
mas, 1983). Thus, a key question is
whether any ethnic differences observed
in service access might be attributable
to ethnic differences on other factors
salient for decision making.

Mental Health (MH) Service Referrals
Study findings suggest that youth’s

ethnicity has little direct effect on the
court’s use of MH services indepen-
dent of its relationship to other vari-
ables. Rather, as prior research on
other types of court decisions has
found, legal criteria predict MH re-
ferrals better than characteristics of
youth’s social profile. For example,
the least (status) and most (crimes
against person) serious offenders are
more likely than other offenders to be
referred to care. Relatively high rates
of referral for status offenders may
reflect the court’s interest in interven-
ing in early stages of delinquency be-
fore problems become more intrac-
table. Elevated referrals for violent

youth may reflect the availability of
specialized programs for violent youth
(e.g., sex offender programs, conflict
management) or the court’s unwilling-
ness to give up rehabilitative efforts
for even the most serious of offenders.

While ethnicity has no independent
effect on MH referrals, other aspects
of youth’s social profiles help predict
who is referred to MH care. Offend-
ers between 10 and 15 years of age
are more likely than either those
younger or older to be referred to for-
mal services. Youth living in single-
parent households are referred at a
higher rate than youth living with
both biological parents, which may
indirectly improve service access for
Blacks more than for Whites given the
disproportionate number of Blacks
who live with single parents.

Nearly all of the effects of variables
on MH referrals are of the same mag-
nitude for Black and White youth with
one exception: for violent offenders.
As noted above, violent offenders are
more likely to be referred to MH care
than other types of offenders (except
status offenders, who are as likely as
violent offenders to be referred). This
is the case for both Black and White
youth. However, the magnitude of the
effect tends to be greater for Whites
than for Blacks, such that White vio-
lent offenders are more likely to re-
ceive MH services through the court
than their Black counterparts.

A&D Service Referrals
When we examine the court’s deci-

sions to refer offenders to formal
A&D services, the picture remains
generally the same as for mental
health referrals. Legal factors, rather
than social profiles, most strongly
predict the court’s use of A&D ser-
vices for juvenile offenders. Youth
charged with an A&D offense (e.g.,
sale or possession) are significantly
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more likely than other types of offend-
ers to be referred to A&D services.
As with MH referrals, youth with a
prior offense record are also more
likely than those without a prior
record to be service-referred. As with
MH referrals, age matters, with older
offenders generally more likely than
younger offenders to be referred to
A&D treatment.

Youths’ ethnicity generally has little
effect on the court’s use of A&D ser-
vices independent of its relationship
to other variables. However, there are
exceptions. One has to do with the
nature of the offense. While youth
with A&D offenses, both Black and
White, are more likely than other
types of offenders to be referred to
A&D services, this increased service
access is greater for Whites than for
Blacks. This has to do with a decision
the court makes at intake—whether
to handle a case informally or file a
formal petition against the youth. Re-
sults suggest that White offenders are
more likely to be referred to A&D
services than their Black counterparts,
especially when cases are handled in-
formally. When cases are handled for-
mally, the ethnic disparity, while
present, is not nearly as great.

Summary and Discussion
It is clear that juvenile courts must

play a bigger role in providing access
to community-based services to youth
and their families who may benefit
from them. Too few youth, Black and
White, have the opportunity to access
care through the courts, despite the
fact that courts may represent a rare
chance for receiving care that can help
young offenders live more productive
and happier lives.

Most of the tests for ethnic bias in
courts’ decisions to refer youth to ser-
vices conducted in this study failed to
find it. In a few instances, results sug-
gest that youth’s ethnic identification
does matter for service-related deci-
sions by courts, however its effect is
not simple or direct. Rather, ethnicity
seems inextricably linked to other
variables that, in some circumstances,
create greater service access for

Whites, while in other circumstances,
greater access for Blacks. For ex-
ample, courts appear more likely to
refer youth from single-headed house-
holds to MH services compared to
youth from other living arrangements,
which indirectly provides greater ser-
vice access for Blacks. To the extent
that courts perceive single-headed
households as more “symptomatic”
or in greater need of therapeutic sup-
ports, this variable could alternately
be viewed as a discriminatory factor
or as a legitimate influence on court
outcome. Legal scholars disagree
about whether considering the social
situation of the offender is appropri-
ate during decision making in juve-
nile courts.

Findings also show that ethnicity
moderates the effect other variables
have on service-related decisions, in-
dicating potential bias. For example,
among violent offenders the increased
odds of MH referral are higher for

Whites than for Blacks. Some of this
ethnic difference, found only among
violent offenders, may be attributable
to the nature of violent crime com-
mitted. These data suggest that vio-
lent White offenders disproportion-
ately commit sex-related offenses for
which specialty mental health services
are frequently available. On the other
hand, Blacks are still less likely than
Whites to be referred to mental health
care when the most common types of
violent offenses, including aggravated
assaults, are involved.

It would seem that other factors
must account for the ethnic disparity
in service access for violent offenders.
Bias is always a possibility. Attention
must be given to why court officials
seem to be less inclined to consider
therapeutic options for violent Black
youth, and whether and why they per-
ceive this group to be less amenable
to treatment than their White coun-
terparts. The adequacy of research

RTC Project Updates

Family Participation. Dissemination activities include two completed manu-
scripts, “Family Participation: A Brief Measure,” explaining the development
of the Family Participation Measure and “Preserving Family Bonds: Compar-
ing Parent Perspectives With Practice Standards For Out-Of-Home Treatment.”
“Voices of African American Families: Perspectives on Residential Treatment”
is in press in the journal, Social Work. Contact Adjoa Robinson at (503) 725-
4160 or robinsa@ rri.pdx.edu.  or www.rtc.pdx.edu/pgProjParticipation.php.

Common Ground? Families and Employers presented the paper “Employee AND
Parent: Calling all Family Friendly Employers” at the 9th annual Building
on Family Strengths conference. Click on the research link at the RTC
website to view our presentation. Project staff are currently designing a
questionnaire for family friendly employers based on descriptions pro-
vided by workers who filled out nomination forms. We hope to use this
information to help parents caring for children with emotional and behav-
ioral disabilities. Contact Kitty Huffstutter at (503) 725-4371.

Models of Inclusion in Child Care. Interview data from administrators, fami-
lies, and staff at nine participating child care centers are currently being
analyzed. Some preliminary findings are available in the research section
on the RTC web site at www.rtc.pdx.edu. A comprehensive report of the
findings will be presented in the monograph now being prepared by the
research team. In addition, planning is underway for phase two of the
research to examine inclusion in child care at the state level. For further
information please contact the project manager, Jennifer Bradley, at (503)
725-4170 or bradleyj@pdx.edu.

More RTC Project Updates on page 20
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tools must also be considered. For
example, the measure used in this
study for prior offense record, a sig-
nificant predictor of outcome and a
covariate of ethnicity, is based on
youth’s encounters over a single year
with the same court. A different mea-
sure of prior record that reflects a
longer timeframe or a broader scope
of jurisdiction might help explain
some of the difference found in courts’
responses to violent Black and White
youth. Too, there may be other ag-
gravating or mitigating circumstances
the data for which were not available
in this study that may help account
for ethnic differences in courts’ re-
sponses when it comes to violent
youth.

The study also finds that White
A&D offenders are more likely to be
referred to A&D services than their
Black counterparts. Some of this dis-
parity may be attributable to the spe-
cific type of A&D offense with which
youth are charged. These data suggest
that Whites are more likely than
Blacks to have alcohol-related of-
fenses (e.g., DUI, public intoxication).
Higher treatment referral rates for
White A&D offenders might reflect
a heightened availability or aware-
ness of services directed toward al-
cohol use rather than use of other
substances. Data also suggest that
Whites are more likely to be charged
with possession of controlled sub-
stances, while Blacks are more likely
to be charged with sale. Some
(Peterson & Hagan, 1984) suggest
that drug laws demonize nonwhite
offenders to the extent that they are,
or are defined to be, pushers rather
than users, villains rather than victims.
Similar distinctions can be found in
laws regarding crack cocaine (associ-
ated with Blacks) versus powder co-
caine (associated with Whites). Find-
ings here suggest that the distinctions
in legal codes which courts are bound
to uphold find expression in signifi-
cantly reduced chances for therapeu-
tic responses for Black A&D offend-
ers. Efforts to improve service access
for A&D offenders will require ad-
vocacy on the legislative front regard-

ing drug laws. Also, as others have
advocated, demands can be made for
a public health response for all A&D
offenders, regardless of the specific
nature of the A&D offense.

Finally, the courts’ decision at in-
take to handle a case more informally
rather than file a formal petition
against the youth tends to provide
greater access to A&D services for
Whites than for Blacks. This finding
highlights the importance of viewing
court outcomes not as decisions made
at a single endpoint in time, but as
the culmination of a series of interre-
lated decisions (Bishop & Frazier,
1988), such that the impact of
ethnicity can be nonsignificant at any
single point but can have a significant
cumulative effect across multiple de-
cision points throughout the judicial
process. The finding also underscores
the significance of discretion for court
outcomes, and the need for vigilance,
particularly in those situations where
due process protections associated
with more formal proceedings may be
absent. However, it is noteworthy that
the informality that seems to dimin-
ish access to A&D services for Black
youth does not also diminish their
access to MH services.

The critical question of ethnic bias
in court decision making is
longstanding, and receives greater
import in the current context of ef-
forts to develop culturally competent
systems of care. Systems of care ex-
pressly recognize the key role juvenile
courts must play in effecting the de-
livery of mental health services to
youth, and in promoting the rehabili-
tative ideal of the courts’ heritage
(Breda, 2001). Culturally competent
systems of care explicitly recognize
potential differences in service needs
based on youth’s ethnic identification
(as well as other characteristics such
as gender) and, at least implicitly, the
legal legitimacy of service-related de-
cisions based on ethnicity in order to
best meet the needs of culturally di-
verse youth. On the other hand,
within the legal framework of the
court system, ethnicity-based deci-
sions typically indicate discrimination

(U.S. Dept. of Justice, 1999). Work-
ing creatively between these two im-
peratives represents a special chal-
lenge for juvenile courts—a challenge
that must be met creatively if courts
are to participate meaningfully in cul-
turally competent systems of care.
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MEASURING THE CULTURAL PULSE
OF SERVICE PROVIDERS

The importance of serving children
and their families within a con-

text that is congruent with their cul-
tural values and beliefs gained in-
creased attention with the
emergence of the System of Care
philosophy. The stage for the devel-
opment of Systems of Care was set
by the 1969 Joint Commission on
the Mental Health of Children and
by the 1984 Congressional funding
of the Child and Adolescent Service
System Program (CASSP). This ef-
fort resulted in a clearer definition
of the System of Care core values
and guiding principles (Stroul &
Friedman 1994).

One of the core System of Care
values calls for the implementation
of services that are culturally com-
petent. Originally, the need for cul-
tural competence responded to an
acknowledgment that children and
families of color were underserved by
the social service system (“Embracing
the Dynamics of Difference,” 1997).
Therefore, great emphasis was placed
on ensuring that race, ethnicity, and
religious preference would not impede
access to services, but rather would
be valued and considered in develop-
ing service delivery strategies that
would best fit the cultural character-
istics of children and families. Much
has changed since then. While the
notion of cultural competence still

tends to emphasize the cultural val-
ues and beliefs of people of color,
greater consideration is being placed
on other overarching cultural and so-
cial factors that impact all popula-
tions, such as socio-economic status,
lifestyle, sexual orientation, geo-
graphic characteristics (for example,
rural vs. urban), as well as multiple
environmental factors. In addition,
continued exploration among families
regarding the cultural competence of
their providers, using the System of
Care Practice Review (SOCPR), has
shown that families associate this
value with service delivery based on
care and true commitment.

The SOCPR
The emergence of the System of

Care required a comprehensive
change in the way services were tra-
ditionally delivered, both from the
system and practice perspectives. It
also required devising ways to mea-
sure the impact of the System of Care
at the practice level. For this purpose,
the Department of Child and Family
Studies at the Louis de la Parte Florida
Mental Health Institute developed the
SOCPR using a case study methodol-
ogy. The intention in developing this
methodology was to find a way to
capture the experiences of children
and families in their interactions with
the System of Care. The SOCPR was

developed using the System of Care
core values and principles as its con-
ceptual framework. These values were
defined and operationalized into pro-
tocol questions in the SOCPR, which
consists of a document review section,
interviews for a child’s primary
caregiver, a child, a service provider,
and a family’s informal/natural helper;
and a set of summative questions.
Summative questions reflect the Sys-
tem of Care values and are rated on a
scale from 1 (disagree very much) to
7 (agree very much). Interviewers rate
these questions once all the interviews
related to a family are completed.
Table 1 summarizes the definition of
cultural competence and its
subdomains as it is used in the
SOCPR.

The SOCPR was a component of
the special studies of the National
Evaluation of the Comprehensive
Community Mental Health Services
for Children and Families Program,
led by ORC Macro to assist in de-
veloping service delivery systems
using a System of Care approach.
After some refinement, the SOCPR
was also used in the Longitudinal
Comparison Study (LCS) that fol-
lowed and that is also part of the
above-mentioned evaluation.

In the LCS, three System of Care
sites and three non-system sites were
selected for comparison purposes:
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Youngstown and Canton in Ohio,
East and West Baltimore in Maryland,
and Austin, Texas and Santa Cruz,
California. The System of Care sites
(Canton, Santa Cruz and East Balti-
more) were selected based on their
high scores on an independent mea-
sure of systems development. The
comparison sites were selected based
upon similar geographic, demo-
graphic, and economic characteristics
(for further details regarding the
sample characteristics and research
method, see Hernandez, et al., 2001).
At each site, approximately 15-20
families were randomly selected for
interviews. The LCS study tested the
hypothesis that the adoption of Sys-
tem of Care principles at the organi-
zational level compared to a tradi-
tional service organization, resulted in
greater implementation of a System of
Care at the level of service delivery.

