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ABSTRACT
Challenges to accessing mental health care causes a postponement of mental health care
for racial and ethnic minorities through stigma, cultural principles, client necessity, and
available services. Applying mental health needs for all racial ethnicities and
backgrounds in every FEP government-funded program reduces common collective
negative effects of mental health services. Mental health inequity emphasizes the
magnitude of the importance of understanding and addressing discrepancies as well as
appreciating how historical and contemporary injustices shape the unequal distribution of
mental health and health resources among racial and ethnic minorities. This study
aspired to show the social factor of mental health disparities, specifically discrimination,
results from socioeconomic hardship, lack of employment and education, impoverished
communities, difficulty in accessing mental health care, and the need for cultural
competence. This study recognizes the need of supportive elements for racial and ethnic
minorities suffering from mental health who are anxious when accessing services.
Keywords: racial and ethnic minorities, first-episode psychosis, disparities, ecological
model, cultural competence, access mental health, mental health, diversity, health care

providers, government-funded programs
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CHAPTER 1: INTRODUCTION

Analyzing the differential outcomes from racial and ethnic minorities served in
first-episode psychosis (FEP) government-funded coordinated specialty care programs
connects public administration practices and research techniques to inform public health
practices. FEP is a severe condition of the psychoanalysis of schizophrenia. Research
has shown that intervention during the onset of psychosis can be associated with
improved symptoms and functioning compared with traditional mental health care
(Mueser et al., 2015). Unfortunately, limited indiscriminate customary trajectories have
evaluated a multimodel, multidisciplinary group method with standard care in FEP; and
according to Mueser et al. (2015), no nonacademic, community clinic trials have been
conducted within the United States.

One of the most concerning public policy apprehensions in the United States
today focuses on disparities regarding minority accessing mental health resources
(Mueser et al., 2015). As for racial and ethnic minority communities, health disparities
have been identified as one of the most crucial components to eliminate by the Healthy
People 2010 and 2020 (Cook et al., 2017). According to Cook et al., disparities in mental
health care usage is one of the most significant problems among minority populations.
Research has indicated that the general fees of mental health treatment increased
disparities in access to mental health psychotherapy between Black, LatinX, and White
continued.

Racial and ethnic minorities often face disparities when seeking mental health
services while living in impoverished neighborhoods, their socioeconomic status, their

culture, and faith-based philosophy (Alegria et al., 2011; T. G. McGuire & Miranda,



2008). Disparity is an intricate mechanism that stems from many sources; for instance,
harboring biased attitudes against certain groups that could exert less effort on behalf of a
member of a particular group (Fiske, 1998; T. G. McGuire & Miranda, 2008). Therefore,
health care providers often develop negative stereotypes toward their patients, for
example, if a physician feels Black Americans are less likely than White Americans to
comply with mental health services, the doctor might not prescribe or assist based on
race, culture, and stigma (Delgado & Stefancic, 2017; Tate, 1997). Expanding the
number of racial minority providers is considered an essential factor for improving health
disparities. This is important for mental health care, where racial and ethnic minority
providers are poorly represented, and it will make a difference in diversity by addressing
minority patients’ concerns and trust (Delgado & Stefancic, 2017).

An understanding of racial disparities in health care has significant effects on the
progression of authentic methods in cultivating health and diminishing inequities. In
other words, addressing these discrepancies will improve the public health and well-being
of minorities. Williams and Sternthal (2010) specified that racial and ethnic minorities
with amplified elevations of adversity encountered racial inequality. The probabilities of
racial injustices in health require an examination of systematic evaluation to which the
unique work-related conditions of racial and ethnic minorities contribute to theories of
social experiences. Under social structures, the social class typically functions as
socioeconomic status, which has demonstrated an understanding of racial disparities in
health. Research has failed to reveal socioeconomic status among racial and ethnic

minorities’ dissimilarities in health (Williams & Sternthal, 2010).



Between 2004 and 2006, the state and local mental health care reports exhibited
undesirable progress as federal mental health care expenditures increased during 2007-
2009. T. G. McGuire and Miranda (2008) suggested that improving the quality of health
care in general is likely to benefit minority patients who have access to care. General
development may help reduce disparities through quality improvement, for instance,
developing and improving materials for non-English speaking populations and virtual
mental health resources for racial and ethnic minorities. In addition to overcoming
barriers and incorporating cultural competence training, these measures would reduce
mental health inequities by improving access to mental health services (Zimmerman,
2005). Additional interventions consist of integrating foreign language material and
mental health educational video resources for racial and ethnic minority patients,
providers, and family members (T. G. McGuire & Miranda, 2008). Material on cultural
values and practices of overcoming obstacles to care for racial and ethnic minority
patients should be incorporated in all training. Typically, quality promotion, prevention,
and interventions reduce disparities. The discrepancy in mental health is significant and
challenging to understand, but the decline of social inequities is unnecessary for attaining
equality in mental health. Amending access to quality care would enhance the mental
health of racial and ethnic minorities (T. G. McGuire & Miranda, 2008).

Cook et al. (2017) pointed out that access to mental health care influences
socioeconomic factors and insurance though clinical need and treatment preferences did
not impact these elements. Racial and ethnic communities experience comparable phases
of mental illness commonalities as Whites, which causes disparities to be of great

medical and public health importance. Cook et al. (2017) pointed out that racial and



ethnic communities have similar cases of serious mental illness, and reducing racial and
ethnic disparities when accessing mental health care is viewed as helpful to manage costs
of critical therapeutic care. Cook et al. indicated previous findings showed little progress
toward decreasing mental health care disparities for racial and ethnic minority
communities. The results given created a sufficient examination of racial inequity and
social fairness, which caused substantial discussion among health care professionals who,
in turn, recognized inequity as a social fairness concern, in addition to being a public
health dilemma with evident health penalties.
Rates of Mental Illness Among Ethnic Groups

Most racial and ethnic minority groups have limited cases of mental illness
compared to Whites. However, the inequalities of mental health percentages are
extensive among racial and ethnic minorities, and so are the inconsistent services of
mental health access. Budhwani et al. (2015) showed that racism and discrimination
damages mental health, chronic conditions, and emotional variance among racial and
ethnic minorities. Richardson et al. (2003) examined the quality of mental health care for
racial and ethnic minorities and how they were more likely to receive mental health
counseling for substance use or be referred to a primary health care facility than to a
mental health specialty clinic, unlike Whites, and American Indians and Alaskan Natives
have an increase of posttraumatic stress disorder and alcohol dependency with a lower
risk of major depression.

Racial and ethnic minorities in the United States are discriminated against when
accessing mental health services. Alegria et al. (2016) reported that racial and ethnic

minorities with mental health conditions seeking equivalent care were limited, compared



with Whites. The relationship of race and ethnicity to mental health care access and
delivery is problematic, and the use of mental health outpatient services fluctuates with
racial and ethnic minority groups, gender, age, and income (Alegria et al., 2011). The
lack of cultural understanding from health care facilities contributes to underdiagnosing
and misdiagnosing racial and ethnic minorities, which contributes to language barriers,
stigma, and the lack of cultural competency.

Differential Rates of Accessing Mental Health Resources

The occurrence of mental illness varies by race and ethnicity. Black and LatinX
Americans are less likely to suffer from depression and anxiety more than Whites
(Kessler et al., 2005; Riolo et al., 2005). Asian Americans have lower rates of mental
illness compared to LatinX Americans. The decreased mental health burden among
racial and ethnic minorities is astonishing because minorities have limited access to
mental health care (Burgess et al., 2008), socioeconomic challenges, and tackling
complex levels of race discrimination.

The reason for these disparities includes the lack of cultural competence of mental
illness among racial and ethnic minorities, faith-based, family judgment when seeking
assistance, and stigma among peers (Alcal4, 2014). Although racial and ethnic minorities
suffer from lower levels of anxiety and depression than Whites, racial and ethnic
minorities face several challenges when accessing and utilizing mental health services.
The utilization of services from Black Americans, LatinX, Asian American, and
American Indian/Alaskan Natives has shown minimal occurrences of accessing mental
health services. Black Americans, LatinX, Asian Americans, and American

Indian/Alaskan Native are less likely to use specialty mental health care services than



White Americans because of the lack of appropriate level of care, language barriers, and
economic hardship (Alcala, 2014).
Causes of the Disparities

Ladson-Billings (1998) and Ford and Airhihenbuwa (2010) cautiously encouraged
the use of critical race theory (CRT) to address racism’s influence on educational
disparities. CRT describes its origin in the field of public health. Ford and
Airhihenbuwa (2010) created a technique to use CRT in health equity research. The CRT
incorporates objective and sociopolitical measures based on concepts and strategies.

CRT echoes the public health call to merge evidence-based practice (EBP) with practice-
based evidence. The systematic nature of the technical process enhances the reliability of
experimental results but does not eradicate the impact of racial bias. Health sciences
have emulated whatever racial views permeated the public at the time and seldom have
included the intellectual contribution of racial and ethnic minorities (Ford &
Airhihenbuwa, 2010).

The Public Health Critical Race Praxis utilizes CRT theories and approaches to
reporting on racial and ethnic disparities (Ford & Airhihenbuwa, 2010). CRT is an
antiracist scholarly method, developed to recognize, understand, and undo the core causes
of racial directives. The Public Health Critical Race Praxis is one of several models that
translates CRT to empirical research. Ford and Airhihenbuwa urged health equity
researchers to learn CRT linguistic and integrate the information into their research. CRT
is known to reinforce effective communication about racial phenomena and generate
more innovative theoretical models. This can illuminate a correlation of racism to public

health, enhance the validity of outcomes, and provide policy officials and



interventionists. The verification desired to guide their work by culturally connecting
health education models. The challenge of differentiating positive, existential, and
adverse health behaviors in communities is to secure standard suppositions and
collectively self-critique to understand how an individual unintentionally destabilizes the
exertions to attain health equity (Ford & Airhihenbuwa, 2010).

McGee and Stovall (2015) examined another theory, the ecological model, which
emphasizes the connection of racial and ethnic minority groups accessing mental health
services by improving the best mental health practice and understanding the social
characteristics of developing a phenomenon of continuity and change in improving the
environment racial and ethnic minorities (McGee & Stovall, 2015). The ecological
model of social growth studies the collaboration between ecological framework and
specialized development, which commences with the assumption that an individual’s
perception of his or her environment and circumstance is crucial to understanding racial
and ethnic minority experiences and responses (Spencer, 2008). In this study, the
researcher integrated the ecological model to show several elements that explain why
racial and ethnic minorities are at a higher risk of mental health disparities while Whites
are more protected from mental health disparities. Societal factors influence whether
racial and ethnic disparities are encouraged or inhibited. Bronfenbrenner (1977b)
proposed four concepts that explore how social and human development contributes to a
racial and ethnic minority group’s environment. The four concepts consist of individual,
macrosystem, microsystem, and organization, describing the relationship surrounded by
concentric circles representing government-funded FEP programs (McGee & Stovall,

2015).



Outcomes of Effects of Disparities

Health disparities are variations of community groups who have systematically
and organizationally suffered social difficulties as a result of unhealthy conditions
compared to prosperous individuals. Mental health equity is the ethical concept
expressing the deficiency of excessive and biased mental health disparities (Williams &
Collins, 2001). The goal of racial and ethnic minorities is to attain health equity by
eliminating systematic disparities when accessing mental health services and social
determinants among privileged and underprivileged communities (Braveman & Gruskin,
2003). Inequalities in poor health outcomes described by racial and ethnic communities
place a massive load on the United States of America and its workforce and give rise to
an extreme economic burden (Ng et al., 2017). Eliminating health disparities among
racial and ethnic minority communities would reduce direct mental health care
expenditures and indirect costs to the public (D. B. Matthews, 2018).