Findings on Cultural Competence
Focusing more specifically on the

System of Care value of cultural com-
petence, qualitative and quantitative
analyses of the data collected from the
LCS indicated that services within the

System of Care sites were more cul-
turally competent than in the matched
comparison sites. In general, the cul-
tural context of families was empha-
sized and considered throughout all
services delivered by the System of
Care. Sites scored in the medium to
high range with regard to their sensi-
bility and responsiveness to the cul-
tural diversity of the families served,
but when it came to the inclusion of
families’ informal helpers in service
planning and delivery, their scores
dropped. These findings were helpful
in determining the extent to which
the cultural competence value was
being implemented at the level of
practice and in identifying specific
aspects of program implementation
needing attention.

Additionally, the findings served to
increase our understanding of cultural
competence from the families’ per-
spectives, and to identify their own in-
dicators for this value. We learned that
the families’ definitions of cultural
competence tend to be based on their
perceptions of providers’ caring and
commitment. This stands in contrast
to the more academic and professional

understandings of cultural compe-
tence (like the definition outlined in
Table 1) that appear in research and
theory on Systems of Care. Families
judged the cultural competence of
their providers in terms of the re-
spect, honesty, trust, support, equal-
ity, acceptance, and mutual growth
that their relationships engendered.
According to family members, the
presence of these components in
their relationships with providers
produced positive effects in families
and a sense of fulfillment on the part
of providers.

When looking at the data using this
framework we found that all provid-
ers demonstrated some degree of cul-
tural competence, but that those rated
higher by families more closely ap-
proximated the families’ perspectives
regarding cultural competence. The
following examples help illustrate this
point. One mother’s response when
asked whether her child’s provider
was respectful of their values stated,
“[Provider] treated us very well and
supported [us] even when we did not
agree on pulling [child] out of school.”
Another parent stated, “[Provider]

Table 1. Cultural Competence
Agencies, programs, and services are responsive to the cultural, racial, ethnic, and social characteristics of the
population they serve. Diversity is valued and acknowledged through service providers’ efforts to meet the needs
of culturally and ethnically diverse groups within the community.

Subdomain

“Culturally competent service systems are aware of their own organizational culture and the
culture of the families they serve. This implies that they accept cultural differences, understand
the dynamics at play when persons from different cultural backgrounds come into contact with
each other, and are able to adapt their services to the cultural context of their clients.”

“Refers to the level of cultural awareness of service providers regarding the family’s cultural back-
ground as well as their own...[S]elf awareness relates to [service providers’] ability to place them-
selves within a cultural context and describe how it impacts their lives. Awareness of the cultural
background of the families served refers to service providers’ ability to place families within the
families’ cultural and environmental contexts.”

“The families’ understanding of the agency culture, meaning how the system operates, its rules
and regulations, and what is expected of them, is central to the treatment process.”

“Refers to the inclusion of the families’ informal/natural sources of support in formal service
planning and delivery. Implementation of a culturally competent system of care requires that
service providers become knowledgeable about the natural resources that may be utilized.”

Definition

Awareness

Agency Culture

Informal Supports

Sensitivity and
Responsiveness

Note: Definitions are from Hernandez, Gomez, & Worthington (1998).
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treats me with respect. I couldn’t do
this [treatment] if I didn’t feel that.”
When asked whether families felt they
had something in common with their
children’s provider, one parent said
“That [provider] loves my kids,
yeah,” while another one mentioned
“We [family] like [provider] a lot. We
would be friends if we had met under
other circumstances.” When asked
about providing examples about the
cultural sensitivity and responsive-
ness of their service providers, one
mother stated “[Provider] is very in-
terested in me and in my son, [he/
she] believes in me and wants to help
us.” Another mother mentioned,
“[Provider] looks out for me, she is
almost like my mother.”

Service providers who were more in
tune with families offered similar
comments when asked to provide ex-
amples of their efforts to translate
cultural competence into specific ac-
tions. One provider spoke about his/
her efforts to be seen by families as
equals. In this regard, the provider
stated “I do everything I can not to
appear as an agent of government but
as a human with skills and experience
to help; [I] work with a lot of humil-
ity.” In terms of respecting families’
values and beliefs, one provider stated
“...go where the family is; don’t
change their beliefs, just work around
them and make things better,” while
another mentioned that “People de-
serve respect no matter where they are
coming from. Because we were able
to respect [mother] we got where we
are.” Regarding the importance of
values, one provider stated “Families
have taught me a lot of values.”

Similarly, families that found their
providers to be less culturally compe-
tent expressed their views in terms of
their relationships. One mother re-
sponded, “I don’t know the man that
way, we don’t talk about that,” when
asked about sharing things in com-
mon with her child’s provider. In terms
of feeling respected by her child’s pro-
vider one mother stated, “[Provider]
sees me as an old-fashioned person
that don’t know anything.” When
asked whether their service provider

was sensitive to the family’s life cir-
cumstances, a mother stated, “[Pro-
vider] don’t live this life and so don’t
understand.”

Service providers who were less
concerned about the cultural and so-
cial characteristics of the families they
served tended to view families using
a deficit approach. For example, when
referring to a family that needed a lot
of support, their service provider la-
beled them as “dependent” and com-
mented on his/her need to set limits.
In addition, when speaking about the
difficulties this family was experienc-
ing in trying to access services due to
a lack of transportation, the provider
stated, “All they need is willingness.”
Some service providers tended to dis-
miss their need to be aware and re-
sponsive to the cultural diversity of
their clients by simply stating “We are
all the same.”

The perspectives of families regard-
ing cultural competence offer service
providers an alternative vehicle for
understanding and approaching the
diversity of their client population. At
the individual/family level, the defi-
nition of cultural competence goes
beyond the ability of service provid-
ers to recognize and appreciate diver-
sity, as shown in the examples pro-
vided. Instead, cultural competence
becomes a feeling that cannot be mea-
sured just by asking providers about
their specific knowledge about a cul-
ture or a group, or about the trainings
they have received. Cultural compe-
tence exists in providers’ sense of car-
ing, commitment, and comfort that
surrounds their interactions with chil-
dren and their families. Using this
understanding of cultural competence
should help service providers feel less
pressured by the need to be exten-
sively knowledgeable about the mul-
tiple expressions of culture and sub-cul-
ture, which is an unrealistic expectation.
Approaching cultural competence in the
same manner as one would approach
friendship building is like looking
through a prism and constantly discov-
ering new shapes and colors.

Measuring the cultural competence
of systems and individuals requires

approaches which
can appreciate
both the academic
and family per-
spectives on cul-
tural competence.
Because both are
abstract and am-
biguous concepts,
measuring each of
them is challeng-
ing. The main dif-
ference between
the two is that true
caring and com-

mitment are easily recognized and felt
by children and families in their in-
teractions with representatives of a
system of care.
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FAMILIES AND COMMUNITIES IN EVALUATION

Most of us in Indian Country
have had plenty to do with

evaluation during our lifetimes. We
have answered surveys, sat in on fo-
cus groups, filled out forms, and
sometimes suffered from the errone-
ous results. We have been subject to
study since the earliest periods in the
history of research and evaluation.
Many times those studies did nothing
to benefit us; more times than not,
they resulted in harm.

More and more programs want to
involve consumers in the evaluation
of their program and services. Not
simply in the role of subjects on satis-
faction surveys and focus group re-
ports but at the very core of evalua-
tion. From designing the questions to
the dissemination of the results, fam-
ily members are beginning to take
their place at the table.

Until recently, families had little role
in evaluation. If they were involved
in an evaluation or research project,
they were relegated to data collection.
Without community and family mem-
ber involvement in defining the ques-
tions, assisting in the selection of in-
struments and outcome measures, and
consulting in the interpretation of the
results, researchers are often left with
an incomplete and sometimes inaccu-
rate picture of what they are study-
ing. This can lead to the production

of information that is not helpful to
communities and sometimes even has
detrimental results. For example, a
research project conducted in an in-
ner city neighborhood concluded that
this particular neighborhood had the
highest murder rate in the city. This
left the impression that the neighbor-
hood was dangerous and the residents
were criminals. This did not reflect the
experience of the members of that
community. Upon their further inves-
tigation, it was found that not a single
murder was committed by anyone in
the neighborhood, nor were any of the
victims from that neighborhood. In
fact, murders were often committed
elsewhere and the victims were trans-
ported to the neighborhood. As you
can imagine, the second conclusion—
arrived at with input from the com-
munity—differs greatly from the first.

When it comes to planning and de-
livering services to communities,
research and evaluation are key.
Research data are often used in the
development of services. Evaluation
data become essential in determining
the necessity of a service and/or its
need to change. In response to the in-
formation gathered, decisions are
made that affect policies, programs,
support, and the expansion or termi-
nation of services. It is imperative to
have the most accurate and appropri-

ate information available in order to
make those decisions.

One of the best ways to ensure the
accuracy and appropriateness of the
information gathered during research
projects is to include the voices of fam-
ily and community members meaning-
fully in the evaluation process. What
is more, when researchers and evalu-
ators work collaboratively with com-
munity members, the information that
is produced can become an advocacy
tool that validates the experiences of
families and communities. This infor-
mation can then be used to motivate
policy and program decisions which
reflect the community’s sense of its
own needs. On the other hand,
research studies—especially when
they are conducted without commu-
nity input—may motivate decisions
that have a negative impact.

Family perspectives are particularly
crucial in determining what sorts of
outcomes to include in research and
evaluation. Families use a set of mea-
sures that are not often reflected in
outcome studies. How many times did
I get called from the school this week
or how many meals were we able to
share together without interruption?
Did the meetings with all the various
agencies in our lives, the intensive
therapy sessions, and the various
evaluation requirements allow us time



FOCAL POiNT 17

You say
There is no difference
between you and I.

Who gave you permission
to deny our
separateness?

You plead ignorance
as an excuse
and wear it like protective clothing
while I am to be examined
naked
at your minority board meetings.

I am to understand you.
your language
your practices
your protocol
Your history books tell
your story
mine
is nowhere to be found.

I have searched
the volumes bound and stacked
in your great buildings
of higher learning.

Don’t tell me you know who I am
    by those publications and admin-

istrations

Our elders
my teachers used to say bi-inabin
“Come, look”
Remember, this is our way.

You say there are no differences
between you and I
to accept that would be to see my

culture die.

—Shannon CrossBear
*Copyright retained by the author, used with
permission.

to be a family and to practice the sug-
gested behavioral modification? Are
we closer to a path of healing or fur-
ther away? Are our days filled with
crisis management and financial bur-
den beyond our limits? Are our chil-
dren headed toward a bright future
with possibility and potential within
the boundaries of their respective di-
agnosis or are they headed into the
agency abyss to be lost to limited
lives? Will they be alive? Will they
survive the systems set in place to
help?

These are the very real performance
measures in our daily lives. First and
foremost we seek safety for our chil-
dren. We need to know that our chil-
dren are not at the disposal of drug
companies in collusion with research
projects that experiment at the ex-
pense of our children’s lives. We need
to know that, when we find our sons
or daughters in need of self-protec-
tion, the environments they are placed
in will, first, do no harm. We need
policies to ensure that suicide preven-
tion means that our children are in a
safe space without access to items that
they could use for self harm, that one-
to-one observation does not somehow
become periodic checks at the discre-
tion and convenience of staff. We need
strict enforcement of standards
around restraint and seclusion. We
have measured the outcomes at the
gravesites of our children. The first
outcome we seek is for our children
to live.

The next outcome we seek is for our
children to have some quality of life
that ensures their ability to be happy
and productive members of their com-
munity. How do we measure that? We
measure that by some of the same in-
dicators that the research world uses.
We measure that by success in school
and progress in educational plans. We
measure that by decreased involve-
ment with juvenile justice and out-of-
home placements. But we also mea-
sure that by the number of times we
have had “emergency” visits to doc-
tors and therapists in a month. We
measure that by nights at the supper
table together without conflict. We

measure by our own set of indicators:
sharing a ceremony or celebration,
being “in this together,” making it
through a school suspension or adjust-
ing to a new medication. As family
members we need our strengths ac-
knowledged, our resources valued,
and our children treated with love and
respect.

We can tell you when systems are
not working. We can tell you that
giving up custody to the state in or-
der to access financial support for
services is not helpful. We can tell
you that systems set up to punish
and not instruct are not helpful. We
can tell you that when our natural
resources, our cultural norms, our
definitions of family are not sup-
ported, it is not helpful.

In research and evaluation, many of
us feel there should be “nothing about
us, without us.” We need to be at the
table when the outcome measures and
evaluation strategies are being devel-
oped. We need to “partner in order
to prove” what our experience has
taught us. We need our informal com-
munity supports to be included in the
therapeutic measurements. We need
the development of tools that fit with
our cultures and communities. We
need our strength and knowledge
coupled with the skills and tools of
the research and evaluation world to
foster meaningful improvements in
outcomes for our children.

Family members who want to be at
the table can begin by learning about
evaluation and research. What is be-
ing researched? Why is it being evalu-
ated? Who is paying for the research?
What will be done with the results?
How do you know if the results are
providing the true picture or telling
the whole story? Who owns the in-
formation and how will it be used?

Researchers need to know if the
question asked is the right question.
Will the question itself create harm?
Are the instruments used culturally
appropriate? Can the methods of
gathering data be used in the commu-
nity? Once data is gathered, how is it
analyzed? Who interprets it? Will it
contribute to positive outcomes for

the community? The voice of the fami-
lies is essential in both asking and
answering these questions.