Policy efforts are needed to respond to racial and ethnic disparities in accessing
mental health services (D. B. Matthews, 2018). Health providers categorized differences
in cultural values, increasing clinician awareness to improve recognition and treatment of
mental illness among racial and ethnic minorities, improving provider training in
recognizing symptoms among racial and ethnic minority groups, and standardized
screening to improve integrated care (De Maio, 2014). As the United States continues to
diversify, cultural competency will become more relevant with various beliefs that will
influence the ability to provide substantial mental health equity (McCullough et al.,
2012). Government programs and educators should engage in cultural competency

training and the utilization of diminishing the inconsistencies on racial and ethnic



disparities by improving mental health outcomes and increasing access to high-quality
care for underprivileged communities (D. B. Mathews, 2018).

Racial and ethnic inequities in mental health affects the collaboration of
multifaceted elements, including early and existing discrimination when accessing mental
health care, genetics, education, income, general health care, cultural beliefs, and public
and private organizations (C. P. Jones, 2002). Therefore, reforming the mental health
care delivery system, improving access to quality care, improving cultural-linguistic,
diversifying the workforce, and improving inequities in mental health influences should
close the gap and accomplish valuable objectives considerably (LaVeist et al., 2009).

The meaning of social equity is identified as “fairness, justice, and equitable
distribution” (Svara & Brunet, 2005, p. 254). Social equity harmonizes with
governmental practices illustrating the structural make-up of the National Association of
Public Administration Social Equity Panel. The council has aimed for four dimensions
that shape, define, and measure social equity around fairness, access, quality, and
outcomes. Rosenbloom and Carroll (1990) shared how there is a clear understanding of
how public administrators are obligated by-law to put into effect regulations, policies,
principles, theories, and tariffs that may not conform with social equity. However,
without knowledge and concern for social equity, public administrators should follow the
guidelines of the law or at least question whether the laws need to be altered. This
creates an uneasiness of social equity that has steered the public administrator’s
diplomacy under the law (Svara & Brunet, 2005).

Rosenbloom and Carroll (1990) mentioned a practical concern that equity and

social equity often overlook the statutory bureaucratic due process, which is an individual



right though not one that defends large groups from biased dispossession of liberation or
assets by the administration. If individual rights are generally maintained and constant
across all racial and ethnic minority groups, there should be no social equity distress.
However, declining to deliver the due process of displaced families of an inner-city
revitalization venture or refuting subsidies to individuals will endure impartiality
challenges (Rosenbloom & Carroll, 1990). In conjunction with inequitable methods used
disproportionately with participants of identifiable groups, there is a social equity issue,
just as there is an issue when using racial characteristics to single-handedly “describe”
uninformed persons. When a person’s entitlement is steadily blocked toward
representatives of parties well known with features such as income, ethnicity, race, age,
or gender, there is a sizeable social equity problem (Svara & Brunet, 2005).

Rosenbloom and Carroll (1990) pointed out that legal examinations of parallel
fortifications are additionally suitable to the “public from social equity” (p. 4), but the
author focused on equal protection as a legal measure that tends to focus on individuals.
A commitment to equal protection helps to prevent social equity difficulties from
increasing or directs the improvement of socially inequitable practices such as delegating
untrained health care professionals or constraining community administrations, outreach,
and quality health services and resources (Rosenbloom & Carroll, 1990).

Though it is essential to consider potential imbalances of social equity,
Rosenbloom and Carroll (1990) detected vital disparities in society, many of which could
not be explained by variances in individual measurements or predispositions. The
assurance of social equity reveals that public administrators are not apathetic to these

settings. Models of diminishing disparities were driven by Rawls’s (1971) second theory,
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which is “the community and financial imbalances prearranged, to a substantial subsidy
of the slightest honor” (p. 11). Through growing policy proposals to moderate
community and financial difficulties and selecting effective governance and
administrative methods within a known policy, public administrators work toward
embarking upon the influences of inequity centered on individual personalities or limited
expectations generated by insufficient socioeconomic assets (Svara & Brunet, 2005).

Social equity is an essential pillar of public administration (Svara & Brunet,
2005). Bureaucrats are entrusted to work in such a way to regulate the United States,
thus ensuring an equitable, fair, and just society. Public and state administrators must
develop an accountability criterion that is fair and unbiased. Employing socially
equitable public administrative practices, policies, and decisions will improve public
access to vital health care services and resources.

Public administration, in the understanding of efficiency, is connected to public
goods and services. Efficiency is identified through Woodrow Wilson’s (1887) body of
work outlined in a measurable relationship of output and input where it is organically
measured from a system based on principles, creativity, and social observations. While
assessing and solidifying government programs and organizations, the need to evaluate
performances focuses on the purpose, accomplishments, and location of where the
organizations function. Schachter (1989) discovered efficiency as a significant influence
of public administration, pointing out the definition among researchers on the subject.
Binary distinctive concepts entail efficiency in public administration as the “ideal type,”
contending that community groups are organized as administrations, an idea that offers

sensible and practical configurations to community groups. Scholars’ assessment of

11



community groups is an indispensable objective in a democratic structure (Rutgers & van
der Meer, 2010). This collection of objectives and diplomatic frameworks can deliver a
foundation for community organizations confronting a lack of efficiency (Rutgers & van
der Meer, 2010; J. Q. Wilson, 1989). Schachter (1989) indicated that community
workshops permit two purposes of efficiency and the limitations of legislative
accountability at the detriment of productivity. Efficiency in public administration
integrates productivity with principles and responsibility in democratic governance.
When balancing equity and efficiency in mental health and general health care,
the priority is to accomplish efficiency by amplifying mental health subsidies with
restricted resources, limited support, and lack of services at the same time not conceding
equity. According to Frederickson (2010), equitable, efficient, and economical are three
public administrative pillars as essential components of value to a constant level of
quality. Frederickson considered equitable as qualities composed of impartial, fairness,
and equal opportunity, while efficient is preeminently achievable or favored, and
economical is succeeding in being cost-effective. However, the market analysts have
contended that equity and efficiency are jointly selective. Despite this, it does not
automatically apply to mental health and general health care systems; in fact, the 2000
World Health Report recognized both equity and efficiency as essential instruments of a
sound health system (Reidpath et al., 2012). The consensus of cultivating a health policy
distributes maximum health benefits while disseminating resources impartially. Sassi et
al. (2001) illustrated that supportive health care services possibly would enhance equity

and efficiency outcomes.
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The World Health Organization describes mental illness and substance use
disorders as an estimated second most significant cause of disability and burdened
disease globally (Shim & Rust, 2013). Among this condition, stigma is identified as a
contributing factor for mental health and substance abuse outcomes of a significant public
health issue. According to Shim and Rust, clients are less likely to seek mental health
psychotherapy from a mental health professional than from their primary physician
because of the stigma attached to mental illness, the services, medications, and specified
behavioral specialists involved. With mental health being a well-known disability
worldwide, the comorbidities have an adverse health outcome and revenue for
populations as a whole.

Several scholars have verified the underutilization of mental health services
(Kessler et al., 2001). One third of adults needing mental health services receive
treatment annually. Epidemiological data have indicated that 50-60% of adults can
benefit from mental health services but are not receiving the necessary services (Kessler
et al., 2001). The disparities among the individuals who suffer from mental illness and
individuals who use services are identified as “service gaps” (K. M. Cramer, 1999, p.
381). Service gaps are not limited to adults, given that mental health services are also not
used by children (Horwitz, 2001). Only 5-7% of children and adolescents utilize mental
health specialty care services. The decreased rate of utilization of services by children is
influenced by their parents. Often, for children who obtain mental health services, a
parent must consent to treatment. Many influencers, such as the sociobehavioral model

and a person’s determinants, cause the underutilization of mental health services.
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Shim and Rust (2013) indicated that mental health comorbidities exacerbate
health outcomes, which influence primary medical ailments. Though useful
psychotherapy resources and services under an individual’s primary care physician
amend the individual’s health and well-being, the importance of mental health support
rather than treatment of mental illness can decrease the overall stigma toward mental
illness. Primary care physicians would be able to position themselves in a holistic
patient-centered method; these primary care venues would implement interventions that
identify flexibility, revitalization, and support of the patient’s health and wellness (Shim
& Rust, 2013; Uniitzer, et al. 2002). Individuals experiencing serious mental illness
(SMI) often pass away 25 years earlier than anticipated because of heart disease,
respiratory disease, diabetes, or other significant related health conditions. Therefore, in
order for mental health services to be a success among those suffering from SMI, it is
imperative for mental health and the public health systems to properly work and
undoubtedly improve by addressing some of the stigma associated with mental illness.
For instance, community and school shootings, tragic events, and natural disasters secure
the need to put in action services required. Disasters are constant and can affect a
person’s life, health, and well-being. Often, tragedies cause individuals to experience
stressful disorders of mental illness, domestic violence, opioid addiction, infectious risks,
posttraumatic stress, and heart disease (Sandifer & Walker, 2018). Therefore, primary
and mental health services must collaborate and prevent community power and constant
strategies of a preventive framework, decreasing stigma associated with a diagnosis and

treatment of mental illness.
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Kane et al. (2015) performed a 2-year unsystematic organized assessment
comparing individuals with untreated psychosis that influenced a psychotherapy response
of FEP participants who took part in a multisite, indiscriminate customary trajectory
team-based psychotherapy with standard care within the U.S. community psychotherapy
facilities. According to Kane et al., “The Early Treatment Program study collaborated
with the RAISE [Recovery After an Initial Schizophrenia Episode] initiative through
NIMH [National Institute of Mental Health], intending the RAISE initiative to improve,
assess, and fulfill patient-centered, combined psychotherapy for FEP promoting
symptomatic and functional recovery” (p. 364).