As we seek to have the conditions
and circumstances within our commu-
nities addressed, we need to formu-
late our responses based on reliable
information about outcomes that

Cultural Clash*
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matter to all of us. In order to be at
the table together, both researchers
and family members need to expand
their knowledge base to include the
other. Recent efforts are helping us
move toward this end. The Federation
of Families for Children’s Mental
Health is offering trainings on the
evaluation process to family mem-
bers. The three course series on “The
World of Evaluation” (How to Un-
derstand It, How to Work in It, and
How to Run It) prepares family
members to be effective members of
research-evaluation teams. The
courses are co-trained by a family
member and an evaluator to give full
voice to the information and issues

from both perspectives. Collabora-
tion like this can help us find ways
to gather high-quality information
that truly promotes positive out-
comes in our communities.

Ultimately, the outcomes we seek
will be measured by future genera-
tions. In my community, we have a
belief that the decisions and actions
of today will impact seven generations
to come. Our children and our
children’s children will decide whether
we have done that in a good way.

For more information on “The World
of Evaluation” training, contact the
Federation of Families For Children’s
Mental Health, 1101 King Street, Suite
420, Alexandria, VA 22314, (703) 684-

7710. The RTC is collaborating with
the Federation of Families to evaluate
“The World of Evaluation” trainings.
For information about this research and
to view recent presentations and prod-
ucts, visit www.rtc.pdx.edu/pgProj
Evaluators. php.

Shannon CrossBear is a powerful, spiri-
tual Ojibwe/Irish woman who pro-
vides facilitation and consultation
through her business, Strongheart
Resource Development. Mental
health issues within her family of ori-
gin and community cement her com-
mitment to improving conditions for
children. Strongheart Resource Devel-
opment: (218) 387-3112.

Nearly five years ago my friends
called me to ask if I was apply-

ing for the newly created position for
a parent in the Children’s Mental
Health Division at the Minnesota De-
partment of Human Services. I had no
such plans. Being the “mom” at this
level of government seemed daunting.
Would anyone listen? Would I under-
stand what they were doing? Would I
make a difference for children like my
son or would I be the biggest token
parent in my state? Since then I have
learned that every caregiver who be-
comes involved makes a difference—
not just for his or her own child and
family, but also for all the others who
have not yet raised their voices.

There was no research proving that
a parent working inside government
makes a difference. At the time, only
two states had a caregiver represen-
tative working at the state level. Our
state’s Children’s Mental Health Di-
rector simply knew it was the right
thing to do. She had a vision of a cul-
turally competent and family driven
system of care. A parent of color in
her office just made sense.

Now we know it makes a differ-

WORKING TOWARD CULTURAL COMPETENCE
THROUGH FAMILY INVOLVEMENT

ence. Conversations have another di-
mension when the perspective of
caregivers is included. People are more
accountable when families are there
to hear and contribute to the process.
Decisions made by governmental bod-
ies, county boards and directors,
collaboratives, and service providers
are not necessarily the same decisions
when the perspective of caregivers is
included. These decisions more accu-
rately reflect and are sensitive to the
preferences and needs of children and
their families. Professionals need to
include the family perspective in their
work. From state level task forces to
county advisory committees, parents
are making a difference in places
where they only dreamed of being a
short while ago.

Cultural competence goes hand-in-
hand with family involvement. Ser-
vices are culturally appropriate when
mental health providers respond
knowledgeably to the unique needs
and strengths of the individual fam-
ily. The Children’s Mental Health Di-
vision of the Minnesota Department
of Human Services has made signifi-
cant strides toward a culturally com-

petent, family-driven system of care.
We are writing both clinical and or-
ganizational guidelines which weave
together cultural competence and
family-centered care. We have helped
culturally specific providers form a
Specialty Provider Network for mu-
tual support and increased visibility
and influence.

The Children’s Mental Health Di-
vision has also made a serious com-
mitment to developing parent leaders
across Minnesota. In September 2000,
117 parent leaders met to discuss the
direction of family involvement. It
was the first meeting of parent lead-
ers in Minnesota and the second such
meeting in the country. Many parents
continued to meet monthly, dragging
their crock-pots to central Minnesota,
to discuss how they could connect and
empower other parents. They created
the Minnesota Parent Leadership Net-
work, set up an electronic mail group
to facilitate communication and
elected a culturally diverse Advisory
Committee. Based on their work and
guidance, the Children’s Mental
Health Division granted $175,000 to
a statewide parent organization to
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Participants in the Minnesota Parent Leadership Advisory Committee

The Minnesota Parent Lead-
ership Network has provided
me with courage, self-esteem,
and the wisdom to know that
I can make a difference. They
recognized in me something I
never knew was in me. They
are builders of new leaders.
Now it is my turn to build
someone else. My goal is to
reach the African American
community and let them
know: You can accomplish
anything. To do this, you must
conceive (put it in your mind), believe (know that it
can be done) and then receive (accept the reward of
making a difference).

I once battled with depression. I did not believe in
myself. I was afraid to say what I was thinking or
feeling. My depression became worse after I found
out I had a child with mental health issues.

After my child had been hospitalized five times, I
was introduced to an individual who not only helped
me get services for my child, but began to support
and encourage me as I learned to express my thoughts
and feelings. She recognized something in me. I be-
gan going to trainings and workshops. The skills I
learned at a workshop on facilitation helped me to
start my own parent support group, which landed
me with the Minnesota Parent Leadership Network.

—Tovarich Bourne
St. Paul, Minnesota

Minnesota Parent Leadership Advisory committee
Representative to the African American community

As a parent leader and representative of one of the
most rural areas of our state, my most important job
will be to connect families and to support them in
their struggles to raise a child with a mental health
disorder in an atmosphere where stigma is a persis-
tent and difficult barrier to overcome. In small towns,
where everyone knows your business and discusses it
over coffee, shame and blame are huge obstacles for
families. As parent leaders this then becomes a two-
fold problem. Support from other families walking
the same path is a key element in surviving the
struggle. We know that input from parents is crucial
to refining systems to better serve children and fami-
lies. The culture in rural areas gets in the way of par-
ent-to-parent support and blocks the participation of
families at the policy table.

Because of my involvement with the Parent Lead-
ership Network, I was invited to sit on a state task

force for children’s mental
health system reform. This
gave me the chance to share
first hand with policy makers
the struggles families face in
the rural area. Without my in-
volvement as a parent leader
I would not have had this op-
portunity. I am pleased the
recommendations reflect the
input of our parent voices at
the table.

—Carolyn Strnad
Moorhead, Minnesota

Minnesota Parent Leadership Advisory Committee
Representative to Region 2, Northwest area of

Minnesota

Chicanos Latinos Unidos en Servicio (CLUES) is an
agency that provides services for the Hispanic com-
munity in Minnesota. We belong to the Specialty Pro-
vider Network, and we work with parents to help
support and empower them. One of our Programs is
Familia Nueva, a support group for parents who have
children with severe emotional disorders. After three
years of receiving training and leadership skills, some
parents have become great advocates for other par-
ents who are facing similar difficulties. Parents help-
ing other parents has made a very important differ-
ence in the access that Hispanic families have to
services, such as special education. The moral sup-
port and advocacy that some parents give to others
have helped families to face the challenges of their life
with hope and positive expectations about their future.

—Sheila Rojas
Family Advocate

Chicanos Latinos Unidos en Servicio

Having a parent liaison in our division has certainly
made a huge difference in how we address parent in-
volvement. Her influence has resulted in changes in
our focus and priority for parent issues. The consis-
tent input and reminders of the significance of the
parent voice in our system of care have dramatically
enriched our statewide case management training.
Many more parents are now involved as trainers and,
overall, our training has become more culturally com-
petent and family-driven.

—Sunday Olayinka
Program Consultant

Children’s Mental Health Division
Minnesota Department of Human Services

Walkers in the first annual Walk for Children’s
Mental Health in Duluth, Minnesota, June, 2001.
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connect, support and train parent
leaders. A significant emphasis is
placed on connecting, expanding and
developing leadership in communities
of color.

Throughout the coming year par-
ent leaders will have many opportu-
nities to meet regionally for support
and training. Parent leaders support
each other through an e-group, and a
web site is currently under construc-
tion. Computers for parent leaders are
being sought. Training is being pro-
vided to administrators and service
providers to give them the skills they
need to collaborate more effectively
with parents.

Members of the advisory commit-
tee of the Minnesota Parent Leader-
ship Network sit on the board of the
Specialty Provider Network to enable
each network to help strengthen the
efforts of the other. One parent leader
recently said that because of her par-
ticipation in the network: “I will never
feel alone again.” Parent leaders are
ending the isolation families experi-
ence. They are expanding parents’
knowledge and their ability to face the
challenges of raising their children,

and they are influencing policy and
services.

In a recent survey of parent lead-
ers, parents indicated they feel more
empowered, have better knowledge of
the mental health system, know they
are making a difference, and appreci-
ate that their contributions are being
validated and valued.

Meeting the needs of a child and
family means understanding the cul-
ture of that family and the impact it
has on how they raise their child with
a mental health disorder. The family
themselves can best tell providers
about their culture. Meaningful in-
volvement of parents and children of
diverse cultures will ensure that the
system of care will appropriately serve
children from each of its various com-
munities. Family members who par-
ticipate in making the children’s men-
tal health system change are leaders
who deserve training and support to
be knowledgeable and strong.

The days of only inviting parents
to a meeting are past. This alone does
not create a meaningful parent voice.
Children’s mental health leaders must
represent all the children affected by
mental health disorders and they must

be prepared and empowered to do the
important work ahead of them. The
work of family involvement and cul-
tural competency must be done to-
gether. It is indivisible.

Amelia Ortega, Parent Liaison with the
Children’s Mental Health Division,
Minnesota Department of Human
Services in St. Paul, MN, is the par-
ent of a son with schizoaffective dis-
order.
Tovarich Bourne, Representative to the
African American community on the
Advisory Committee of the MN Par-
ent Leadership Network, is the par-
ent of a child with a mental health
disorder.
Carolyn Strnad is the mother of seven.
Her daughter has bipolar disorder.
Carolyn sits on the Clay County Lo-
cal Advisory Council for Children’s
Mental Health.
Sheila Rojas, Family Advocate, has
done extensive work with the Latino
community.
Sunday Olayinka, Program Consultant
with the Children’s Mental Health Di-
vision, MN Department of Human
Services, is in charge of its annual
mental health conference.

More RTC Project Updates

Guidance for Early Childhood Program Design staff spent
the summer recruiting Head Start program staff, di-
rectors, mental health consultants, and parents to par-
ticipate in a survey. We are now analyzing data from
79 Head Start programs across the nation. The survey
was designed to explore the relationships between or-
ganizational features of mental health services and the
perceived effectiveness of program outcomes for
children’s social-emotional health. Results of analy-
ses, in combination with 2001 qualitative data, will
inform creation of practical training materials in 2003.
Contact: Maria C. Everhart at (503) 725-8465 or
everhartm@pdx.edu.

The Context of Individualized Services. If a site wants to
ensure quality implementation of the process of team-
based individualized services planning (ISP, also often
known as wraparound), what conditions must be
present at the team, organization, and system levels?
Project staff have completed an extensive review of a
monograph manuscript describing a conceptual frame-

work incorporating these conditions. Using the conditions
outlined in the conceptual framework, staff are formulat-
ing tools for sites that are implementing ISP to use as a
part of their ongoing self-assessment and development. Con-
tact Janet S. Walker at (503) 725-8236 or janetw@pdx.edu.

Teamwork in Practice staff have just completed work on
an article entitled “Team-based individualized service plan-
ning: Meshing philosophical and effectiveness consider-
ations in a wraparound planning process.” The article
contains six research-based recommendations for specific
teamwork practices which simultaneously promote both
effective planning and the philosophical principles of
wraparound. Staff is also completing several reports on
our observations of 70 team meetings around the coun-
try. User-friendly versions of our major findings will be
available soon from the RTC publications department.
Follow our progress at www.rtc.pdx.edu/pgProjTeam
work.php.  Contact: Janet S. Walker, (503) 725-8236,
janetw@pdx.edu.

More RTC Project Updates on page 11
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A COMMUNITY RESPONDS:
ON THE WAY TOWARD CULTURAL COMPETENCE

It did not take the release of the data
from the 2000 Census for citizens

of Guilford County, North Carolina
to become aware of the increasing di-
versity of our community. In a gro-
cery store anywhere in the county one
will hear multiple languages spoken.
On a visit to the reception areas of
any of our human service agencies,
one will see people representative of
many nationalities. The public
schools report that more than 80
different languages are native to the
children enrolled throughout our edu-
cational system. Human service pro-
viders and educators are challenged
to find the way to best meet the needs
of our increasingly diverse population.
Becoming culturally competent is
critically important.

Guilford County has a rich and
deep history as a Southern commu-
nity attempting to address issues of
social justice. Originally settled by the
Presbyterians and the Quakers, the
Underground Railroad, transporting
the slaves traveling north to freedom,
passed through our county, with the
Quakers taking an active role in as-
sisting the slaves in their travels. At
our local Historical Museum is one
of the original covered wagons with
the false bottom that carried the slaves
to freedom. Also, the Woolworth’s
store in downtown Greensboro, the
largest city in the county, was the site
of the first sit-ins, which were an im-
portant and integral part of the Civil
Rights Movement of the l960s.
Throughout the history of this county,
addressing concerns of racial and so-
cial equity has been a part of the com-
munity fabric.