Mental health is known as the primary function of an individual’s well-being.
Fifty percent of the U.S. population will develop a mental health disorder within their
lifetime, and it often begins during a person’s adolescent years (Valdez et al., 2017). The
practitioner guide of Disparities in Child and Adolescent Mental Health and Mental
Health Services in the U.S. points out racial and ethnic minorities are at increasing risk
for mental illness disorders in adulthood (Valdez et al., 2017). An American
Psychological Association article, “A New Look at Racial and Ethnic Disparities in
Mental Health Care” addressed disparities in mental health services that have not been
pursued or remedied since 2001, even with the U.S. surgeon general conveying that racial
and ethnic minority groups are being unaided (Clay, 2016). T. B. Smith and Trimble
(2016) identified the fact that Black Americans are 21% less likely than White Americans
to employ mental health services, and LatinX s are 25% less likely to indulge in mental
health services. T. B. Smith and Trimble (2016) indicated the reason for disparities in

racial and ethnic minority groups is not only due to the socioeconomic status, the
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disparities in revenue, or even access to health insurance but also to racial and ethnic
minorities engaging in unequal mental health services. These outcomes are also relevant
in the Asian American community; 51% of Asian Americans are less likely to seek
mental health services than White Americans. A variety of mental health services can
create a change in the inequity that is created by the fact that Black Americans do not
seek services in community settings but in isolation. T. B. Smith and Trimble also
pointed out the essential component of identifying cultural differences and having the
understanding of shaping resources and services in a substantial way that replicates the
specified racial and ethnic individuals’ deep connection to their culture and who they are.
Disparities exist in the availability, accessibility, and quality of mental health
treatment and services for racial and ethnic minorities (Chow et al., 2003; T. G. McGuire
& Miranda, 2008). In essence, racial and ethnic minority communities endure substantial
burden from unmet mental health needs with a significant loss to their overall health and
productivity (Health Equity and Accountability Act of 2018; H.R. Res. 5942, 2018).
According to the American Psychiatric Association (2017), disparities among racial and
ethnic minorities engaging in mental health resources and services are identified as
disproportionate with a problematic increase of sickness causing mental illness. Even
though depression percentages are lesser in Black Americans (24.6%) and LatinX
Americans (19.6%) than in White Americans (34.7%), depression is more incessant in
Black and LatinX Americans. From the American Psychiatric Association (2017) mental
health facts for the diverse population, there is a significant lack of racial and ethnic
minority knowledge from health care professionals and providers that causes an

unidentified diagnosis or a misdiagnosis of mental illness in racial and ethnic minority
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groups and diverse communities. Often being misdiagnosed contributes to language
barriers, stigma among minority communities, or cultural expositions of indicators
(Substance Abuse and Mental Health Services Administration [SAMHSA], 2014a).
Racial and ethnic minorities do not seek the attention of mental health services.
According to the American Psychiatric Association (2017), in 2015, of adults suffering
from mental illness, 48% of White Americans acquired mental health services while 31%
of Black and LatinX Americans and 22% of Asian Americans attained mental health
services. Therefore, the racial and ethnic minority communities’ utilization of mental
health services is carried out differently in comparison to White Americans and American
Indian/Alaskan Native. For instance, individuals identifying as more than two races, who
identify as Whites and American Indian/Alaskan Native, are more likely to obtain
outpatient mental health services, prescription drugs than racial and ethnic minorities.
Black Americans and individuals identifying themselves with two or more races use in-
patient mental health services. Although Asian Americans were not as likely to seek
mental health services as other racial and ethnic minority groups, the contributing factors
(American Psychiatric Association, 2017) affecting access to psychotherapy for racial
and ethnic minorities are the lack of diversity among mental health professionals, limited
cultural and knowledgeable health professionals, distrust of health care providers, and
lack of support of mental health services (uninsured, Medicaid, health insurance
coverage).

This study examined how public administration policy addresses this issue
through the implementation of first-episode, coordinated specialty care programs within

the state and community levels by exploring increased access to essential services and
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improving client outcomes such as symptoms severity, employment, education, and
quality of life. The study also examined the successful or unsuccessful outcome of
differential treatment among racial and ethnic minorities. This study provides evidence
on how public administration could be used to create and apply public policies that
encourage higher quality and unbiased health outcomes.

Efficiency, another core pillar of public administration, is to ensure that the
government is producing the maximum output with the resources available (Manzoor,
2014). For the government to produce maximum output with available resources, it is
essential to utilize data analysis decision makers. The data examined were obtained
through research and analysis compiled by NIMH and SAMHSA administrators and the
decision to select an EBP that provides a comprehensive yet direct approach to the
treatment of FEP. In the United States, EBPs have been recognized as a critical factor in
meeting the triple aim in health care, described as follows:

e Improving the patient experience of care (including quality and satisfaction)

e Improving health populations

e Reducing per capita health care cost (Berwick et al., 2008, p. 759)

Also, implementing administrative EBPs are characteristics inspired by
performance measures while managing public health administrative practices such as the
following:

e Leadership

e  Workforce Development

e Organizational Principles and Environment

e Economic Procedures (Duggan et al., 2015, p. 1).
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These practices are valuable when analyzing the appropriate circumstances that enhance
the performance and advancement of the population’s health.

The dissertation topic was manageable because of the data instruments the
researcher utilized in the study. The qualitative method examined the behaviors,
attitudes, and intentions of participants through interviews, observations, case studies,
and documents to identify themes and an in-depth study of the phenomena.

The dissertation topic is relevant because of the economic cost and social burden
of untreated psychosis on society. According to the 2010 assessment by the NIMH (n.d.-
a), psychosis is an illness where a person loses connection with reality and may endure
paranoia, delusions, or hallucinations. Also, a psychotic disorder is identified as a
depressive or bipolar condition with psychotic characteristics but having a physical health
condition that does not exhibit psychotic maladies from dejected and bipolar disorders are
not instrumental when identifying psychotic characteristics (American Psychiatric
Association, 2013). However, allotting a thorough evaluation and eliminating any
suggestive precursors of delusions and schizophrenic aspects should always be
considered when excluding any substantial health conditions (American Psychiatric
Association, 2013). Psychosis is a complete loss of the ability to test reality. Individuals
experiencing a psychotic episode may have hallucinations, delusions, and many other
psychological symptoms. Some severe cases of depression and bipolar disorder (as well
as many other disorders) may have psychotic features. Physical illnesses may also create
symptoms that appear like psychosis. Therefore, the prevalence of such behavioral
disorders places an economic and social burden on society. Studies estimate the direct

and indirect cost of schizophrenia alone in 2013 was $155 billion, with a rate of $44,773
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per individual with the disease. The cost of schizophrenia to law enforcement was
estimated at $7 billion in 2013.

The incarceration costs for patients with schizophrenia are estimated at over $6
billion in emergency room care. The figures provided only represent schizophrenia as
one illness with the psychotic feature but not other disorders such as bipolar or major
depression (Cloutier et al., 2016). In Europe and the United States, research was
conducted on FEP, the cost to society, and the various evidenced-based practices used to
treat this challenge. Given this abundance of research, there were no challenges in
obtaining research and resources for this study. As the lead public health
advisor/program manager for the FEP initiative, the researcher is familiar with the topic,
the grantee programs implementing FEP programs, and the government agencies working
with state entities required to oversee fidelity to the program.

Background of the Problem

According to the NIMH (2019), “Nearly one in five U.S. adults live with a mental
illness” such as depression, bipolar disorder, and anxiety disorders (p. 1). Compared with
non-LatinX Whites, racial and ethnic minorities have less access to mental health care,
are least likely to be given a diagnosis of mental illnesses, and have meager mental health
outcomes. This study addressed the impact on engagement and treatment outcomes of
racial and ethnic minorities in evidence-based government-funded, coordinated specialty
care programs for FEP. The study may also shed light on contributing factors for positive
and negative outcomes for minority individuals.

Early intervention programs have been selected to connect current provisions to

eliminate gaps among adolescents and adult mental health services. Essential
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interventions comprise case management, individual or group psychotherapy, workforce
development, educational services, family support, and minimal prescription quantities of
restricted antipsychotic proxy’s (R. K. Heinssen & S. Azrin, personal communication,
January 4, 2019). Therefore, coordinated specialty care (CSC) uses a team of health
professionals and specialists who work with clients to construct a personal treatment plan
based on the clients’ life goals and preferences.

This study examined data to identify how access to specific treatment approaches
work best for minority individuals with FEP. It may add to the literature of evidenced-
based practices used to lessen adverse health outcomes and disparities in minority
communities. Additionally, this study contributes to the literature as one of the few
studies conducted in the United States on the government-funded CSC of FEP with an
emphasis on differential treatment outcomes for racial and ethnic communities.
Recognizing that FEP treatment programs are effectively used in Australia, Canada, and
the United Kingdom, Congress directed funds to develop evidence-based treatment
models to present to states.

Problem Statement

Despite the availability of effective treatments, ethnic groups do not access FEP
programs at an equal rate despite having similar rates of mental illness among ethnic
groups. Research demonstrates (Agency for Healthcare Research and Quality [AHRQ],
2016) that racial and ethnic minority groups are less likely to receive mental health care.
An understanding of racial disparities in mental health care has significant effects on the
progression of real methods in cultivating health and diminishing inequities. Williams

and Sternthal (2010) specified racial and ethnic minorities with amplified elevations of
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adversity encountered racial inequality. The probabilities of racial injustices in health
require an examination of systematic evaluation to which work-related conditions of
racial and ethnic minorities contribute to theories of social experiences (Williams &
Sternthal, 2010). For example, in 2015, of adults with any mental illness, 48% of Whites
received mental health services, compared with 31% of Black and LatinX Americans,
and 22% of Asian Americans (AHRQ, 2016). Many reasons (Fiscella & Sanders, 2016)
for this disparity have indicated that mental illness perpetuates substantial stigma, such as
lack of insurance, underinsurance, cultural bias, and inadequate support for mental health
services; therefore, seeking treatment is not always encouraged with minority
communities.

The federal government’s role in mental health services not only comprises
regulating systems and providers and protecting the rights of consumers but also
providing funding for services and resources to support EBPs to address the problem.
Congress examined the prevalence of psychosis, the economic and social burden on
society, and the enormous gap in meeting the needs of diverse communities in 2014. In
essence, Congress required SAMHSA to set aside 5% of the mental health block grant
allocations to address outreach and treatment of individuals with an early serious mental
illness and those who had experienced a FEP. In 2016, Congress increased this and set
aside 10% and required states to establish an evidence-based treatment to improve client
outcomes. Out of this requirement came an emphasis on CSC programs, a standard
treatment program created primarily for adolescents and young adults (15 years old to 30
years old) that incorporates a team-based, multicomponent approach to diagnosing and

treating FEP (SAMHSA, 2016).

22



Purpose of the Study

The purpose of this study was to understand racial and ethnic minorities
underutilizing mental health services and also describe the differential access rates for
treatment services in first-episode psychosis government-funded, coordinated specialty
care programs. The best practices in the literature have focus on shared areas,
specifically about how effective it is to communicate with diverse patient populations and
improve relationships, best practices, and health outcomes. This research explored the
effects of mental health services in meeting the needs of racial and ethnic minorities and
the importance for the federal and state government to incorporate policies to educate,
outreach, and build a diverse workforce in the mental health system while eliminating
disparities.

Research Question

The research question for this multiple case study design investigated access
disparities for racial and ethnic minorities in seeking mental health treatment for FEP
program funded by the federal government. The research question for the study was the
following:

How have government-funded coordinated specialty care programs attempted to
address racial and ethnic minorities’ underutilization of mental health services?

This study focused on disparities in mental health outcomes, unmet needs, the
social burden on society, and substantial gaps when gathering the demands of diverse
populations. A qualitative multiple case study was used to explore the phenomena

through the use of a replication strategy to attain parallel results.
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Overview of Research Design

A qualitative methodology was performed. The qualitative method adopted for
this study included naturalistic observation and interviews. Conducting this study, the
researcher viewed several aspects of the phenomenon by accessing the thoughts and
feelings (Sutton & Austin, 2015) of FEP government-funded CSC program providers.
Also, including program administrators, health care professionals, CSC team leaders, and
state behavioral health authority representatives permitted the development,
understanding, meaning, and experiences these participants encounter. No individuals
receiving these resources were used in this study. This means that the focus was on how
providers address the disparities of individuals seeking these services. The exploration of
the FEP government-funded CSC program participants’ behavior focused on the
understanding of how individuals come across racial and ethnic minorities being served
in FEP government-funded CSC programs. Case study research examines significant
actions that are unable to be influenced; therefore, utilizing this method was useful for
this study because of its valued tactic of examining the environment surrounding
(Rowley, 2002) FEP government-funded CSC programs.