In spite of this history, the tradi-
tional patriarchal and hierarchical
service delivery system has been per-
meated with issues of racism and
prejudice. A disproportionate number
of African American youth are placed
in foster care, suspended from

schools, and left without consistent
health care. In recent years there has
been increasing commitment among
community leaders to address insti-
tutional racism and its impact on our
human service delivery systems. Ad-
dressing these deep, continuing is-
sues—as well as issues related to the
recent growth in immigrant and refu-
gee populations—has been significant
in highlighting the importance of
changing our service systems in order
to better meet family needs. For ex-
ample, the stress placed on the ser-
vice system for translation services has
been one small step in raising the
awareness of the need for more cul-
tural understanding.

As a site for the Comprehensive
Community Mental Health Services
for Children and Their Families
grant awarded to North Carolina,
the community human service sys-
tem in Guilford County, North
Carolina, has committed to the Sys-
tem of Care philosophy by incorpo-
rating the core values into the ser-
vice system. As we strive to build a
community-based system that pro-
vides family centered services, we
increasingly recognize cultural com-
petency as the central core value.
Truly we must be culturally compe-
tent in order to be family-centered!

In Guilford County, a task force,
representative of the agencies on the
Community Collaborative and other
members of our community, has been
working for the past year and a half
to develop a training plan that can
help us become more culturally com-
petent in our work with families and
children. The site received technical
assistance from the state office admin-
istering the grant in the development
of a cultural competency training
plan. After much discussion among
the task force members, it was deter-
mined that in order for real change
to occur within our service systems,

we must begin at the top of our orga-
nizations, gain commitment through
awareness of need, and from there
develop appropriate training oppor-
tunities for frontline staff members.

We took the first step in our plan
with meetings to begin learning about
the diversity of Guilford County’s
population. Family members receiv-
ing services met together with the
management and leadership teams of
the Departments of Social Service,
Public Health, Guilford County
Schools, Juvenile Justice and Delin-
quency Prevention, Guilford Center
Mental Health, Developmental Dis-
abilities and Substance Abuse Agency,
Family Services of the Piedmont and
the University of North Carolina at
Greensboro’s Center for the Study of
Social Issues, and the Center for New
North Carolinians/ACCESS. The
large meeting room was packed with
the directors of each agency and their
respective leadership teams, family
members dressed in native costume,
and faculty from the university. The
task force was thrilled at the prospect
of our making an impact on our
community’s human service systems.

As people arrived, they were greeted
with coffee, tea, and fruit juices,
served with pastries of Greece, the
Sudan, Vietnam, and Eastern Europe.
The meeting opened with African
drumming followed by “good morn-
ing” greetings from community citi-
zens representing twelve different na-
tionalities.

The purpose of our gathering was
quickly defined, using headlines from
the morning paper: “Census Figures
Reveal Greater Diversity than Ex-
pected.” Who would have thought
that we could host such a significant
meeting and have the local paper’s
lead story confirm the importance of
our work? Putting this increasing di-
versity into context, a brief historical
perspective on the settlement of our
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region by immigrant and refugee
groups was presented. It was ex-
plained why people had left their na-
tive lands to seek freedom and oppor-
tunity. This was compared and
contrasted with how people had once
been treated in this country and in our
county. Although it is wonderful to
have community support in re-settle-
ment, many stories were recounted of
incidents when language barriers and
misunderstandings of culture resulted
in inappropriate services or mis-diag-
nosis for people seeking services. Also
presented was the picture of our
county from a demographic perspec-
tive and how it has changed over the
past 10 years. The Director of the
Office of Hispanic/Latino Affairs in
the Office of the Governor, shared
information on the legal protections
for immigrants and refugees and the
responsibility of service providers to
meet the needs of these new citizens.
People left the meeting informed and
energized about the importance and
purpose of our striving to be more
culturally competent.

Our next step was to learn about
examples around the country of ser-
vice organizations that have incorpo-
rated policies and procedures that in-
stitutionalize cultural competency. We
were searching for ways to increase
the expectation of personnel that cul-
tural competency was a core value of
our human service organizations.

What organizations, with similar pur-
poses, had incorporated this expecta-
tion into their organizational structure
so that it was incorporated “without
question”? How should this be ad-
dressed in hiring practices, staff evalu-
ations, and continuous staff develop-
ment and training? How can we
incorporate cultural competency into
the “soul” of our organizations so
that barriers to services do not exist
because of language or prejudice?

We identified the University of Chi-
cago Medical System as an organiza-
tion that has made much progress in
this area. They have a process for all
job applicants that includes a video
that describes how the organization
emphasizes the importance of respect
for the culture of every person, both
consumers and staff. Every applicant
views this video before deciding to
apply for a position, as buy-in to this
perspective is expected for every em-
ployee. This is followed by an inter-
view that includes questions that fa-
cilitate the candidate’s reflection on
cultural sensitivity. Additionally, staff
evaluations and reviews include this
component, as every job description
includes cultural competency.

We were so pleased to identify this
organization as a resource and invited
a representative to come to Guilford
County and present their practices to
human resource personnel in our vari-
ous agencies. Opportunity was pro-
vided for in-depth exploration of the
ways the University of Chicago Medi-
cal System had been successful in the
implementation of policies and pro-
cedures that promote and support
cultural competency.

This workshop led to the request
that the internal diversity teams
within each organization become
linked in order to discuss further ideas
that are applicable to our community.
A series of networking meetings be-
tween community agencies encour-
aged the exchange of ideas, strategies,
and training resources, and provided
opportunities for peer support for
leaders addressing cultural compe-
tency within agencies. Often, this
work can be extremely difficult, as we

ask ourselves and our co-workers to
make profound examinations of our
behaviors and actions. The peer sup-
port, the opportunity to discuss these
challenges candidly, and the opportu-
nity to feel connected with others fac-
ing similar situations have helped a
great deal as agency leaders confront
these challenges.

It was determined that all agencies
would benefit from workshops that
addressed cultural practices of specific
ethnic groups. Utilizing the Center for
New North Carolinians and various
ethnic organizations throughout the
community, persons from East Asian,
Central American, and Central Afri-
can countries joined together to
present a series of workshops on their
specific ethnic and cultural traditions
and shared how and why they had
come to our community. These work-
shops deepened our understanding of
their specific cultures and increased
awareness.

With this increased awareness of
individual cultures, every person was
given the opportunity to examine his
or her own cultural heritage. Human
service providers reflected on why
their family traditions had been
adopted and marveled at the great
diversity among themselves in holiday
celebrations, traditional foods, and
music preferences. Once people
gained comfort in discussing their
own cultural heritage, many began
hosting a series of potluck lunches and
“talk times” among staff to share their
own cultural practices. Informal pre-
sentations of music and exchange of
literature reflective of individual cul-
tural heritages were encouraged. Af-
ter work, staff visited ethnic grocery
stores and restaurants and attended
movies representative of particular
cultures, such as Monsoon Wedding.
Staff members were increasingly com-
fortable talking about cultural differ-
ences among themselves and consum-
ers began to witness increased cultural
awareness.

Throughout the task force’s work,
family members have provided lead-
ership to the human service providers
in deepening understanding of the



FOCAL POiNT 23

INCLUSIVE CHILD CARE:
CHALLENGES AND STRATEGIES

Families of children with emotional
or behavioral challenges have la-

bored for years to have their children
included in neighborhood schools and
classrooms, and they continue to
struggle to have their children ac-
cepted by local child care facilities.
Child care can provide a safe, enrich-
ing, supportive, and culturally appro-
priate context for the social and emo-
tional well being and growth of all
children. In a high quality child care
arrangement, the worlds of children
expand beyond the family and neigh-
borhood. Children and youth develop
cognitive skills, patterns of social in-
teraction, and the ability to regulate
their own behavior and feelings. Some
of the most consistent findings in the
social sciences are related to the ef-
fects child care has on children’s
school achievement and social, emo-
tional, cognitive, and language devel-
opment (Shonkoff & Phillips, 2000;
NICHD, in press).

Child care arrangements that in-
clude children with emotional or be-
havioral challenges alongside typically
developing children tend to collabo-
rate more effectively with parents, and
to use curricula that are more devel-
opmentally and culturally appropri-
ate (Erwin, 1996). Such arrangements
provide support for family members
who may be overwhelmed by their

many responsibilities, as well as mak-
ing it possible for parents to work and
to lead lives with less stress and role
overload (Harvey, 1998; Rosenzweig,
Brennan, & Ogilvie, in press).

But one only has to ask a parent who
has hunted for an arrangement to know
that the quality of child care is grossly
uneven, and many care providers are
wary of including children who are not
typically developing. In one study,
Emlen (1997) found that children with
emotional or behavioral challenges
were 20 times more likely to be asked
to leave child care arrangements than
typically developing children. These
children may display aggressive or
other inappropriate behaviors or feel-
ings in everyday situations, and may
have great difficulty forming social re-
lationships (Zigler & Hall, 2000).

The Models of Inclusion
in Child Care Study

Responding to the need for research
regarding models of inclusion in child
care, the Research and Training Cen-
ter on Family Support and Children’s
Mental Health is in the process of
conducting a series of studies aimed
at guiding the design and implemen-
tation of inclusive child care policies
and programs. In the course of previ-
ous research studies, our research
team found that there did exist qual-

ity programs and family care arrange-
ments that successfully included chil-
dren with emotional or behavioral
challenges in child care settings
(Brennan, Rosenzweig, Ogilvie,
Wuest, & Ward, 2001). Our goal was
to learn more about the provider and
setting characteristics associated with
these successful programs.

As a first step in the current
research, state child care administra-
tors, child care resource and referral
agencies, and family organizations
were sent a request to nominate pro-
grams that successfully included chil-
dren with emotional or behavioral
challenges in child care; this resulted
in nominations of 104 programs
across the United States. Personnel at
thirty-four of the nominated programs
participated in a survey designed to
learn more about their challenges and
strategies for inclusion. We were par-
ticularly interested in five key areas:
(1) the types of services these pro-
grams offered, (2) the needs of the
families they served, (3) the inclusion
strategies they employed, (4) the bar-
riers staff reported facing, and (5)
their view of the role of families in
their programs.

Results of the Survey
� Program Characteristics. Data col-
lected from the 34 nominated pro-

Research Update from the Research and Training Center
on Family Support and Children’s Mental Health (RTC)

importance of respecting the unique-
ness of each family’s individual cul-
ture. Although we had systematically
addressed learning more about cul-
tural groups, addressed language bar-
riers inhibiting quality service deliv-
ery, and begun more self-examination
of personal prejudice, family members
continually reminded us that response
to a family in a culturally sensitive

manner is more than a respectful re-
sponse for a particular ethnic group’s
cultural practices. Being culturally
competent is being respectful of each
individual, her values and beliefs, and
her traditions and practices, and then
supporting these in all interactions
with the family.

We are on the way toward cultural
competence... a long way from achiev-

ing it, but traveling the road together
to deepen understanding.

Dr. Margaret Bourdeaux Arbuckle is the
Director of the Division of Children,
Youth, Families and Community in
the Center for the Study of Social Is-
sues at the University of North Caro-
lina at Greensboro. mbarbuck@
uncg.edu.
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grams were given by 23 directors of
child care centers, one family day
care provider, and 10 heads of child
care support programs. The support
programs provided such services as
resources and referrals, technical as-
sistance, provider training, and men-
tal health consultation. Several of
the programs provided a blend of
direct care of children and support
services. In all but three of the cen-
ter programs, families paid for child
care. Only 3 of the 10 programs pro-
viding support services collected fees
from families. Twenty-two of the pro-
grams were located in urban areas, 10
were in suburban communities, and
2 served rural locations.

Over half of the programs provided
child care in traditional centers, only
11% provided in-home care, and
11% had family day care services.
Some child care providers served fami-
lies in uncommon time frames: sum-
mer (37%), vacation (11%), before/
after school (30%), and drop-in
(15%). All but two of the programs
served children three years of age or
younger; however, only six programs
served children over the age of 12.
Nine of the programs were targeted
to serve families of children with emo-
tional or behavioral disorders as their
primary clients, while 16 of the pro-
grams had families of children with
special needs as their primary clients.
Only six of the respondents men-
tioned that they served ethnically di-
verse families, but nearly all programs
rendered services to families with low
income. In terms of family and child
care supports, 10 programs indicated
that they had specialized resource and
referral services, 10 programs also
gave technical assistance, nine en-
gaged in inclusion or mental health
consultation, and six considered
themselves as providers of early inter-
vention services.

From the brief qualitative answers
provided in the survey, we saw that
programs and providers began serv-
ing families of children with emo-
tional or behavioral challenges in a
variety of ways. Some started out pro-
viding services to a comprehensive

community, and began to see more
and more children needing special
supports in child care settings. These
model programs reached out for as-
sistance and training so that the chil-
dren would have a successful child
care experiences. Other programs
were initially designed to meet the
special needs of families having chil-
dren with developmental or physical
challenges and later developed exper-
tise in serving children with emotional
or behavioral problems. Finally, a few
programs were designed just to serve
families of children with emotional or
behavioral challenges from the outset;
among these, some included typically
developing children in the same class-
room settings.
� Family Needs. The programs served
families with needs for child care due
to employment, training or educa-
tional commitments of the parents.
Frequently, unusual and extended
schedules made the provision of ap-
propriate services a challenge. Find-
ing sources of additional funding to
help these families purchase appropri-
ate care for their children has been
problematic in some settings.
� Inclusion Strategies. Some of the
strategies care providers reported us-
ing to include children with emotional
or behavioral challenges in their pro-
grams were: referring children for as-
sessment or mental health interven-
tion, using paid mental health
consultants, working with the child’s
own therapist, engaging social work-
ers to provide family support, inten-
sive staff training on children’s men-
tal health, communication with
parents about the child’s medication,
and the development of innovative
and adaptive care strategies.