The study sample population comprised three out of 290 state FEP government-
funded CSC programs. The researcher interviewed 13 participants from three identified
FEP programs.

Significance of the Problem

The significance of this study is that it examined how government-funded

evidence-based specialty care programs are addressing disparities in mental health

outcomes for racial and ethnic minorities receiving treatment, stigma, limited support
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within impoverished neighborhoods affected by inadequate health insurance,
insufficiently diverse workforce, outreach, and policy implementation. This study
focused on racial and ethnic minority communities enduring a more substantial burden
from unmet mental health needs and thus undergoing a more significant loss to their
overall health and productivity (Health Equity and Accountability Act of 2018; H.R. Res.
5942, 2018). The study focused on program efforts to effectively address racial and
ethnic minorities’ underutilization of government-funded FEP programs. Research has
shown that outreach and the early identification of FEP and effective treatment
engagement in government-funded specialty programs are essential to shortening the
duration of untreated FEP and averting the functional deterioration common in psychotic
disorder (NIMH, n.d.-b). In essence, the focus of this study was on how programs
address equity issues discovered in the trends discussed earlier. Health care professionals
within the study consisted of Asian American, Black, LatinX, White, and Asian-Pacific
Islander. The overall aim of this study was to help public health administrators and
policymakers understand how the delivery of government-funded services relates to
individual client outcomes for minority communities, and whether such programs
improve health outcomes for racial and ethnic minorities. The researcher examined and
identified whether environmental and contextual factors related to the implementation of
FEP government-funded CSC programs impacted.
Definitions of Terms
The terms listed are defined to assist the reader in understanding the context of

each term in this study.
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Agency for Healthcare Research and Quality (AHRQ). An operational
division (OPDIV) under the U.S. Department of Health and Human Services responsible
for cultivating the protection and quality of America’s health care network. AHRQ
assembles data, instruments, and information required to advance health care networks,
that aids the American population, along with health care providers, political officials
who generate well-versed health care resolutions (AHRQ, 2014).

Communities. A common characteristic of interests existing in a social, religious,
occupational, cultural and historical tradition, shared government, or individuals living in
one setting.

Community mental health block grant (MHBG). A nondiscretionary grant
which supports state authority and systems grantee to deliver, policies, and resources
required through comprehensive community mental health services (SAMHSA, 2017).

Coordinated specialty care (CSC). A recovery-oriented treatment program for
individuals with first-episode psychosis (NIMH, n.d.-a). CSC encourages joint decision-
making and uses a team of health care professionals working with clients to generate a
personalized treatment strategy. The health care professionals offer psychotherapy,
medication management geared to individuals with FEP, family guidance and advocacy,
case management, and work or educational support, depending on the desires and
preferences of each person. The patient and health care team work together to ensure
treatment outcomes, involving family members as much as possible. A connection
between the client and the CSC team immediately develops once the psychotic symptoms

begin (NIMH, n.d.-a).

26



Differential. Relating to diversity, a national origin, color, religion,
socioeconomic status, or sexual orientation.

Disparities. The difference and inequity of diversity, race, culture, socioeconomic
status, gender, and age.

Early serious mental illness (ESMI). Impacts a person experiencing the first
onset, which comprises the first episode of psychosis where the individual can encounter
symptoms that include problems in judgment, reflection, attitude, and social functioning
(SAMHSA, 2020-b).

Equity. The value of being reasonably impartial and fair.

Ethnicity. A group of people partaking of a mutual and unique culture, belief,
linguistic, origin, and being a part of an ethnic group. Ethnicity is also a group that is a
minority within a superior society and traditions of the group’s region.

Evidence-based practice (EBP). Known as a combination of medical
knowledge, client principles, and reliable research data favorable toward the decision-
making methods for a client’s care (NIMH, n.d.-a).

First-episode psychosis (FEP). When someone experiences psychotic symptoms
or a psychotic episode for the first time in his or her life (SAMHSA, 2014-b).

Health care. A revitalization, treatment, prevention, and management of the mind
and body through health services and resources offered by health care professionals.

Inequality. Unfair and unjust with the lack of equity.

Institute of Healthcare Improvement (IHI). IHI’s mission is to improve and

circulate scientific data to enhance human health care. The institute offers independent,
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appropriate, respected material and guidance on health and science policies to public and
private sectors, professionals, and the public (IHI, 2019).

Mental health. A psychological adjustment and preservation to a person’s health.

Mental illness. Develops from an individual with abnormal behavior, emotions or
thoughts and causes distress to themselves and others (NIMH, 2019).

Minority. A group in society that is interconnected to a smaller majority in a
dominant population, for instance, racial, ethnic, religious, social power, or financial.

National Institute of Mental Health (NIMH). One of 27 institutes under the
National Institutes of Health, which is an OPDIV under the U.S. Department of Health
and Human Services. NIMH is the prime research agency for mental illness (NIMH,
n.d.-a).

National Institutes of Health (NIH). Identified as the world’s largest biomedical
research agency and OPDIV under the U.S. Department of Health and Human Services
(NIH, n.d.-a, n.d.-b). NIH produces essential findings that enhance health and quality of
life.

Outcome. A result or issue following an action.

Racial. A group of individuals related to shared ancestry or genetics, for example,
skin color, lineage, or shared culture.

Recovery After an Initial Schizophrenia Episode (RAISE). NIMH defines
RAISE as a significant research program that originated with dual studies evaluating
various components of CSC treatments for people who were experiencing FEP (NIMH,
n.d.-a). The first research aimed at whether or not the treatment was effective. The

second study analyzed the best approach for clinics to commence with using treatment
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programs. The objective “of RAISE was, and is, to help decrease the likelihood of future
episodes of psychosis, reduce long-term disability, and help people to get their lives back
on track so they can pursue their goals” (NIMH, n.d.-a, p. 4).

Serious mental illness (SMI). A mental, behavioral, or emotional disorder
resulting in serious functional impairment, which impedes or constrains one or more
essential life activities (NIMH, n.d.-a). These represent 40% of the American adult
population.

Specialized treatment early in psychosis. Makes available all-inclusive
treatment for individuals who suffer from early psychotic illness (Srihari et al., 2015).
Early intervention in psychosis is an evidence-based practice that helps improve positive
life outcomes of those with psychotic illness (Srihari et al., 2015).

Stigma. A characteristic of a disease, mental state, blemish, or criticism from
individuals who label and dishonor one’s reputation.

Substance Abuse and Mental Health Services Administration (SAMHSA). A
federal OPDIV under the U.S. Department of Health and Human Services “that leads
public health efforts to advance the behavioral health of the nation and to improve the
lives of individuals living with mental and substance use disorders, and their families”
(SAMHSA, 2020-a, para. 1).

Treatment. An action or behavior concerning an individual receiving medical
aid, medicine, and pain management.

Web Block Grant Application System (WebBGAS). Where state mental health
authorities and single state agencies can submit applications through an electronic

application system (SAMHSA, 2017).
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Organization of the Study

The analysis in this study describes a variety of factors influencing racial and
ethnic minority disparities in mental illness, identifying inequitable access to care and
quality of care. Brondani et al. (2017) indicated the stigmatized social perspectives
causing racial and ethnic minorities to postpone health care services that could ultimately
cause illness progression. Mental health services are highly fragmented; this study
determines the differential treatment of successful or unsuccessful outcome measures for
minority communities. The results of this study will provide FEP government-funded
CSC programs, health care professionals, state administrators, CSC team members, and
peers, an opportunity to identify and eliminate mental health treatment disparities among
racial and ethnic minorities.

Additional chapters are included in this study. Chapter 2 is a thorough review of
the literature on health inequalities from general health care, mental health care, FEP, and
policies detected and implemented to reduce disparities in standardized health and mental
health treatment outcomes. Chapter 3 discusses the qualitative research methodology,
provides a narrative description, phases of the research method, and the fundamentals of
how the research was conducted. Also, Chapter 4 emphasizes the research outcomes, and
Chapter 5 integrates the analysis and findings and concludes the research by presenting a
summary of the overall study, implications, considerations, lessons learned, limitations,

and any further expected proposed research.
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CHAPTER 2: REVIEW OF THE LITERATURE

This chapter presents the literature describing the effectiveness of programs that
provide support for individuals experiencing first-episode psychosis (FEP). This study
specifically focuses on three FEP government-funded coordinated specialty care (CSC)
program sites from three states to identify successful or unsuccessful treatment outcomes
regarding health disparities distributed among racial and ethnic minorities. The literature
reviewed in this study examined the practical elements of differential treatment outcomes
from overall health and mental illness, early serious mental illness, and policies identified
and generated to diminish disparities in health and mental health care by and large.
Although health and mental health care commonly differ in outcomes, one component
identified is that generally, physicians tend to hold a belief about racial and ethnic
minority culture and family dynamics of the patient’s living situation or livelihood during
a scheduled or unscheduled doctor’s visit. Another general component is how effective
health care professionals communicate with racial and ethnic patients and desire to
establish and improve relationships, best practices, and treatment outcomes. In the
remaining section of this study, the researcher identifies gaps in health care by identifying
how culturally tailored interventions meet the needs of racial and ethnic minority
patients. The gaps are identified by employing multidisciplinary health care provider
groups and targeting patients’ pathways to suitable and quality care. To meet the needs
of racial and ethnic minority communities, it is imperative to encourage impoverished
communities to seek and utilize mental health services. Also, it shows how the
government is dedicated to outreach, educating, and developing a diverse workforce to

eliminate disparities by creating and enforcing policies.
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Health equity emphasizes the importance of understanding and addressing
avoidable inequities as well as appreciating how historical and out-of-date injustices
shape the unequal distribution of health and health resources across racial and ethnic
minorities. Racial disparities in the literature frameworks address racial and ethnic
disparities in health, which include a burden placed on the population (Dobalian &
Rivers, 2008). The critical examination of the literature about disparities suggests vital
elements that need to be addressed to achieve health equity. Mental health issues, from
an ecological perspective, attend to several determinants, which involve a system of
development using a cyclical and interactive process of disseminating results that involve
a process and commitment to sustainability by addressing issues of race, ethnicity,
racism, and social class (Reupert, 2017). By adapting and achieving health equity across
health outcomes, critical race theory (CRT) implores individuals to be thoughtful about
elements that address health disparities. The theoretical and methodological framing of
race and racism is vital rather than secondary to health disparities, drawing attention to
how disparate health outcomes are produced by specific social, economic, political, and
legal measures rather than simply being a natural part of society (R. J. Cramer &
Kapusta, 2017).

The chapter begins with the theoretical framework for the research study, which
entails the CRT and the social-ecological model. The CRT is from the epistemic
philosophy, which examines society and culture linking elements to classifications of
race, law, and power (Delgado & Stefancic, 2012). Bell, Freeman, and Delgado
established CRT to gauge insight on the impression of racism among racial and ethnic

minorities (Delgado & Stefancic, 1993). In CRT, the aim is to understand and recognize
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victims of systemic racism that is being influenced by the cultural interpretation of race
and how individuals embody prejudicial actions. CRT shows how racism remains
prevalent throughout this society but how people who are racist are determined to dismiss
racial and ethnic minority civil liberties that were pledged by the U.S. Constitution. CRT
not only pleads to racial and ethnic minorities affected by racism but also individuals who
commit and are unaffected by racial discrimination (Utecht, 2014).

The social-ecological model developed by Uri Bronfenbrenner's (1977b) supports
a multilevel approach to mental health disparities. The aim is to critically review and
appraise the usefulness of the ecological approach in research and practice on mental
health intervention planning, implementation, and evaluation. The researcher analyzed
the applied ecological model by examining the literature on the determining factors and
intervention approaches on a few analyzed themes, such as stigma, cultural influences,
poor communication, policy practices, and perceptions among health care professionals
and program staff. The researcher examined the literature and the usefulness of the
ecological model to conclude whether any recommended practices, program planning, or
evaluation are recommended for further research.

Theoretical Construct

Cultural Race Theory

CRT is a framework examining dominant structures conserving racial inequities
and creating policies for action and change. Racial and ethnic disparities in the United
States are endless despite the progress and deterioration of recognizable racism and
discrimination (Cole, 2009). Racism continues through systems, guidelines, programs,

and polices embedded among community businesses, private industry, government,
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health care systems, and neighborhoods that steadily reproduce and generate inequality.
Therefore, CRT uncovers and adjusts the correlations involving race, racism, and power
(Kolivoski et al., 2014).

CRT is a technique focused on equity when conducting research and delivering
knowledge and practical outcomes (Ford & Airhihenbuwa, 2010). CRT highlights the
recent discussion of race and racism in the United States. It is essential to understand
CRT and the constant cycle within society and the impact it has upon race and mental
health disparities (Ford & Airhihenbuwa, 2010). CRT is attributed to an inclusive
framework connecting the understanding of racial concepts and phenomena, along with
the essential exploration of the knowledge process, that engulfs community involvement
(Airhihenbuwa & Liburd, 2006).

Race is considered a natural disposition for individuals that are prejudiced toward
a particular action (Andersen, 1995; Ford & Airhihenbuwa, 2010). The perception of
race implies that the racialized perspectives would be appropriate to study racial and
ethnic minorities accessing FEP services, because of the inequity practices of the mental
health care system and stigma linking mental health services and racial and ethnic
minorities. The public concept proposes several racial and ethnic minorities to endure
social situations inversely (Ford & Airhihenbuwa, 2010). The researcher abstracted the
community setting as racialized toward racial and ethnic patients and impoverished
communities, which explains the unsettling incidents encountered by racial and ethnic
minorities within this society.

CRT is adapted to utilize universal topics of public health practices when

advocating social equity issues targeting racial and ethnic health injustices (Ford &
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Airhihenbuwa, 2010). The framework for the CRT concept constructs on the drive,
performance, and support for maintaining health equity (Ford & Airhihenbuwa, 2010).

The connection between social disparities in accessing mental health and the
underprivileged racial and ethnic communities is recognized but elusive (Myers et al.,
2015). The social determinant of health and mental health disparities, specifically
discrimination, descends from socioeconomic hardship, employment, education,
impoverished neighborhoods, access to mental health care, and cultural competence
(Noonan et al., 2016). Race is an issue in health disparities that are not regulated by age,
sex, and education (Paradies et al., 2015). In the United States, racism is a systematic,
prearranged collective cultural phenomenon stemming from social and health disparities,
demonstrated as similarly adjourning elements affecting mental health, that is not often
explained (Paradies et al., 2015). Because racism is a significant phenomenon prompting
racial and ethnic minority mental health disparities and most often exercising its
threatening impressions through existing systematic humiliation and exclusion (Noonan
et al., 2016), racial, community and gender inequalities are interconnected and deliver
racial and ethnic minorities minimal health care compared to Whites.

Generally, systematized racist customs and traditions are replicated by White
public officials, decision-makers, public administrators, educationalists, and health care

99 ¢¢

professionals (Noonan et al., 2016). Discussing “health inequalities,” “cultural
competence,” and “racial predisposition” at a single level within health care services

neglects the public, influential, and structural level, causing health disparities among

racial and ethnic minorities. At the singular level, this focus transformed into the
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unsatisfactory allocation of resources to racial and ethnic minorities (Feagin &
Bennefield, 2014).

Research into racial and ethnic minority health issues is both inadequate and
prejudiced (Stockman et al., 2015). The standard description of racism as a cause of
health disparities should be neutralized by equivalent universal measures through public
programs, profitable endeavors, criminal system reform, shrunken exclusion in places of
official authority, more comprehensive research, and suitable funding of public agencies
and health care organizations (Noonan et al., 2016). In essence, policies of government-
funded FEP programs, private health practices, and facilities serving racial and ethnic
minorities are frequently regulated by public and private sector officials with minimal to
no health care education. Properly trained and knowledgeable health care providers must
educate, develop, and put into action health policies as they assess the implementation.
With these elements, communities, health care professionals, and racial and ethnic
minorities must understand political principles are critical in the constant campaign to
expel the disparities in mental health outcomes in the United States that brings together
racial dissimilarities (Noonan et al., 2016).

CRT is known for its body of work to seek and understand change among race,
power, and racism. Because CRT is a novice in the public health field, the conceptual
framework examines the inequalities in health and the role they play in racism (Noonan
et al., 2016). In this study, CRT addresses the racialized structures of communities,
theories, and the promotion of health equity. Focusing on race and racism, the researcher

recognized how public mental health has perpetuated racial inequalities.
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Ginwright (2010) explored radical therapy or treatment as a method for
reestablishing the mental health and well-being of racial and ethnic minorities subjected
to never-ending hardship, racism, and aggression. Ginwright’s therapy comprises
fostering a vital awareness of social repression, which counteracts depression and distrust
to challenge racism and comparable practices of harassment. The revolutionary
therapeutic method must also incorporate government agencies, private industry, and
community organizations, offering essential opportunities for racial and ethnic minorities
to connect with surrounding communities and participate in public events that deal with
community challenges (Ginwright, 2010). Having a relationship with society confers
racial and ethnic minorities an elevated consensus of purpose by affording them with
prospects to form significant connections and aid them to expand their abilities to
generate social change. Extreme therapy could offer racial and ethnic minorities
healthier adaptation over mental health adversities that stem from racial repression by
promoting optimism, determination, and intervention, which are important qualities for
forming and safeguarding mental health. To conclude, the practice of therapy entails a
positive, tangible relationship to racial and ethnic minority lives and to the methods of
recovery to improve cultural competence, mental health disparities, health care provider
representation, stigma, language barriers, and access to mental health services.
Ecological Model

Mental health is a vital element of overall health. To enhance proper health care,
countries all over the world must improve prevention and identify mental illness as a
public health issue (World Health Organization [WHO], 2011). A comprehensive public

health viewpoint is warranted when promoting mental health and preventing mental
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illness (Degenhardt et al., 2009). Public mental health emphasizes the societal factors of
health and wellness while creating efforts to produce positive mental health care for
everyone (Jane-Llopis et al., 2005). Most theories identify elements among health
disorders and illnesses that lead to the preparation and strategy of public mental health
interventions and mandate public mental health policy and practices that are necessary to
incorporate these elements (Krieger, 2014). Bronfenbrenner was instrumental in the
ecological model when it came to health research (Rosa & Tudge, 2013).

Lewin and Bronfenbrenner created the ecological theory as a novel theoretical
framework to comprehend human growth (Bronfenbrenner, 1977a). During the late
1970s, Bronfenbrenner went through several phases until his demise in 2005, developing
what is now known as the ecological model. Bronfenbrenner’s creation, the ecological
model to understand human growth, influenced a variety of subjects, including health
research (Grzywacz & Fuqua, 2000; Richard et al. 2011). The evolution of
Bronfenbrenner’s model includes an ecological method, a human growth perspective, and
the development of individuals (Rosa & Tudge, 2013). Bronfenbrenner’s (1977a) model
urges the conceptual tool for leading intervention throughout the field of public mental
health.

The consequences identified for public mental health policy and practice
fluctuates when a particular perception is applied and administered. Even though
Bronfenbrenner acknowledged the latest form of his model as the most appropriate,
researchers follow a practical assessment of information and philosophy, believing his
previous model is suitable for conducting public mental health interventions

(Bronfenbrenner & Evans, 2000). The ecological model is known for improving access
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to specialized care at multilevel interventions. The model presents five interdependent
levels of factors hypothesized to influence access to care (Eriksson et al., 2018):

1. Individuals

2. Microsystems

3. Organizations

4. Localities

5. Macrosystems
Individuals

Individual factors, ranging from biological factors (e.g., genetics and

neuroanatomy) to psychological factors (e.g., self-efficacy and cognition) and social
factors (e.g., perceived social support), influence human behavior. Many individual
factors influence access to specialized care among individuals with FEP, including the
severity of psychiatric symptoms and mental health illiteracy (Norman et al., 2004).
These barriers can hinder an individual’s willingness to seek treatment because of
paranoia and delusions. Disparities in mental health literacy and discouraging views of
mental illness are obstacles often faced by racial and ethnic minority individuals who
have FEP (Deupree, 2017; Norman et al., 2004). By incorporating mental health literacy,
individuals can distinguish their mental health problems and understand the risks and
causes of their psychosis when seeking appropriate treatment (Norman et al., 2004).
Damaging perceptions, internal barriers to mental health care such as shame, guilt, and
self-stigma can also deter mental health treatment and assimilate low self-esteem in the
treatment process. Negative images and labeling of racial and ethnic minority individuals

with serious mental illness (SMI) generate the intensity to which lower socioeconomic
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status and workforce development are related to mental health and the increased risk of
mental illness for racial and ethnic minority individuals (Wile & Goodwin, 2018).
Studies indicate that one third of individuals with FEP lack interest in receiving treatment
and feel overwhelmed with the process of initiating care or acquiring too many steps
when finding mental health treatment (S. I. Reed, 2008). Racial and ethnic minority
individuals with FEP become cautious when seeking treatment and, if detected as the
only mechanism of managing their symptoms or conflicting with their goals, pursuing
treatment care alternatives (Anderson et al., 2013).
Microsystems

Microsystems are unique and distinctive to individuals; as such, racial and ethnic
minorities commonly embrace relationships with their friends, family, and associates and
participate in other day-to-day undertakings (Addington et al., 2008). Among racial and
ethnic minorities with FEP, examples of microsystems that include disengagement from
peer systems and misguided support from family, associates, and health care
professionals could impede access to care (Addington et al., 2008). Also, transitioning
from psychiatric facilities creates challenges for racial and ethnic minorities when
returning to impoverished neighborhoods, community mental health programs, and a
misdiagnosis of their early serious mental illness conditions (ESMI; T. G. McGuire &
Miranda, 2008). Other factors consist of preventive interventions for ESMI. Some
factors include depression; psychosis; anxiety that is not diagnosed or is untreated; and
the lack of support, care, and treatment options for racial and ethnic minority adults and
young adults (Horan et al., 2008). The elements described inhibit communication and

access to treatment and alter relationships from the changed behavior of mental health
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professionals toward racial and ethnic minorities suffering from ESMI, which could
cause hesitation to ask for assistance from known associates and health care professionals
(Anderson et al., 2013).
Organizations