Individualized care and behavioral
plans were emphasized by several pro-
grams, who also used such strategies
as providing environments with re-
duced stimulation, concentrating on
positive aspects of the child’s behav-
ior, and working with families to de-
velop consistent strategies or tech-
niques to be used both at home and
at the care facility. Additionally, sev-
eral programs emphasized the impor-

tance of improving the staff: child ra-
tio so that there would be staff sup-
port for children experiencing prob-
lems; some centers have applied for
and received special funding for these
efforts.

The family support programs men-
tioned several other promising strat-
egies for inclusion: providing centers
and family day care with services of
behavioral and educational consult-
ants to help them deal with difficult
behaviors, arranging for funding to
increase personnel and improve staff:
child ratios, providing home visits and
coordination with parents, funding
mental health services for children of
families whose insurance would not
cover them, and offering staff devel-
opment around mental health issues.
� Challenges to Inclusion. Numerous
challenges accompanying the inclu-
sion of children with emotional or
behavioral challenges in care were
identified by the respondents. Stigma-
tization was frequently mentioned as
a problem for these children, with
parents of typically developing chil-
dren expressing concern for their
children’s safety. The children’s behav-
iors were also identified as an issue
due to the physical and emotional
demands that they made on staff
members, and the safety concerns that
they raised for self, staff, and other
children.

Several respondents listed as a criti-
cal issue staff members that were over-
whelmed, inexperienced, underpaid,
and undertrained. The lack of trained
child clinical specialists was also rec-
ognized as a barrier to inclusion, as
well as insufficient funding to support
needed intervention services. Staff
pointed out that caregivers are also
increasingly overburdened, making it
difficult for both caregivers and staff
to find the time for collaboration and
communication.
� Family Participation. Although
nearly all programs and providers re-
ported that they were involved with
families, a minority of the programs
evidenced a high level of family par-
ticipation. Those programs that had
the most intense family engagement
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carved out key roles for families as
integral parts of intervention teams,
as volunteers within the care program,
as members of parent advisory
boards, as participants in parent meet-
ings, or as paraprofessional parent
coaches.

Communication with parents was
mentioned by respondents as critical
for successful inclusion. Parents were
counted on for information about the
child’s previous development and be-
havior, precipitating events or stresses,
techniques or strategies that have been
previously attempted and the success
of such strategies. A few program di-
rectors discussed the need for parent
training and registered concern about
lack of parent engagement. The ma-
jority stated that they saw parent
participation as paramount, al-
though some reported that language
and cultural barriers could be ob-
stacles. In the words of one admin-
istrator, “It is especially important
to form alliances with those fami-
lies who have children with signifi-
cant emotional/ behavioral issues so
that we can work together to help
these children succeed.”

Current Research on Model Programs
The next step in discovering the key

features of child care programs that
successfully include families having
children with emotional or behavioral
challenges has been to conduct inten-
sive studies of programs that repre-
sent a variety of services and settings.
Interviews with directors, staff mem-
bers, and family members of the pro-
grams, as well as direct observations
of children, are currently being ana-
lyzed. The following centers have par-
ticipated in the study: Broken Arrow
Club House, in Broken Arrow, OK;
Fraser School in Bloomington, MN;
The Family Service Center of
Morganton, NC; Little Angels Child
Care Center in Milwaukie, OR; St.
Benedict’s Special Children’s Center in
Kansas City, KS; Kinder Haus Day
Care Center/ Kinder Tots of
Morgantown, WV; McCambridge
Center Day Care in Columbia, MO;
River Valley Child Development Ser-

vices in Huntington, WV; and
Wayzata Home Base, in Wayzata,
MN. Preliminary findings are avail-
able on the web: www.rtc.pdx.edu/
pgProjInclusion.php.

References
Brennan, E. M. Rosenzweig, J. M.,

Ogilvie, A. M., Wuest, L, & Ward,
A. A. (2001). Finding a work/fam-
ily fit for parents of children with
emotional or behavioral challenges:
Contribution of social support,
family flexibility, and service strat-
egies. Portland, OR: Research and
Training Center on Family Support
and Children’s Mental Health, Port-
land State University.

Emlen, A. C. (1997, May). Quality
of child care and special needs of
children who have emotional or be-
havioral problems. Paper presented
at Building on Family Strengths: A
National Conference on Research
and Services in Support of Children
and their Families, Portland, OR.

Erwin, E.J. (1996). Putting Children
First. Visions for a brighter future
for young children and their fami-
lies. Paul H. Brookes Publishing
Co., Inc.

Harvey, E. (1998). Parental employ-
ment and conduct problems among
children with attention-deficit/hy-
peractivity disorder: An examina-
tion of child care workload and
parenting well-being as mediating
variables. Journal of Social and

Clinical Psychology, 17, 476-49.
NICHD Early Child Care Research

Network (in press). The NICHD
study of early child care: Contexts
of development and developmental
outcomes over the first seven years
of life. In J. Brooks-Gunn & L. J.
Berlin (Eds.) Young children’s edu-
cation, health, and development:
Profile and synthesis project report.
Washington, DC: U.S. Department
of Education.

Rosenzweig, J. M., Brennan, E. M.,
& Ogilvie, A. M. (in press). Work/
family Fit for Parents of Children
with Emotional or Behavioral Dis-
orders: A qualitative study. Manu-
script accepted for publication in
Social Work.

Shonkoff, J.P., & Phillips, D. A.
(2000). From neurons to neighbor-
hoods: The science of early child-
hood development. Committee on
Integrating the Science of Early
Childhood Development. Washing-
ton, DC: National Academy Press.

Zigler, E. F., & Hall, N. W. (2000).
Child development and social
policy: Theory and applications.
Boston: Mc-Graw Hill.

Eileen Brennan, Ph.D., Elizabeth Haran
Caplan, M.P.A./ H.A., B.S.N., Shane Ama,
Olivia Warfield, and Jennifer Bradley,
Ph.D. prepared this article as members
of the Models of Inclusion Child Care
project at the RTC at Portland State
University.



FOCAL POiNT26

SCHOOLS AND FAMILIES WORKING TOGETHER

Reducing Minority Student Disproportionality
 in Special Education

Bobby, a six-year old African Ameri-
can boy, had several endearing quali-
ties. He was quick to smile, very ver-
bal, and loyal to his friends. However,
for his teachers, Bobby was a hand-
ful. His attention span was short and
he was gradually falling behind aca-
demically. In addition, he had a quick
temper and often could not control
his behavior. One day, he bit an aide
who told him to wait in line for a
drink of water. Another time, Bobby
became upset at another student and
began over-turning desks and throw-
ing papers across the classroom. His
school, lacking the capacity to iden-
tify underlying reasons or provide ef-
fective interventions for Bobby’s be-
havior or academic difficulties,
repeatedly passed him from classroom
to classroom and school to school.
After a few failed attempts to meet
with Bobby’s mother, Bobby was
placed in a special classroom made up
of several boys identified as having
emotional and behavioral challenges.

The disproportionate and often in-
appropriate movement of cultur-

ally and linguistically diverse students
from general to special education has
long been an issue of significant con-
cern. Bobby’s story exemplifies this
problem. By the time he finished kin-
dergarten and first grade, Bobby had
an unacceptable beginning to his edu-
cational career: six teachers in his first
two years of school. What might have
been done to better meet Bobby’s so-
cial, emotional, and academic needs
is the focus of this paper.

The research literature has for over
30 years documented the extent of
minority student disproportionality in
special education, citing broad inad-
equacies across a variety of educa-
tional fronts, including insufficient
school, community, and family align-

ment; poor teacher preparation and
support; a lack of early problem iden-
tification and effective intervention;
and little attention to culturally com-
petent instruction (Coutinho, Oswald,
& Best, 2002; Harry, 1992; Kozol,
1992; National Research Council,
2002).

Overrepresentation in such disabil-
ity classifications as emotional distur-
bance, mental retardation, and learn-
ing disabled is a particular concern for
specific minority groups, including
African Americans, Hispanics, and
Native Americans. In addition, under-
referral and placement of minority
students for special and gifted educa-
tion services, when warranted, is also
an area of growing concern
(Cummins, 1989; Ford, 1998). Mi-
nority disproportionality in special
education is a significant problem
largely due to its lasting negative im-
pact, including

• the stigma and lowered expecta-
tions often associated with disability
identification;

• deficit views frequently attached
to families of minority special educa-
tion students;

• higher levels of segregated class-
room and alternative
school placements; and

• poor academic out-
comes and high rates of
suspension, expulsion,
and dropping out.

After exiting the special
education system, many
minority students move
on to exposure to the
criminal justice system
and to unemployment at
rates significantly higher
than their White counter-
parts (Osher, Woodruff,
& Sims, 2002; Oswald &
Coutinho, 2002)

Students such as Bobby, often from
low-income communities and chal-
lenging family backgrounds, are ad-
ditionally handicapped by school set-
tings with poor instructional quality,
low expectations, lack of attention to
culturally competent practices, and a
lack of access to scientifically based
practices and interventions for in-
struction and behavioral support. The
following discussion provides an over-
view of suggested strategies for ad-
dressing minority disproportionality,
including family involvement, support
for effective instruction, and cultur-
ally competent practices in the class-
room.

The Role of Family Involvement
One of the most difficult and unre-

solved problems in educational prac-
tice is the challenge of how to
proactively involve culturally and eco-
nomically diverse students and their
families in the educational process.
Limitations in aligning the typically
mainstream/middle-class school cul-
ture to that of culturally and
economically diverse
students and
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their families are a frequent roadblock
to establishing a positive home-school
relationship. This cultural disconnect
contributes significantly to poor stu-
dent behavior and academic out-
comes. Cultural differences often lead
to decreased levels of family comfort
with the school and to negative judg-
ments by teachers and other school
staff. These negative judgments can
lead directly to negative teaching be-
havior. Increased attention, aware-
ness, and understanding by school
staff of the cultural and environmen-
tal contexts in which minority stu-
dents function can help to facilitate
greater connection by students and
their families to the school and im-
proved teacher capacity for instruct-
ing and managing the behavior of di-
verse groups of students.

Suggested methods for increasing
family involvement include

• recruiting parent liaisons to help
establish an ongoing parent commu-
nication system;

• reporting student accomplishments
to parents in addition to problems;

• including parents in activity plan-
ning, policy, and school improvement
committees;

• recruiting school staff that reflect
the diversity of the student popula-
tion; and

• ensuring that school staff are
welcoming, accessible, and respect-
ful of the diversity of the student
population.

Effective Interventions
A welcoming, culturally competent

school setting is only the initial step
in effectively addressing minority stu-
dent disproportionality. The failure by
schools to provide students showing
early academic or behavioral chal-
lenges with effective interventions is
directly related to eventual teacher
referrals for special education place-
ment. A comprehensive plan for pro-
viding academic and behavioral sup-
port and, when necessary, appropriate
interventions should work across
three levels: school-wide support for
all students, early interventions for
students found to be at risk, and tar-

geted interventions for students with
intensive academic or behavioral
needs.

Children’s early school experiences
are critical in helping to shape their
self-concept, personal efficacy, and
motivation for learning. Therefore, it
is important to create school-wide
learning and social environments that
are supportive of children’s total de-
velopment, and that are responsive to
their needs as individuals (Dwyer &
Osher, 2000). One component of ef-
fective schoolwide support is the use
of instructional strategies that have
been demonstrated to work with di-
verse student populations. These strat-
egies should be known to have posi-
tive benefits for children in developing
both their academic and critical think-
ing skills. Examples of such strategies
include Success for All (Slavin, et al.,
1996) and Class-Wide Peer Tutoring
(Greenberg, Kusche, Cook, &
Quamma, 1995).

Another important component is
instruction in social skills to increase
appropriate behaviors and create a
school-wide climate that is caring and
supportive for all. For example, a cur-
riculum utilized in East Baltimore
(Woodruff et al., 1999) taught anger
control, empathy, and appropriate
ways to seek and receive help. When
these social skills were taught to small
groups of children by clinicians and
trained teachers, teachers observed
students’ significant behavioral im-
provement in the classroom, and par-
ents of participating students also re-
ported improvements in their
children’s behavior at home.

While schoolwide supports can es-
tablish an environment that helps to
prevent and respond to identified aca-
demic and behavior challenges, this
support will not always be sufficient
to address the difficulties of students
with greater levels of risk. By identi-
fying early signs of academic or be-
havioral challenges, schools can be-
gin to address problems before they
become more pronounced. These ef-
forts should build on the schoolwide
foundation of support. For example,
in the East Baltimore Social Skills Pro-

gram, teachers received training to
identify and assist students who ex-
hibited early signs of aggressive be-
havior, thereby helping to prevent
these children from developing more
chronic and intractable patterns of
antisocial behavior (Woodruff et al.,
1999).

Students with severe learning or
behavioral problems are frequently
removed from the mainstream school
environment through suspension, ex-
pulsion, and placement into segre-
gated classes and alternative schools,
where they end up spending even
more time in environments marked by
minimal academic expectations and
punitive behavior management phi-
losophies. Segregated placements can
be reduced by providing individual-
ized interventions and supports that
build on student strengths and
proactively address needs. In many
cases these supports can be provided
in mainstream classrooms. For ex-
ample, student support centers, indi-
vidualized learning, and behavioral
services for students can utilize the
skills of both regular and special edu-
cators; individualized services can also
be provided in the mainstream class-
room. In Westerly, Rhode Island, pub-
lic schools established planning cen-
ters where students received
individual counseling and assistance
with homework, resolved conflicts, or
had a quiet place to relax (Dodge,
Keenan, & Lattanzi, 2002).

Conclusions
Without a greater school under-

standing of students, families, and
their diverse cultures, and a coordi-
nated implementation of support at
the school-wide, classroom, and indi-
vidual student levels, both negative
misconceptions and ineffective teach-
ing will continue to contribute to dis-
proportionate minority special educa-
tion identification and negative school
outcomes. Regardless of educational
context—school-wide, classroom or
individual students in need—all stu-
dents should be engaged in culturally
responsive, student-centered opportu-
nities to learn, marked by high expec-
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tations and tailored to
their individual needs.
Schools must work to
implement effective,
evidence-based pro-
grams and interven-
tions to increase fam-
ily involvement and to
provide positive social
and academic experi-
ences for all students.

All stakeholders in
the success of our
children—adminis-
trators, teachers, sup-
port staff ,  family
members, and sup-
port agencies—have to be involved
in creating an environment that is
nurturing and supportive of positive
student behavior, learning, and
achievement. Everyone has a role to
play in developing schools that are
effective. Children need to be con-
nected to structures that nurture the
belief that they can be successful in
mainstream society and let them
know that they are supported in
achieving their goals. Beyond look-
ing at schools as a problem, the ap-
proach needed is a coordinated, pro-
active one—focusing on preventive,
ongoing supports and behavioral
and academic interventions that uti-
lize the family, the child, and the
school as critical sources of strength.
High-quality teaching and learning
results from a strong network of
school supports, strong leadership,
a clear focus, a positive climate, high
expectations, and the participation
and respect of everyone.
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Editor’s note: The following article is
excerpted from A Guide to Planning
and Implementing Cultural Compe-
tence Organizational Self-Assessment
(Goode, Jones, & Mason, 2002), pub-
lished by the National Center for Cul-
tural Competence (NCCC) at
Georgetown University. The full text
for the guide is available on the
internet at www.georgetown.edu/re-
search/gucdc/nccc/.

Health and human service orga-
nizations are recognizing the

need to enhance services for cultur-
ally and linguistically diverse popu-
lations. Assessing organizational
policies and structures—as well as
the attitudes and practices of admin-
istrators and service providers—is a
necessary, effective, and systematic
way to plan for and incorporate cul-
tural competence within an organi-
zation. Determining the needs, pref-
erences and satisfaction of family
members is another essential aspect
of this process.

The National Center for Cultural
Competence (NCCC) at Georgetown
University supports the concept that
cultural competence is a developmen-
tal process that evolves over an ex-
tended period. The ability to engage
in self-assessment is one attribute of
a culturally competent organization
(Cross, Bazron, Dennis, & Isaacs,
1989). Conducting periodic self-as-
sessment promotes awareness, knowl-
edge, and skill acquisition that leads
individuals and organizations to
higher levels along the cultural com-
petence continuum (Cross, et al.). The
self-assessment process can lead to the
development of a strategic organiza-
tional plan with clearly defined short-
term and long-term goals, measurable
objectives, identified fiscal and per-
sonnel resources, and enhanced con-
sumer and community partnerships.

Self-assessment can also serve as a
vehicle to measure outcomes for per-
sonnel, organizations, population
groups, and the community at large.
The NCCC views self-assessment as
an ongoing process, not a one-time
occurrence. Various self-assessment
measures can capture information at
one point in time, providing the or-
ganization with a “snapshot” of how
things currently stand. With repeated
use of such measures, organizations
and their personnel have the oppor-
tunity to assess individual and collec-
tive progress over time.

The NCCC uses a set of values and
principles to guide all of its self-as-
sessment activities including the de-
velopment of knowledge and prod-
ucts, dissemination, and the provision
of technical assistance and consulta-
tion. The principles are as follows
(greater detail for each of these val-
ues can be found in the full text ver-
sion of this article):
• Self-assessment is a strengths-based

model.
• A safe and non-judgmental environ-

ment is essential to the self-assess-
ment process.

• A fundamental aspect of self-assess-
ment is the assurance of meaning-
ful involvement of consumers, com-
munity stakeholders, and key
constituency groups.

• The results of self-assessment are used
to enhance and build capacity.

• Diverse dissemination strategies
are essential to the self-assessment
process.

Useful Steps for Planning and Imple-
menting Self-Assessment

The process of self-assessment is as
important as the outcome. The NCCC
has found the following steps to be
very beneficial to the self-assessment
processes it has conducted.

Cultivating Leadership. Leadership

roles in the self-assessment process
should be filled by people represent-
ing all strata of an organization. These
leaders must then be empowered to
have meaningful input into decision
making relative to the self-assessment
process.

Getting “Buy-In.” Establish a
shared vision that conveys the impor-
tance of the self-assessment process to
the overall organization, its person-
nel, and the families and communi-
ties served. Doing so provides an im-
portant benefit to the self-assessment
process: the formation of a coalition
of stakeholders who are informed,
and who are prepared to effect and
sustain the envisioned improvements.

Building Community Partnerships.
A major principle of cultural compe-
tence involves working in conjunction
with natural and informal support
and helping networks within diverse
communities (Cross et al., 1989).
From the inception of the self-assess-
ment process, include community
partners and key stakeholders in
meaningful ways. It is important to
recognize that individuals and groups
will choose different levels of involve-
ment and ways to participate. Ex-
amples of this range include serving
on task forces or workgroups, partici-
pating in focus groups, making in-
kind or financial contributions, sub-
contracting for specific services, or
providing meeting facilities and other
accommodations. It is essential to
demonstrate that the contributions of
each community partner are valued
and respected.

Structuring Support for the Process.
Convene a committee, work group, or
task force that will assume responsi-
bility for the self-assessment process.
The group should have representation
from policy-making bodies, adminis-
tration, service delivery providers,
consumers and other community

ACHIEVING CULTURAL COMPETENCE THROUGH
ORGANIZATIONAL SELF-ASSESSMENT
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In many ways, consumer and family perspectives are central to efforts to
assess the cultural competence of services and supports provided to chil-

dren and families. Assessment of family perspectives is valuable in helping
service providers, organizations, and systems determine needs and priori-
ties for efforts to move towards the positive end of the cultural competence
continuum (Cross, 1988). Of course, in efforts to develop culturally com-
petent organizations, attention is often focused on areas which are not di-
rectly experienced by children and families; for example, recruiting more
administrators from underrepresented minority populations, or changing
the type and amount of training available to service providers. Neverthe-
less, it stands to reason that efforts to increase the cultural competence at
the service, organization, and system levels should produce results that will
be perceived by the children and families who are being served. Further-
more, in contrast to assessments that rely primarily on data gathered from
staff members, measures of family perspectives are less likely to be dis-
torted by political, social, and internal pressures to view providers and or-
ganizations as being at and/or progressing successfully towards high levels
of cultural competence.

Over the last few years, a research team at the University of Pittsburgh
has been working on an instrument to measure cultural competence from
consumer and family perspectives (Switzer, Scholle, Jonson, & Kelleher,
1998). Designed for use in mental health services, this instrument has re-
cently been field tested among families receiving services from Community
Connections for Families, a System of Care intervention in Allegheny County,
PA (Bell & Scholle, 2002). The Client Cultural Competence Inventory
(CCCI) was developed through a process that incorporated information
from focus groups with providers and families, interviews, and a review of
relevant research literature.

The CCCI is administered via a structured interview. In the field test with
Community Connections for Families, family members were asked to rate
service coordinators by responding to items grouped into four sub-scales:
respect for cultural differences, community and family involvement, ap-
propriateness of assessment and treatment options, and agency services and
structure. Results gave evidence of the tool’s usefulness both in assessing
cultural competence directly and in providing valuable informational input
into a larger process of planning for continuous quality improvement.

The research team continues gathering data and refining the CCCI. They
are seeking collaborations with communities or organizations that are in-
terested in using the instrument and that are willing to share data so psy-
chometric properties of the scale can be further investigated. For more infor-
mation, contact Sara Hudson Scholle, Ph.D., Assistant Professor of Psychiatry
at the University of Pittsburgh at (412) 624-1703 or scholles@pitt.edu.
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stakeholders. It should also reflect the
diversity of the organization and the
community at large. This group is the
primary entity for planning and imple-
menting the self-assessment process,
and should have ready access to deci-
sion makers or have the ability to
make decisions.

Allocating Personnel and Fiscal
Resources. Conducting a self-assess-
ment process is resource intensive, and
it requires a dedicated budget. The
process also makes significant de-
mands on organizational personnel.
Their responsibilities and time com-
mitment should be clearly delineated,
and their workload or duties may
need to be deferred or reassigned.
Similarly, the organization can sup-
port community partners and key
stakeholders during their participa-
tion in the process by providing sti-
pends or honoraria and reimburse-
ment for travel, child care, and/or
other expenses.

Managing Logistics. The ability to
effectively coordinate numerous logis-
tical tasks is vital to the self-assess-
ment process. The task force or
workgroup needs to ensure sufficient
time is available to plan and prepare.
The workgroup must also focus on
developing a calendar and schedule of
activities, and must disseminate infor-
mation to workgroup members and
other stakeholders in a timely manner.

Analyzing and Disseminating Data.
The self-assessment process values the
active involvement of all stakehold-
ers in the collection, analysis, inter-
pretation, presentation, and dissemi-
nation of data. This approach is
commensurate with culturally compe-
tent and participatory action designs
in research and evaluation (Brandt, et
al., 1999; Caldwell, Tucker, Jackson
& Bowman, 1999; Goode &
Harrison, 2000).

Taking the Next Steps. The self-as-
sessment process can yield a wealth
of information about organizational
strengths and areas for growth. Care-
ful consideration should be given to
• establishing organizational priorities,
• developing a strategic plan with

goals and objectives to sustain

Measuring Client Perspectives on Cultural Competence
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strengths and address growth areas,
• allocating necessary resources to

accomplish strategic plan goals,
• sustaining and maintaining partner-

ships with community stakeholders,
and

• incorporating self-assessment results
into the state block grant planning
and development process.
The self-assessment process may

lead to changes in organizational mis-
sion, policies, structures and proce-
dures; staffing patterns; position de-
scriptions and personnel performance
measures; delivery of service and sup-
ports; outreach and dissemination
approaches; composition of advisory
boards and committees; professional
development and in-service training
activities; and management and infor-
mation and telecommunication sys-
tems. Achieving cultural competence
is a long-term commitment. Remem-
ber that it is accomplished one step at
a time.
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The National Center for Cultural Compe-
tence (NCCC) is affiliated with the
Georgetown University Center for
Child and Human Development. The

mission of the NCCC is to increase
the capacity of health care and men-
tal health programs to design, imple-
ment and evaluate culturally and lin-
guistically competent service delivery
systems. The NCCC conducts an ar-
ray of activities to fulfill its mission
including: (1) training, technical as-
sistance and consultation; (2) net-
working, linkages and information ex-
change; and (3) knowledge and
product development and dissemina-
tion. Get further information via tele-
phone, 800-788-2066; e-mail,
cultural@georgetown.edu; or http://
gucdc.georgetown.edu/nccc.

At a time when this country has
become a reflection of a very di-

verse world, human service organiza-
tions are striving to develop culturally
competent services, programs, and
employees. It is estimated that, by the
year 2005, 40% of the population of
children and adolescents in this coun-
try will be of color (“Embracing the

Dynamics of Difference,” 1997). His-
torically, mental health services have
not effectively addressed the needs of
children of color and their families (U.
S. Department of Health and Human
Services, 2001; Hernandez & Isaacs,
1998). However, by including cultural
competence as a key philosophical
value, systems of care for children with

serious emotional disturbance and their
families are bringing it to the forefront
of service delivery systems.

A growing body of literature sup-
ports the system of care philosophy
in asserting that cultural competence
can increase the effectiveness of men-
tal health services delivered to children
and families of color in such ways as

CULTURAL COMPETENCE ASSESSMENT
IN SYSTEMS OF CARE

A Concept Mapping Alternative
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increased consumer satisfaction and
decreased rates of treatment dropout
(U. S. Department of Health and Hu-
man Services, 2001; Sue & Sue,
1999). This article describes the ef-
forts of one system of care, The
Children’s Partnership in Austin,
Texas, to create a vision of cultural
competence for its community and to
determine what was needed to move
toward realizing that vision. The pur-
pose of the assessment was twofold:
(1) to provide the community with a
baseline assessment and process for
monitoring its development of cul-
tural competence over time, and (2)
to provide the community with infor-
mation necessary for developing tech-
nical assistance and training plans to
address issues related to cultural com-
petence.

Cultural Competence Assessment
A framework for developing effec-

tive, culturally competent services for
children of color who have an emo-
tional disturbance was pioneered and
presented by Cross, Bazron, Dennis
and Issacs (1989). The framework
provides a widely accepted definition
of cultural competence and outlines
five elements deemed essential in the
development of a culturally competent
system, agency or institution. Since
that time a number of culturally fo-
cused frameworks, performance stan-
dards, and benchmark measures have
been developed and are being dissemi-
nated (U.S. Department of Health and
Human Services, 2001). In addition,
there are several excellent guidebooks
available to help individuals or organi-
zations assess and enhance their cultural
competence (e.g., Roizner, 1996).

While a number of instruments are
available for developing, implement-
ing and enhancing individual and or-
ganizational cultural competence,
only a few instruments are specifically
relevant to systems of care (for ex-
ample, Child Welfare League of
America, 2000; Cross, 1993;
Hernandez, Gomez & Worthington,
2001; Mason, 1995). The assessment
process described here was guided by
system of care values and offers an

innovative method for assessing cul-
tural competence from multiple per-
spectives in a relatively short period
of time. Findings from this study also
suggest that Concept Mapping offers
a means for systems of care to define,
assess, and track cultural competence
within a specific community’s context.