The organizations factor refers to the government-funded CSC programs that
contain an assortment of microsystems. Patterns of barriers may include disparities and
the provision of care, including minimal collaboration between doctors and patients,
inconsistent evidence-based practices (EBPs), limited representation, and treatment
programs. The environment of the FEP government-funded CSC programs can impact
the readiness of racial and ethnic minorities to establish and continue with care. Negative
impressions of a patient’s doctor because of limited understandings of necessary health
information ultimately hinder patient outcomes (Vernon et al., 2007). To decrease
patients’ misunderstanding of health information, health care professionals are
recognized as “they outreach, educate and guide patients of ‘why’ they need to exhaust
medical services, and resources are vital when educating on why they need to retain
health resources and services” (Deupree, 2017, p. 1). Many government-funded
coordinated specialized care programs typically do not observe the outcomes of racial
and ethnic minorities participating in their services. Among the 290 FEP government-
funded CSC treatment programs within the United States, only a few revealed data
indicating the benefits of their ESMI programs (Moe et al., 2018). The way each FEP
government-funded CSC program creates intraorganizational relationships impacts
access to care for racial and ethnic minorities with FEP. Successful methods will

fluctuate based on doctor-patient behaviors within each program and a common goal of
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streamlining referrals for eligible racial and ethnic minorities to specialized FEP
treatment programs as well as providing appropriate integrated consultation and care
(Partin & Burgess, 2012).
Localities

The localities factor defines a system of organizations optimizing access to
elevated quality care for racial and ethnic minorities with barriers including lack of
specialized care teams, the impact of institutionalization, and the inadequate direction of
outreach, education, and communication among mental health stakeholders. Also,
limiting access to services, the complexities of disproportionate and underrepresented
services, and other pertinent programs in impoverished communities are factors of
organizations accessing care (Chow et al., 2003; Eack & Newhill, 2012). Better quality
of specialized treatment care for ESMI is essential in racial and ethnic minority
communities. By improving doctor-patient consultation and patient-centered attitudes, an
organizational change of interaction and addressing disparities play a key role in reducing
health disparities among racial and ethnic minorities (Partin & Burgess, 2012).
Macrosystems

Macrosystems is the final step from the ecological model. Macrosystems are
categorized by cultural influences, such as attitudes about change, stigma, disparities in
approaches to care, and the economic impact of mental health in racial and ethnic
minority outcomes (Wahowiak, 2015) in addition to policies and practices,
discrimination, and lack of social acceptance for individuals faced with mental illness (T.
G. McGuire & Miranda, 2008). Despite advances in mental health treatment, there are

still significant economic disparities, stigma, and inconsistent policies on how the
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treatment is delivered to racial and ethnic minority groups. The need for innovation and
creativity in specialized treatment outcomes is warranted and vital when improving
access to quality care.

The study utilized the ecological model to examine effective interventions
(Stokols, 1996) to address disparities in racial and ethnic minority mental health. From a
public health administrative perspective, the ecological model is effective as it
encompasses a broad context that includes the micro- and macrolevels of society
(McLaren & Hawe, 2004). This lens is essential for the development of relevant public
policy and health care governance. Social-ecological theories originated from several
specialties where health research inspired the community, developmental sensibility, and
psychology (Richard et al., 2011).

The ecological model aligns with the methodology utilized in this study that
allowed the researcher to conduct a qualitative survey of FEP government-funded CSC
programs. The researcher identified the differential contributing factors of successful and
unsuccessful outcomes affecting quality services to racial and ethnic minorities served by
FEP government-funded CSC programs. Applying a qualitative method also reduced the
partiality of actions and increased the rationality within the research. Understanding
disparities for racial and ethnic minorities suffering from SMI is crucial when promoting
quality health care.

In essence, the differential treatment outcomes in racial and ethnic minorities is a
critical element to examine to identify opportunities for improving care. Navigating this
process will instruct additional efforts to position the FEP government-funded CSC

programs effectively in racial and ethnic minority communities. The model presented
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optimizes a guide for further research examining factors accessing treatment outcomes
among racial and ethnic minorities.
Ecological Model Integration

The ecological model brings an understanding to the study of public
administration and its interrelated elements of social and cost-effective structure, its
philosophies, merit systems, and antiquity (Peng, 2008). Constructing these elements,
allows the community systems to develop instead of changing suddenly. Riggs’s
theoretical approach identified how ecology develops a community of systems that often
generate alternative systems and organizations (Peng, 2008). Therefore, the ecological
approach solidifies relationships between individuals and their environment. The
relationship between public administration and the ecological theory offers detailed
information that clarifies and forecasts the behavior of public administrative
organizations, which permits the ecological method to report data that can be corrected.
Because the ecological model is a construct of public administration, it also examines
programs, policies, plans, and the design of public administration; these effects initiate
the ecological construct, interrelationships, and living mechanisms in its environment
(Gaus, 2009). For years, an individual’s intuition and expertise of how relationships
develop have been established from a public administration ecological approach.
Understanding these mechanisms shows how individuals can understand what needs to
be done and addressed within government affairs, public positions, and operational
glitches. As a result of their understanding, individuals and public organizations would
successfully implement, operate, and understand the ecological methods of government.

Gaus’s identification of these elements generates public administrators under the
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ecological factors that properly focus on the demands and challenges of the external
environment of their organizations (Gaus, 2009).

There is an aspect of social ecology reflecting an existent system of racial
classification among different groups within this society, and hegemony addresses that
through the supremacy of one race over another, which is supported by legitimizing
customs and philosophies (C. P. Jones, 2002). When identifying how race impacts
health, the researcher looked at institutionalized racism and personally mediated racism.
Institutionalized racism stems from bigotry, racial prejudice of individuals through the
existence of policies and practices that effectively weaken racial and ethnic minorities.
Institutionalized racism can only exist in institutions where control is applied and
continuous practices are capitalized. For instance, Black Americans are almost two thirds
less likely than White Americans to have health insurance, which impacts health care
accessibility. Institutional racism affects racial and ethnic minority health through health-
related policies exposing greater health and environmental risks for this group (C. P.
Jones, 2002).

Personally mediated racism comprises certain behaviors and attitudes inherent to
racially prejudiced actions, discrimination, and stereotyping. Often, this can be
intentional or unintentional. Personally mediated racism exhibits minimal respect,
suspicion, devaluation, and dehumanization of racial and ethnic minorities (C. P. Jones,
2002). By confronting institutionalized and personally mediated racism, community
leaders must address racial disparities in health, employment, education, and economic
segregation but essentially keep the subject of racism in the political forefront. Another

way is to engage health care professionals, elected officials, the criminal justice system,
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and educators on the impact of how racism is functioning within racial and ethnic
minority communities—implementing these methods warrants motivation and
determination in hopes of success for social justice and health equity. Therefore, the
need for innovation, policy, vision, and inventiveness is warranted and vital when

improving quality care (C. P. Jones, 2002). Figure 1 shows the five phases of the

ecological model.

Figure 1
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Inequalities in General Health Care

Nearly half of Americans are challenged with understanding and receiving health
care, obtaining their medication, and gaining insurance information in addition to
comprehending health care providers and professionals. Individuals with limited health
literacy are least likely to be hospitalized, have access to or utilize health care, and least
likely to adhere to disease management when suffering from a chronic illness. In this
study, the researcher obtained articles to examine the inequalities of health care literacy.
It is imperative to understand that effective communication is a crucial concern among
diverse patient populations (Deupree, 2017). In Deupree’s article, health literacy is a
substantial component that was defined as an individual attaining, processing, and
comprehending necessary health information and services by making appropriate health
decisions. The article addressed the needs of racial and ethnic minorities when
establishing and improving relationships, best practices, and health outcomes.
Developing this framework improves health literacy that is impactful to patients’ health
and well-being, but considering a few barriers such as minimal communication with at-
risk populations and EBPs related to racial and ethnic minority communities have been
essential. According to the U.S. Department of Health and Human Services (HHS), nine
out of 10 adults had a negative impression of their primary care physicians because of a
limited understanding of necessary health information, which ultimately hindered patient
outcomes (Vernon et al., 2007). The cost-effectiveness linked to the unnecessary health
care expenses because of health illiteracy was calculated between $106 and $238 billion
per year. Therefore, having health professionals outreach, educate, and guide patients of

“why” they need to exhaust medical services and resources is vital when educating
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patients on why they need to retain health resources and services. Critical elements that
need to be understood and are associated with effective communication and patient
knowledge have been the perception of auditory loss, verbal limitations, misconception,
and intellectual deficiency when demonstrating health literacy and creating proper
communication.

Sheikh’s (2009) article examined racial and ethnic minorities and their views on
quality primary care. The study found that elements of inequalities in health outcomes
were complex, multifaceted, and not well understood, which moderately explained the
constrained progress in reducing disparities. The analysis explained how a portion of the
study misrepresented the differences of quality care received from surveyed patients
expressing the disappointing delivery of primary health care services. In the study,
Sheikh developed a General Practice Assessment Questionnaire that became a national
patient survey for primary health care services that carried out featured framework
outcomes. With certain restrictions, individuals were mindful of the proposed high
expectations of care in racial and ethnic minority populations because of key factors from
the perception of care. The researcher became aware that the data identified a proposed
quality of care essential to the patients’ reports. As residual differences and the
perception of care ineffectively described basic elements, unfairness, and different
experiences of health care treatment, it was important to receive compassion and
personalized care appropriately in specified communities.

With cultural differences heightened and communication strained, racial and
ethnic minority communities viewed primary care physicians more negatively than White

patients because of poor experiences, poor communication, and lack of expectations
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when evaluated and treated. Mead and Roland (2009) summarized the differences and
quality of care received by racial and ethnic minority patients and White patients. The
altering aspects of care rationalized well-known disparities in the United States and the
United Kingdom. Also, they addressed cross-sectional exploration examining disparities
among Whites and ethnic minority patients that recognized four primary care methods of
administration, demographics, health, and wellness, and the proposition of reported
treatment outcomes. Mead and Roland (2009) recognized substantial differences
between Whites and ethnic minority patients continued after modifying scheduled
appointments, which prolonged patient wait times. Once the office team and medical
staff became aware of the disorganization and flawed communication, the outcome for
Chinese and Black/Black British patients was received and corrected; however,
Asian/Asian British patient assessments remained more than 2.5% lower than White
patients.

According to Chin et al. (2012), over the past decade, researchers modified their
emphasis from verifying health care disparities to pinpointing resolutions to close the gap
in health care. Chin et al. assessed how systematic reviews, evaluating practices,
providing technical assistance to health care organizations, and developing a roadmap
reduced racial and ethnic disparities in health care. Chin et al. identified how culturally
tailored interventions could meet the needs of patients by employing multidisciplinary
health care provider teams and targeting patient’s pathways of proper health care. The
authors found how organizations should design, implement, and maintain interventions

based on specific causes of disparities and their unique environments in addition to
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recognizing that even with 10 years of research, additional studies were needed to
conquer disparities successfully (Chin et al., 2012).

The inequalities of health care concerning racial and ethnic disparities have been
examined by Partin and Burgess (2012) who conducted a study from the Department of
Veterans Affairs Health Administration during 2000-2009; their designated intervention
strategy clarified a framework of examined inequities and interrelated areas of “reducing
health disparities” and “improving minority health” by influencing a mediation plan (p.
887). Within this study, Partin and Burgess also examined medical student behaviors,
categorized relationships between patient-centered attitudes and clinical performance
ratings among general patients identified as Black Americans but not general patients
identified as White Americans. The research captured the perception of patient-centered
attitudes were more important in improving physician behaviors with Black American
patients than with White American patients, which played a significant role in reducing
health disparities.

Health Literacy

WHO defines health literacy as “the personal characteristic and social resources
needed for individuals and communities to access, understand, appraise, and use
information and services to make decisions about health” (Greenhalgh et al., 2015, p. 1).
Minimal health literacy is linked to an insufficient encounter with health care, health
education, lack of understanding, prescribed medicine, illness promotion, overall health
condition, self-care, and simply staying alive. There is an overwhelming inequality in the
acceptance and usage of health care. A few systematic reviews have combined several

theories of health literacy including communication interaction, enthusiasm, self-
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assurance, honesty, commitment, and attaining access to health care (Haun et al., 2014).
In the new age of study, health literacy is an evaluation of a person’s knowledge and
proficiency of a public health method that highlights the interreliant understanding of
health, health approaches, actions, cultural elements, and strategy of administering health
care (Parker et al., 1995).

Individuals with minimal health knowledge are often embarrassed and try to mask
their health literacy from their health care providers and family. Even those who are
educated with well-to-do backgrounds may not exude self-assurance or communication
skills to ensure their health care needs are well defined when consulting their physicians
and making decisions regarding their health (Jordan et al., 2010). This implies that even
when health literacy needs are identified, addressing these requirements in certain
populations requires attention throughout the health care system. WHO is incorporating
and creating health literacy responsiveness, through which it will ensure health
information and support are attainable and achievable to individuals with different levels
of health literacy. Therefore, a community health literacy report could focus on the
current health care system to eliminate health disparities by assessing and developing
solutions (Sallis et al., 2008).

Health literacy comprises similar ideals. According to the HHS, health literacy is
defined as “the degree to which individuals have the capacity to obtain, process, and
understand basic health information needed to make appropriate health decisions” (Office
of Disease Prevention and Health Promotion, n.d., para. 1). Sufficient health literacy can
enhance an individual’s ability to engage in their health and their family’s health. Health

illiteracy can cause volumes of difficulties within the health care system. People having
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health literacy are unable to gather prescribed medicine, align medical group principles of
health literacy, and the implementation of ensuring health education, support, and
advising patient care.

Knowledge influences health literacy that is recognized more in impoverished
communities and is identified with limited health outcomes. For instance, understanding
health materials, inferring health care information, and increasing communication among
health care providers are essential. The influence of inefficient health literacy could
interfere with adult patients accessing health care, an increase in health care cost, and an
increase of emergency room visits and hospital admissions; more than half the adults in
the United States who did not graduate from high school experience inadequate health
literacy. According to Healthy People 2020, disparities in health literacy affect racial and
ethnic minorities from the various social and cultural level of classes (American Public
Health Association, 2018). For instance, LatinX adults have the lowest health literacy
average compared to all racial and ethnic minority groups, trailed by Black Americans,
then Native Americans/Alaskan Natives. Individuals with little health literacy who
identify English as a second language are more likely to convey poor health conditions.
Culture and individuals at an older age are likely to experience health literacy challenges
that cause intimidation to patients’ competence in adhering to their doctor’s directives.
Older individuals with low health literacy often describe physical ailments, pain,
restricted physical or daily activities with poor mental health. With improved practices,
inadequate health literacy is a challenge and is often hard to distinguish. Inadequate
health literacy is universal and challenging. Studies have shown patients, caregivers, and

individuals with various educational and cultural backgrounds have trouble
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understanding health information and effective communication from health professionals
with straight forward instructions and explanations validating patients’ comprehension
while ensuring patients have an opportunity to maneuver the health care system easily,
sustaining and enriching the patient’s healthy living.

Cultural Barriers

Even with significant medical development in a variety of chronic diseases, it has
been suggested that racial and ethnic minorities acquire the minimum quality of care
compared to White American patients. Racial and ethnic minority patients encounter
heightened morbidity and mortality from certain chronic diseases compared to White
American patients (Smedley et al., 2002). However, Smedley et al. (2002) proposed that
social and ethnic disparities in health care stem from insignificant damaging outcomes.
They recognized inequalities of racial and ethnic minority dissimilarities in the quality of
health care with the inability to gain access to proper intervention, choices, and health
desires. The journal in which their article appeared was updated with sources of
disparities regarding impactful elements by assessing essential intercessions to lessen or
remove racial and ethnic disparities in health care (Egede, 2006). Egede discussed three
reports full of supporting elements to racial and ethnic disparities in primary and mental
health care.

The initial study was performed in California, where over 50,000 respondents
assessed the connection between insights of health care discrimination and the use of
health services. In that study, nearly 5% conveyed some inequity (Egede, n.d.). For
those individuals expressing discrimination who obtained insignificant preventive care

services even with alleged discrimination, barely any changes reduced gender, racial, or
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insurance disparities of preventive care (Egede, 2006). The second study by Huang et al.
(2006) evaluated a section outline with levels of support, useful for well-validated patient
health on depression among White American, Black American, Chinese American, and
LatinX American primary care patients. The selection outline of ethnic groups
determined a collective impression of hopelessness as an effective detention and
monitoring tool for depression in a diverse population (Egede, 2006). The last analysis
determined racial differences concerning innovative medical technology among 171
White and Black American patients. There were substantial racial dissimilarities as
White Americans were more likely to receive new and advanced medical treatment than
Black Americans to obtain new prescription drugs for their treatment plan. These
findings were incredibly pertinent, and there were integral constraints on ethnic
dissimilarities that were addressed. For instance, there were suitable data that the
socioeconomic condition was a more robust element of health-related effects than racial
and ethnic groups. Quite a few findings have revealed the influence of race and ethnicity
on health outcomes that are often reduced considerably when a socioeconomic stance is
ordered as racial and ethnic impressions fade away.

In Egede’s (2006) study, inquiries arose concerning racial and ethnic disparities in
health care because of the socioeconomic status, culture, and sometimes a combination of
both. The assessment showed general health care from a genetic model considered race
and ethnicity is a natural category distinguishing race and genes defined by health or the
health and well-being of people defined by natural elements (Egede, 2006). In recent
studies, a genetic makeup obtained by race and ethnicity instead of among racial and

ethnic groups is a supplementary theory rather than an original concept. The perception
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of race, though generally expressive, is of constrained natural inference. Also, the
imperfections of race as a concept have setbacks with the validity and reliability of race
evaluated in most research studies (Egede, 2006). With the growth of people from
several racial groups, it is more and more problematic to categorize persons into a single
race group, which obscures the understanding of race impacting research studies.
Ethnicity is an alternative variable that is generally used in research on health disparities.
The idea of ethnicity is an effort to expand different racial groups; however, similar to
race, it conveys specific historical, political, and social baggage. Despite these
restrictions, cultural origins, when joined with ethnic groups, offers more data for
researchers to explain their understanding and rationalize its legitimacy, consistency, and
stability. The perception of well-defined traditions commencing with race and ethnicity
were intended as an improved justification for modifications in health performance and
health effects.

A logical assessment of acculturation findings concentrated on LatinX American
healthiness that included a few explanations of values, and in most instances, the
definition of culture was unclear and vague (Egede, 2006). Regardless of the substantial
restrictions of exploiting racial and ethnic groups, or values as prognostic and descriptive
in health assessments, there are remnants to study cultural disparities in health findings.
Potential evaluations associated with race, ethnicity, values, or acculturation and health
findings should require an extensive link among these inconsistent health findings when
offering a path correlation (Egede, 2006).

The outcomes of these evaluations emphasize the essential continuation of

subsidizing the study on the perception of racial and ethnic inequalities in health findings.
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Egede (2006) conveyed in the study how racial and ethnic dissimilarities affect health
and how patient preferences impact medical decision-making, health evaluations, and
findings. Often, research studies identified these elements precisely as they contribute to
health care inequalities and outcomes (Egede, 2006).

Cultural Barriers Among Black Americans

Throughout the years, Black Americans’ health inequities have been a cause of
prejudices in American history and customs; for instance, Black Americans are likely to
hold occupations that encompass hard labor, possess limited education, and experience
bigotry in this society that has resulted in planned policies. Another barrier Black
Americans are subjected to are the neighborhoods they live in; most often, their
neighborhoods are saturated with liquor and tobacco stores, fast food restaurants, and
pollution exposure, which causes unhealthy risk factors (Laffey & Ng, 2018). Health
disparities are an unequivocal effect of strategies, techniques, customs, and lawful
influential prejudices that safeguard White privilege at the expense of Black Americans’
health and wellness. Social factors of health care are common causes of health disparity
among Black and White Americans that remain constant.

The complexity of racial prejudice is a recognized distinction in health care that
affects health care and the quality of health care obtained (Laffey & Ng, 2018). Cultural
barriers in quality health care exhibit themselves in various ways, from commercial
delivery, which affects the patient’s ability to pay for health care services, an insufficient
number of hospitals and health care facilities, few and far between health care providers,
cultural biases in treatment services, and racial and ethnic upstanding care (Laffey & Ng,

2018). Randall (2017) mentioned that the life expectancy of Black women is 4 years less
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than White women, and Black men’s life expectancy is 6 years less than White men.
Black Americans are far more ill than White Americans and are expiring at a disturbing
rate. Cultural factors affecting health care consist of socioeconomic status, impactful
partisans, and lawful influences under which people live (Randall, 2017).

The pressure of surviving in an unfair society accounts for racial and ethnic
disparities. Middle-class Black families experience modest health care compared to
middle-class Whites. Middle-class Whites have been known to live 10 years longer than
middle-class Blacks whereas impoverished Whites live 3 years longer than impoverished
Blacks. Therefore, suitable government regulations must be accessible when abolishing
prejudiced systems within health care (Laffey & Ng, 2018). According to Title VI of the
Civil Rights Act of 1964, 42 U.S.C. 2000d et seq. was sanctioned as a Congressional
determination to fight discrimination based on race, color, and national origin. Title VI is
to ensure federal agencies, through the provisions of federal financial assistance, do not
support entities engaged in programs or activities that have the purpose or effect of any
prejudices (HHS, n.d.). Title VI should be a valuable instrument when eradicating racial
discrimination; regrettably, Title VI unambiguously affects cases of deliberate inequity.
Therefore, being educated about health care is vital for people to understand and know
whether their health provider is doing more harm than good. Sadly, the health care
system, through supervised care, has created reasons that reassure instinctive biases.
Therefore, minorities will continue to face problems with health care inequity and
unimaginable prejudices that are not lawfully identified or addressed and will endure

mortality at an inconsistent rate of recurrence (Randall, 2017).
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Paradies et al. (2015) documented that health disparities are not orchestrated by
age, sex, and level of education but through race. Racism is frequent toward Black
Americans in the United States. This mechanism is structured through common racial
and ethnic experiences through marginalizing prejudices and inequity causing community
health disparities. By demonstrating an unapproachable and in-depth aspect of affecting
health care, racism is not often defined. Racism can be associated with unsuitable
employment or housing, inadequate education, low income, and lack of access to care
(Paradies et al., 2015). Some perils are affiliated with work-related dangers, contact with
contaminated materials and antigens within their homes, neglected schools, lack of
healthy food choices yet easy access to opioids, substances, violent communities, and
ecological exposures (Paradies et al., 2015).