Method of Assessment
Families were involved in all facets

of the assessment, including develop-
ing the focus statement, brainstorm-
ing responses to the focus statement,
and sorting and prioritizing the re-
sponses. Their experiences with the

project varied based on their role with
the Children’s Partnership system of
care, yet all found the process benefi-
cial in tailoring services to meet their
unique needs.

The sample for this study included
caregivers, youth, staff of various lev-
els (direct service, administration, board
members), and providers in one Center
for Mental Health Services’ system of
care grant community. A total of 24
people participated in the assessment.
Of this number, 17 participant re-
sponses are included in the sorting re-
sults and 18 participant responses are
included in the rating results.
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Figure 1. Point Cluster Map

Focus Statement: Complete the following statement with an example: I be-
lieve a level of cultural competence is achieved in a system of care when...

Table 1. Example of Cluster Statements

Cluster 1: Families

Professionals are able to meet families’ unique needs.

Professionals take responsibility for addressing families’ needs.

The family team participates regardless of differences, is encouraged
to participate, and participation is valued.

Families’ stories and space are respected and held in confidence.

Families feel the freedom to share information about cultural
differences.

People are more careful and accurate about things that involve indi-
vidual families.

Work with families raises the issue with families that cultural compe-
tence is an important value to embrace.

Families have access to opportunities to learn how to be culturally
competent and value everybody.
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The method of assessment chosen
for the study was Concept Mapping
as developed by Concept Systems, Inc.
(Trochim, 1989). Concept Mapping
uses a participatory and collaborative
approach to gather input from many
people. A total of 60 statements were
gathered from participants through
group and one-on-one discussions
describing participants’ ideas of a cul-
turally competent system of care. In-
dividual participants then sorted the
statements into piles in a way that
made conceptual sense to them and
gave each pile a label. They then rated
each statement on two criteria: impor-
tance of the statement and how often
the statement was demonstrated in the
community’s system of care. In addi-
tion, staff and board participants
rated each statement on its level of
inclusion in the current written poli-
cies of organizations participating in
the system of care. The sorting and
rating information was used to gen-
erate conceptual maps and compari-
sons between groups. After initial
analysis by the research team, an in-
terpretation session was held with
participants to discuss and interpret
the results. Together, participants and
the research team decided on the num-
ber of clusters and cluster label assign-
ments for the final maps.

Results and Discussion
Figure 1 illustrates the 7-cluster

map solution chosen by participants
to represent the information gathered.
The names of the clusters, chosen by
participants, provide an indication of
the area of cultural competence de-
scribed by the cluster statements. The
statements (indicated on the map by
number) in each of the clusters offer
concrete examples of what a cultur-
ally competent system of care would
look like, as described by participants
in this particular system of care com-
munity. Table 1 provides an example
of the statements in one of the map’s
clusters, Families.

Overall, participant ratings indicate
very high levels of importance (4.20-
4.58 on a 1-5 scale) and lower levels
of demonstration (2.52-3.33 on a 1-5

scale) for all statements in the clus-
ters. On importance, statements in the
Families cluster were rated the high-
est, and statements in the More
Respect from the School System clus-
ter were rated the lowest. On fre-
quency of demonstration ratings,
statements in the Service Expectations
and Communication clusters were
rated the highest, and statements in
the Systems and Community clusters
were rated the lowest.

A low level of consistency was
found between how participants rank
ordered clusters on importance and
frequency of demonstration (r =.16—
the closer the r is to 1.0, the more
consistency there is between two
rankings of the clusters). Although
statements in the Families cluster were
ranked as most important, partici-
pants ranked the cluster third in fre-
quency of demonstration. There were
also differences between some of the
participant subgroups in how they
rated importance and demonstration
of the statements. The family and staff
groups demonstrated moderate agree-
ment on importance rankings (r = .47)
and strong agreement on demonstra-
tion rankings (r = .79). Comparisons
between the people of color and
White/European groups indicated a
low level of agreement on the rank-
ing of cluster importance (r = .30), but
these two groups strongly agreed in
rankings of demonstration (r = .84).
There were other notable differences:
• Ratings by the family and people of

color groups were identical for fre-
quency of demonstration and op-
posite of the staff /non-family board
group.

• The White/European group rated
the Respecting Individual Unique-
ness cluster as its top priority; that
cluster ranked next to last in impor-
tance for the people of color group.

• The people of color group rated the
Families cluster as its first priority,
as did all other groups except the
White/European group which
ranked it second.

• The White/European group placed
the Families cluster as second most
demonstrated, while all other

groups ranked it third.
• The people of color group rated ev-

ery cluster except Communication
as less often reflected in policies
than did the White/European
group.

• Responses from staff and board mem-
bers indicated a substantial lack of
knowledge about organizations’ poli-
cies related to cultural competence.

Recommendations for
Technical Assistance and Training

Findings from the evaluation sug-
gested a number of implications for
technical assistance and training. The
differences between group ratings of-
fer helpful measures for determining
cultural competence goals for the sys-
tem of care and related training
needed to reach those goals. Changes
in cluster ratings can be tracked over
time. An increase in the frequency of
demonstration ratings would suggest
that the level of cultural competence
(as defined by participants) is improv-
ing. As gaps between cluster levels of
demonstration and their respective
levels of perceived importance begin
to narrow, indications for improved
competence in those specific areas are
provided.

Following are some examples of
how findings among the clusters were
translated into identified training
needs.
• The Community: Develop opportu-

nities for the system of care to be-
come more familiar with the com-
munity/neighborhood cultures of
families targeted for services.

• Families, Service Expectations, and
Communication: Develop training
around individualizing services,
confidentiality, provider skills for
engaging families in discussions
around cultural issues, and expec-
tations regarding accessibility to
families.

• Systems: Develop policies related
to cultural competence and moni-
tor how policies are put into prac-
tice (e.g., tying policies into per-
formance measurement). Provide
cross-agency training to all system
of care stakeholders related to
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agencies’ policies, norms, and ex-
pectations.

Summary
Results from this evaluation sug-

gest that Concept Mapping is a use-
ful process for systems of care in
developing community-specific vi-
sions for cultural competence. The
findings further suggest that the
method is useful for establishing a
baseline for tracking cultural com-
petence development over time. The
statements generated by participants
offer concrete information for devel-
oping technical assistance and train-
ing plans around issues of cultural
competence.

The inherent nature of cultural
competence demands individualiza-
tion at the family, organizational,
and community levels. The Concept
Mapping methodology offers a
unique way of gathering data from
many individuals that can then be
analyzed across multiple levels of a
community’s system of care. This
study successfully integrated the
participatory principles and values
of systems of care philosophy in its
planning, implementation, and re-
porting design.
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Research from the Research and Training Center
on Family Support and Children’s Mental Health (RTC)

CAREGIVERS’ PERSPECTIVES ON
CULTURAL COMPETENCE

The Research and Training Center
on Family Support and Children’s

Mental Health recently reported on
research that focused on caregivers’
perspectives on the cultural compe-
tence of services provided to their
children, who were diagnosed with
emotional or behavioral disorders
(Walker, 2000; Walker, 2001). Our
research study relied primarily on an
analysis of caregivers’ own descrip-
tions of specific occasions when they
experienced satisfaction or dissatis-
faction with the extent to which re-
spect for the family’s beliefs and val-
ues was demonstrated. We asked
specifically about the extent to which
providers demonstrated respect dur-
ing assessment, during the develop-
ment of service plans, and during the
course of services and activities pro-
vided to the child and family.

Results from our study highlight
similarities and differences between
and among members of different eth-
nic communities regarding satisfac-
tion and dissatisfaction with the cul-
tural competence of services. The
study also provides specific informa-
tion and examples about what goes
wrong—and what goes right—when
families and children interact with
service providers and systems. Finally,
our study also provides some insight
into the major themes that are blended
together in caregivers’ own definitions
of “culture.”

The Study
Data for the study were collected

from 286 caregivers (90% female)
whose children (6 to 18 years old,
mean 11.9) had emotional or behav-
ioral disorders. Children were prima-
rily White (67%), with 22% being
African American, 9% Native Ameri-
can, and 3% from other races. In ad-
dition to open-ended questions ask-

ing about specific occasions of satis-
faction and dissatisfaction, the inter-
view included questions asking
caregivers to rate how important they
thought it was for their culture to be
considered in the service plan, and the
extent to which their culture had been
taken into account in the services and
activities provided under the plan.
Caregivers also provided information
about their educational background,
household income, and overall satis-
faction with services.

Results revealed that 82% of re-
spondents viewed culture to be of at
least moderate importance in design-
ing service plans. African American
families were significantly more likely
to rate this as an important issue as
compared to Caucasian caregivers
(100% as compared to 80%). Forty-
seven percent of caregivers indicated
that culture had indeed been taken
into account in the design of their own
child’s service plan, with no differ-
ences between racial groups.

Responses to the open-ended ques-
tions were coded into five broad cat-
egories (community or ethnic values,
religious values, parenting values, re-
spect for child, and respect for
caregiver), with several subcategories.
Data were coded to reflect whether
caregivers expressed satisfaction or
dissatisfaction within each category.
Analysis of satisfaction/dissatisfaction
by race showed that African Ameri-
can and Native American caregivers
offered significantly more examples of
both satisfaction and dissatisfaction
in the “community or ethnic values”
category than did Caucasian
caregivers. Although both African
American and Native American
caregivers reported a fairly high per-
centage of comments indicating satis-
faction with cultural competence in
the “community or ethnic values” cat-

egory (35% and approximately 25%
respectively), more expressed dissat-
isfaction. Further analysis of subcat-
egories within the community or eth-
nic values category revealed that
African American and Native Ameri-
can caregivers were dissatisfied with
the lack of ethnic-targeted programs,
scarcity of therapists from their own
racial group, and service providers’
lack of understanding of cultural
norms. Significant differences were
found between Caucasian and Afri-
can American caregivers in the “strict
discipline” subcategory of parenting
values. Specifically, African American
caregivers more often expressed the
specific dissatisfaction that service
providers were too lenient in the dis-
cipline they prescribed or used, or that
they unfairly condemned caregivers
for using forms of discipline that were
strict.

Interestingly, level of formal school-
ing, employment status, and single
parenthood were not related to levels
of satisfaction or dissatisfaction.
However, caregivers with low house-
hold incomes were significantly more
likely to report dissatisfaction with the
extent to which they felt respected by
service providers. In fact, our analy-
ses showed that caregivers from low-
income households were almost three
times more likely than other
caregivers (19% versus 7%) to talk
about a specific incident during which
they had felt personally disrespected.

An additional analysis examined
whether being dissatisfied in the area
of cultural competence would be as-
sociated with caregivers’ overall sat-
isfaction with services. Controlling for
problem severity and family partici-
pation in planning, results revealed
that overall satisfaction was not re-
lated to caregiver minority/majority
status. However, an interaction effect
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revealed that satisfaction with services
was significantly lower for minority
caregivers who had expressed dissat-
isfaction in the community or ethnic
values category. Both minority and
majority caregivers were significantly
less satisfied with services if the
caregiver was kin of the child (as op-
posed to a foster parent) and/or if the
caregiver expressed any type of dis-
satisfaction related to cultural com-
petence of services.

Conclusions: Caregivers say that...

...there is some success in the provi-
sion of culturally competent services.

Results from our study show that
about half of caregivers—regardless
of race, education, or other personal
variables—felt that service providers
had done at least a fairly good job in
respecting their cultural values during
treatment planning and service deliv-
ery. What is more, over one third of
minority caregivers gave specific ex-
amples of ways that their community
or ethnic values had been respected
by service providers.

...more providers need to see
caregivers as capably parenting
unique children.

More than a quarter of all
caregivers expressed concern that pro-
viders failed to see each child as a
unique individual, not just a syn-
drome, a label, or a problem. About
a quarter of caregivers also said that
service providers failed to appreciate
caregivers’ knowledge of their chil-
dren, and caregivers’ ability to parent
effectively. On the other hand, 28%
of caregivers expressed satisfaction
with the extent to which service pro-
viders did appreciate the children as
individuals, while only 10% noted
that providers saw caregivers as ca-
pable parents.

...there are many ways in which ser-
vices are not respectful of the beliefs
and values of children and caregivers
from minority communities.

Close to half of minority family
caregivers described specific ways that
their community or ethnic values were
disrespected by service providers. The

results reinforce the words of minor-
ity caregivers who emphasized:

[Providers] in general could be more
sensitive and conscious of the
struggles with racism in this culture.
Don’t say, “Just put it behind you.”
That does not validate the reality of
what people of color experience with
racial prejudice.

...providing culturally appropriate
services is more difficult than just fol-
lowing a recipe.

Caregivers’ voices emphasize that
not all minority families want or need
the same kinds of services. For ex-
ample, some caregivers said that chil-
dren from minority cultures needed
therapists from the same background,
or that they needed targeted programs
to support their culture. At the same
time, other minority caregivers in-
sisted that the best services were those
that were “color-blind” and treated
all children the same.

This study indicates that service
providers need to develop their under-
standing of the values, norms, and
ways of life typical of different com-
munities and cultures. At the same
time, providers also need to be able
to see people as individuals who re-
flect culture and community in unique
ways. Promising research in cultural
competence suggests that an impor-
tant first step is for families and pro-
viders to work together to define their
goals, how the goals can best be
achieved, and how they can resolve
disagreements when they arise (Sue,
1998).

... providers need to work with
caregivers more flexibly around is-
sues of discipline.

Caregivers—particularly African
American caregivers—were also dis-
satisfied with providers’ ideas about
discipline. In particular, many
caregivers felt that providers were too
lenient with discipline in general, and
also too rigid in their belief that physi-
cal punishment was never appropri-
ate. Caregivers in this study pointed
out that there is a difference between
spanking (or other physical punish-
ment) and abuse, and they voiced a

belief that there were times when
physical punishment was necessary.
There is clearly a need for providers
to be more flexible in working with
caregivers around issues of discipline.

...providers need to understand the
additional burdens that come with
having limited income.

Almost one in five low-income
caregivers described ways in which
service providers had disrespected
them, viewing them, for example, as
“lazy”, or “losers” or “trash.”
Caregivers’ words tell us that many
service providers are not sensitive to
the ways that having limited income
places multiple additional burdens
on caregivers as they interact with
the mental health system. Caregivers
indicate a serious need for more at-
tention to this issue, not just by in-
creasing provider sensitivity, but
also by finding ways to offer services
and supports in ways which do not
end up actually increasing the
stresses faced by families with lim-
ited economic resources.
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TOPICS FOR PRESENTATION
The goal of this conference is to showcase culturally competent, family-
centered research and innovative programs and practices. Topics can include,
but are not limited to, the following areas:

DEVELOPMENTS IN FAMILY-CENTERED RESEARCH
• Family/youth/professional collaboration in research and evaluation
• New measures and measurement issues
• Innovations in research design
• Strategies for research in diverse communities
• Results of family-focused research
• Use of research and evaluation for program and system improvement

FAMILY-CENTERED, CULTURALLY COMPETENT SERVICES
• Program theory and examples of innovative programs and practices
• Lessons learned in education, special education, child welfare, juvenile justice,

mental health, and integrated/wraparound services
• Evaluation approaches and outcomes
• Outreach strategies for diverse populations

BUILDING THE CAPACITY OF COMMUNITIES TO SUPPORT CHILDREN AND
FAMILIES
• Informal support systems for families
• Strengthening neighborhoods and communities
• Interagency, interprofessional, and family/youth/professional collaboration
• Community and school-based initiatives

CALL FOR PRESENTATIONS
June 26-28, 2003    •    Portland, Oregon

BUILDING ON FAMILY STRENGTHS:
RESEARCH AND SERVICES IN SUPPORT OF CHILDREN AND THEIR FAMILIES

BUILDING ON FAMILY STRENGTHS CONFERENCE

Our annual conference brings together family members, youth, researchers, service
providers and advocates. Participants will share research findings and program strategies that

promote family-centered services and enhance the quality of life for families and
their children who are affected by emotional, behavioral, or mental disorders.

CONFERENCE SPONSORS:
Research and Training Center on Family Support and Children’s Mental Health

Regional Research Institute for Human Services
Graduate School of Social Work, Portland State University

National Institute on Disability and Rehabilitation Research, U.S. Department
of Education

Child, Adolescent, and Family Branch
Center for Mental Health Services, U.S. Department of Health and Human Services

Find submission information
on the reverse side (p.38)

For more information on
Building on Family Strengths,

visit our website:
www.rtc.pdx.edu

Para más información
en español acerca de Edificando

sobre las Fuerzas Familiares,
visite nuestra página web:

www.rtc.pdx.edu
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GUIDELINES FOR SUBMISSION
We encourage proposals that:
• Feature family members and youth in lead roles as

presenters
• Include families and youth in the design, implementation

and evaluation of research or programs
• Reflect cultural competence
• Focus on family and youth strengths
• Show respect for families and youth
• Are accessible to an audience of family members and

professionals
• Are presented in Spanish

Proposals are invited from: Researchers, family advocates,
family members and youth, administrators, policy makers,
service providers, educators, and others interested in strength-
ening research, practice, and policy in response to the needs of
children and families. Although the conference has a mental
health focus, we welcome proposals from related fields and
disciplines that support families and enhance community
well-being.

Types of sessions:
We encourage varied methods of presentation including use of
handouts, overheads, videos, and experiential activities.
Paper . . . . . . . . . . . . . . . . . . . . . . . . . .50 minute presentation
Symposium . . . . . . . . . . . . . . . . . . . .110 minute presentation

symposium = integrated perspectives on a single
topic or several elements of a research project

Poster Session . . . . . . . . . . . . . . . during Friday’s reception
poster = informal discussion of your visual display
on poster board & table provided by conference sponsors

There are two ways to submit a proposal:
1.  Submit your proposal online at www.rtc.pdx.edu
     or
2.  Fill out the application form and mail 3 copies of your
     proposal to us.

Sorry, faxed proposals will not be accepted.

Submission deadline:
Must be postmarked by January 17, 2003

Conference presenters will receive a reduced conference rate.

Building on Family Strengths Conference
Call for Presentations

Application Form

Please indicate with (*) for lead or any co-presenter who is a youth
or family member.

Lead Presenter (primary contact person):

Name

Affiliation

Street Address

City/State/Zip

Phone

Email

Co-Presenter:

Name

Affiliation

Other Co-Presenters (attach separate pages with names & affiliation).

Proposal is for:  ❑ Paper   ❑ Symposium   ❑ Poster Session

Title of Presentation:

Method(s) of presentation (interactive, didactic, multimedia,
participatory):

Primary audience (i.e., family members, researchers, service providers):

Submit Application Form and Proposal to:
Lynwood Gordon, M.S.W.

Associate Director
Research and Training Center on Family Support

and Children’s Mental Health
Regional Research Institute
Portland State University

P.O. Box 751, Portland, OR 97207-0751
phone: (503) 725-4114
e-mail: gordonl@pdx.edu

Fax

Please submit this application form and your written proposal
which includes the following information:

• Abstract (50 words or less) for inclusion in printed agenda
• Description (500 words or less)

Submission deadline:
Postmarked by January 17, 2003
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❑  FAMILY PARTICIPATION IN THERAPEUTIC FOSTER CARE: MULTIPLE PER-
SPECTIVES. 1999. Presents findings of case study in a local context,
examining family participation from multiple perspectives. $9.25

❑ FAMILY/PROFESSIONAL COLLABORATION: THE PERSPECTIVE OF THOSE
WHO HAVE  TRIED.  1994. Describes curriculum’s strengths and limita-
tions, effect of training on practice, barriers to collaboration. $7.50

❑ KEEPING FAMILIES TOGETHER: IMPLEMENTATION OF AN OREGON LAW
ABOLISHING THE CUSTODY REQUIREMENT. 1999. Describes the develop-
ment of an Oregon law to prevent custody relinquishment and presents
findings about family and caseworker knowledge of the law. $8.50

❑ PARENTS AS POLICY-MAKERS: A HANDBOOK FOR EFFECTIVE PARTICIPA-
TION. 1994. Describes policy-making bodies, examines advocacy skills,
describes recruitment methods, provides contacts for further informa-
tion. $7.25

❑  PARENT PERSPECTIVES ON FAMILY INVOLVEMENT IN THERAPEUTIC
FOSTER CARE. 2000. Journal of Child and Family Studies, 8(4), 451-461.
Free while supplies last.

❑  PROFESSIONAL AND PROVIDER PERSPECTIVES ON FAMILY INVOLVEMENT IN
THERAPEUTIC FOSTER CARE. 1999. Journal of Child and Family Studies,
8(3), 329-341. Free while supplies last.

❑ PROMISING PRACTICES IN EARLY CHILDHOOD MENTAL HEALTH, SYSTEMS
OF CARE: PROMISING PRACTICES IN CHILDREN’S MENTAL HEALTH, 2001
SERIES, VOLUME III. 2001. Develops a picture of state-of-the-art practices
in early childhood mental health services through an extensive literature
review and examples of promising practices. Free while supplies last.

❑ RESPITE CARE: A KEY INGREDIENT OF FAMILY SUPPORT. 1989 Conference
proceedings. Starting respite programs, financing services $5.50

❑ SPREADING  THE WORD ABOUT FAMILY STRENGTHS. 1998. Practical guide
to effective media relations with tips for building relationships, crafting
a story, writing news releases and building public support. $4.50

❑ STATEWIDE PARENT ORGANIZATION DEMONSTRATION PROJECT FINAL
REPORT. 1990. Evaluates the development of parent organizations in five
states. $5.00

❑ THE DRIVING FORCE: THE INFLUENCE OF STATEWIDE FAMILY NET-
WORKS ON FAMILY SUPPORT & SYSTEMS OF CARE. 1994. Highlights

❑ AN INTRODUCTION TO CULTURAL COMPETENCE PRINCIPLES AND ELE-
MENTS: AN ANNOTATED BIBLIOGRAPHY. 1995. Describes articles & books
that exemplify aspects of the CASSP cultural competence model. $6.50

❑ BENEFITS OF STATEWIDE FAMILY NETWORKS: VOICES OF FAMILY MEMBERS.
1998. Describes issues, benefits, and impacts of statewide family net-
works in a user-friendly format with extensive quotes from family
members to illustrate finds. $5.00

❑  BUILDING ON FAMILY STRENGTHS: RESEARCH AND PROGRAMS IN SUPPORT
OF CHILDREN AND THEIR FAMILIES. 1997 CONFERENCE PROCEEDINGS. Tran-
scripts of plenaries including keynoter Carl Bell and summaries of paper
and panel presentations. $11.00

❑ BUILDING ON FAMILY STRENGTHS: RESEARCH AND SERVICES IN SUPPORT
OF CHILDREN AND THEIR FAMILIES. 1998 CONFERENCE PROCEEDINGS. 2000.
Transcripts of plenaries including keynoter Robert Naseef and summa-
ries of paper and panel presentations. $12.00

❑  BUILDING ON FAMILY STRENGTHS: RESEARCH AND SERVICES IN SUPPORT
OF CHILDREN AND THEIR FAMILIES. 1999 CONFERENCE PROCEEDINGS. 2000.
Transcripts of plenaries including keynoter Beth Harry and summaries
of paper and panel presentations. $11.50

❑  BUILDING ON FAMILY STRENGTHS: RESEARCH AND SERVICES IN SUPPORT
OF CHILDREN AND THEIR FAMILIES. 2000 CONFERENCE PROCEEDINGS. 2001.
Transcripts of plenaries including keynoter Nirbhay Singh, and summa-
ries of paper and panel presentations. $11.50

❑ BUILDING ON FAMILY STRENGTHS: RESEARCH AND SERVICES IN SUPPORT
OF CHILDREN AND THEIR FAMILES. 2001 CONFERENCE PROCEEDINGS. 2002.
Transcripts of plenaries including keynoter Carol Spigner and summa-
ries of paper and pannel presentations. $8.50.

❑  CAREGIVERS SPEAK ABOUT THE CULTURAL APPROPRIATENESS OF SER-
VICES FOR CHILDREN WITH EMOTIONAL AND BEHAVIORAL DISABILITIES.
2000. A non-technical report. $4.50

❑  CAREGIVERS’ VIEWS ON THE CULTURAL APPROPRIATENESS OF SERVICES
FOR CHILDREN WITH EMOTIONAL OR BEHAVIORAL DISORDERS. 2001. Journal
of Child and Family Studies, 10(3), 315-331. Free while supplies last.

❑ CULTURAL COMPETENCE SELF-ASSESSMENT QUESTIONNAIRE: A MANUAL
FOR USERS. 1995. Instrument to assist child-& family-service agencies
assess cross-cultural strengths & weaknesses. $8.00

SELECTED PUBLICATIONS: ORDER FORM
This order form lists selected publications only. To order, use the order form on the following page, call
(503) 725-4175, e-mail rtcpubs@pdx.edu, or visit our web site at www.rtc.pdx.edu. For a complete list
of publications contact us by phone or e-mail, or visit our web site.

❑ BUILDING ON STRENGTHS IN COMMUNITY SETTINGS. 2002, Spring.

❑ TRANSITIONS FOR CHILDREN WITH EMOTIONAL AND BEHAVIORAL CHAL-
LENGES. 2001, Spring.

❑ ROLES FOR  YOUTH IN SYSTEMS OF CARE. 2000, Fall.

❑ ADOPTION: A LIFELONG JOURNEY FOR CHILDREN AND FAMILIES. 1996,
Spring.

❑ EMPOWERING FAMILIES WHOSE CHILDREN HAVE EMOTIONAL DISORDERS.
1995, Spring.

❑ DEVELOPING CULTURALLY COMPETENT ORGANIZATIONS. 1994, Summer.

❑ SERVICES  TO MINORITY POPULATIONS—CULTURAL COMPETENCE. 1988, Fall.

❑ WHAT DOES IT MEAN  TO BE A CULTURALLY COMPETENT SERVICE PROVIDER?
1988, Summer.
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Other RTC Publications
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1993 activities of 15 statewide family advocacy organizations. $9.00

❑  THE LIFE CYCLE OF FAMILY ADVOCACY ORGANIZATIONS. 1996. Adminis-
tration in Social Work, 20(4), 23-42. Free while supplies last.

❑  WORKING ALLIANCE IN ONLINE THERAPY AS COMPARED TO FACE-TO-FACE
THERAPY: PRELIMINARY RESULTS. 2002. Cyberpsychology & Behavior,
5(2), 95-105. Free while supplies last.

❑ WORKING  TOGETHER FOR CHILDREN: AN ANNOTATED BIBLIOGRAPHY
ABOUT FAMILY MEMBER PARTICIPATION IN CHILDREN’S MENTAL HEALTH
POLICY-MAKING GROUPS. 1994. Ideas for enhancing family member
participation and conceptual models regarding increasing participation.
$6.25

❑ A COMPLETE LIST OF OTHER PUBLICATIONS AUTHORED BY RESEARCH
AND TRAINING CENTER STAFF. Lists journal articles, book chapters,
monographs. Free. Also available on our website, www.rtc.pdx.edu