Juster et al. (2010) pointed out that racism affects destructive thoughts and
expressive phenomena heading toward psychopathology and ill health. Lu and Halfon
(2003) and Saban et al. (2014) indicated traumatic life events detract from dealing with
mechanisms and genomic structures of hormonal, physiological, and neuronal systems
from beginning to end; therefore, acquiring and deploying health information are
recognized techniques when deterring illnesses. Renwick (2015) corroborated that Black
Americans are the most impoverished minority group in the United States, and on the
pinnacle point of the year 2000, their income has declined significantly for the past 50
years. Black Americans have made up the lowest household income within the United
States, and being a part of an impoverished community is parallel to inadequate health

outcomes with escalated death and diseases (Allan & Westwood, 2016).
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Various elements, such as their physical environment, weather, topography, air
quality, and vegetation, influence Black Americans’ health overall. In addition to several
elements causing insufficient health is asthma, a condition that affects Black Americans
who live in impoverished housing (Kershaw et al., 2015). Transportation is also an issue
when accessing health care services and preventive services once an emergency arises.
Healthy eating is also an issue; not having readily available stores is a challenge for
Black Americans, unlike in White neighborhoods. Not being exposed to healthy living
increases obesity, heart disease, and diabetes, which are notably higher in Black
Americans (Gaskin et al., 2014). Pollution can also affect Black Americans’ health with
polluted factories infiltrating their communities and decreasing the air quality. Another
factor is violence. Black Americans are 6 times more likely to die by guns than White
Americans (Kouznetsova et al., 2007). In 2009, 60% of Black men were likely to be
killed by gun violence than White men, and Black men are 20 more times more likely of
being exposed to violence than White men (Allan & Westwood, 2016). These measures
have generally expressed similar results when determining health among various
populations. Black Americans are known as the least healthy ethnic group in the United
States (National Center for Health Statistics, 2015). Under Healthy People 2010,
progression was recognized in diminishing health disparities among non-LatinX Blacks
and the population as a whole (Cook et al., 2017). An increase of 34 objectives was cited
and identified as coronary heart disease, pre- and postneonatal deaths, adolescent’s
deaths, HIV infection, diabetes, gun violence, a cardiovascular disease associated with

chronic kidney disease, and homicide.
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Cultural Barriers Among LatinX

In the past 20 years, LatinX have engulfed the United States creating difficulties
for health care professionals and health care systems (U.S. Census Bureau, 2007). With
an influx of LatinX migration, many areas across the United States were not equipped to
provide health care needs, which resulted in numerous difficulties, such as cultural
practices among physicians and communication barriers (Garcés et al., 2006). A person’s
lack of communication can cause problems when seeking treatment; this issue creates
barriers when the patient and doctor are not aligned. Aside from language barriers, an
individual’s economic status can be a challenge along with minimal insurance or none at
all. Limited transportation, inability to take off work, feeling awkward when trying to
make appointments, and stalling to see the doctor can inhibit LatinX from accessing care
(Reschovsky & Boukus, 2010). Therefore, it is essential to report these barriers among
those LatinX accessing health care in addition to the health care professionals providing
treatment to the patients. According to Reschovsky and Boukus, training health care
professionals on racial and ethnic minority cultural environment, their beliefs, customs,
and competency would allow a successful patient-doctor relationship. Kumagai and
Lypson (2009) indicated the Liaison Committee from the Medical Education requires
programs to identify and report on health inequities. Though not enough information
recognizes operational training among physicians in medical surroundings, the HHS
Office of Minority Health ((OMH], 2001) announced principles to warrant cultural
competence be applied within every health care location. Aside from some challenges in

educating health care professionals on different levels of cultural practices, proficient
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guidance should stay in place to generate a keen comprehension of cultural backgrounds
(A. A. McGuire et al., 2012).
Cultural Barriers Among American Indian/Alaskan Native

The American Indian and Alaska Native (AI/AN) community has encountered
many barriers to their mental and general health care. These barriers consist of being
homeless, lack of transportation, limited access to telephone services, being discriminated
against, having mistrust, and frigid bureaucratic cultures of the health care system. These
barriers can have harmful effects on an individual’s health and livelihood (Call et al.,
2006). Among this population, a high percentage of unmet needs have been found. The
AI/AN population has been known to convey discrimination as a barrier to other racial
and ethnic minority group. For an AI/AN experiencing these barriers and unmet needs,
challenges are still prevalent (Wille et al., 2017). Sixty percent of the Western American
tribe indicated having access to health care from the Indian Health Services remains
unmet (Duran et al., 2000). In 2014, Congress disallowed allocations of 761 million
dollars to qualified AI/AN communities because of insufficient funding, which caused
individuals to use urgent care and emergency room services (Indian Health Services,
2015). With 71% of the AI/AN population residing within the inner-city gaining access
to urgent and emergency room services, the remaining AI/AN population either resides
outside the city limits or on reservations (Urban Indian Health Institute, 2013; Marrone,
2007).

AI/AN populations and health care professionals are known to have inconsistent
communication that causes additional types of barriers when accessing excellent health

care (Tripp-Reimer et al., 2001). It is vital to appreciate doctor-patient ideals and
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practices because they can prompt how patients discuss their ailments if they trust the
physician and even form consistent communication; therefore, having to identify and
experience so many barriers has a significant impact on health disparities among AI/AN
populations. The lack of transportation, mistrust, homelessness, limited telephone
services, and frigid bureaucratic elements increase the dynamics of AI/AN communities
feeling degraded, and the likelihood of not accessing health care services and interacting
with health care professionals are elements that have gone on for decades. Unfortunately,
this prolongs the AI/AN individual’s access to care, which results in late diagnosis and
treatment (Walls et al., 2015).
Cultural Barriers Among Asian Americans

There are four significant barriers to health care that influence disparities among
Asian Americans: language and their culture, health literacy, health insurance, and
immigrant status that is often unreported. Kim and Keefe (2010) contended that political
officials and researchers should understand that Asian Americans, along with other racial
and ethnic minorities, also need health care. Researchers conducted several studies
concerning racial and ethnic minorities focusing on the inequities between LatinX, and
Black Americans compared to White Americans (Snowden et al., 1982; Takada et al.,
1998). The language barrier is one of the essential elements for Asian American
accessing health care. Some Asian Americans with English as a second language
experience barriers when seeking treatment, scheduling appointments, finding clinical
facilities, effectively communicating with physicians, and understanding their medical
conditions (R. S. Jones et al., 2006). Although having someone assist and understand the

Asian American culture is essential when eliminating barriers within health care, it was
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also found that health literacy and cultural beliefs concerning medical conditions prevent
Asian Americans from accessing health care, which causes inadequate health effects
(Kim & Keefe, 2010).

Although Asian Americans are often viewed as economically sound and an
upstanding minority, their poverty rate is higher than that of Whites. Although having a
high employment rate does not project the Asian American community to hold health
insurance, many do not possess coverage (U.S. Census Bureau, 2004). This is due to
self-employment and having too much income to be suitable for public subsidized health
coverage programs despite too little income to obtain exclusive coverage. Refugees from
Southeast Asia are known to qualify for health coverage and public subsidies because of
their immigration status. Asian Americans with specific demographic features, such as
youthful, unattached, and non-English speaking Chinese American women, were found
to have issues with accessing health care (Kim & Keefe, 2010). Therefore, health
education is vital among these communities for the Asian American population to
understand the effects of proper health care instead of utilizing alternative medicine; this
causes language and cultural upbringing, lack of health insurance, health literacy, and
immigration status to enhance researchers’ need to continue investigating health care
access for Asian Americans (Kim & Keefe, 2010).

Limited Access to Mental Health Care

Having access to mental health care among racial and ethnic minority
communities is essential in the United States. An increase in rates of debilitating
disorders, schizophrenia, and diagnostic issues often accounts for the difference between

racial and ethnic minorities’ access and White Americans’ access. Racial and ethnic
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minorities have an advanced proportion of mental health indicators, which weakens their
performance. That is why former Surgeon General Satcher indicated in a comprehensive
report that the level of mental health care in racial and ethnic minorities underwent
unequal setback with mental illness because of limited access to services and minimal
quality of health care and were more unlikely to obtain assistance when distressed than
White Americans. Eack and Newhill’s (2012) article helps identify the racial and ethnic
disparities in mental health services and the outcomes between the overall populations
suffering from mental illness. The study focused on racial disparities and SMI affecting
an excessive analysis of specific mental health conditions and inequalities in the form of
treatment, for instance, in-patient care. Regardless of this disparity, the study explained
that racial and ethnic minority individuals with SMI utilize comparable methods of in-
patient and out-patient mental health services and resources. The complexity of
disproportionate and underrepresented services identified in the study showed racial
disparities within mental health care among LatinX American populations. As the
number of LatinX Americans increased, they, too, found themselves enduring the same
standard of care and treatment as Black Americans suffering from SMI. The overall
study addressed the infrequent treatment and unfavorable services of racial and ethnic
minorities suffering from SMI.

Racial and ethnic disparities in general and mental health care have received
increasing attention. In mental health care, researchers have frequently determined
differences in rates and patterns of mental health treatment for Black Americans, LatinX
Americans, and Asian Americans. Natural studies of an environmental delivery to people

with mental illness and recent research of displacement revealed individuals with mental
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illness, and participants from racial and ethnic minority groups in particular, are
disproportionately concentrated in high-poverty areas. Eack and Newhill’s (2012) article
showed how mental health services are tailored to meet the needs of racial and ethnic
minority groups in diverse communities, diminishing disparities in service areas, yet
encouraged individuals living in low impoverished areas the opportunity to obtain mental
health services.

Disparities and stigma are genuinely an issue, said Larke Huang (Wahowiak,
2015), from the Substance Abuse and Mental Health Services Administration
(SAMHSA). Huang indicated in numerous symposiums, workgroups, articles, and
seminars that racial and ethnic minorities are encountering mental illness at the same
level as Whites. Huang researched not only racial and ethnic minorities facing disparities
in mental illness but also lesbian, gay, bisexual, and transgender populations (Wahowiak,
2015). The article showed how poverty and stress were issues and essential risk factors
when seeking assistance. Other factors to consider were the lack of health insurance,
keeping scheduled appointments, limited transportation, time off work to obtain
treatment, and unattainable childcare services, among other barriers. The article also
mentioned insufficient mental health professionals who do not work in the public mental
health systems and local health departments or clinics. Having limited access to care can
stem from being stigmatized and can create barriers or issues for racial and ethnic
minorities seeking assistance from friends, family, and so forth or seeking care from
health care providers as a result of the stigmatization by these individuals. This
researcher recognized the importance of properly training and treating racial and ethnic

minorities suffering from mental illness because it often leads to unhealthy outcomes. To
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close the gap, SAMHSA manages the Minority Fellowship program to reduce health
inequities and improve health care and mental health outcomes annually through
education and training for mental health practitioners.
Accessing Mental Health Care

Often, racial and ethnic minorities have been known to have limited access to
care. Compared to the White population, racial and ethnic minorities are less likely to
attain mental health care services within their community and are less likely to access
mental health services (Schatell, 2017). In Hartford, Connecticut, a 2010 study was
performed citing that White Americans believed mental illness consisted of a biomedical
perspective, but LatinX and Black Americans felt no biomedical interpretations were
aligned (Carpenter-Song et al., 2010). LatinX and Black Americans felt mental illness
was caused by spirituality, moral character, and social reasoning for mental illness as
socially damaging. Black Americans felt it should be contained within the family and not
discussed publicly. Among these three ethnicities, White Americans sought mental
health therapy more frequently than Black and LatinX Americans (Schatell, 2017).
Although However, when mental health issues arose, many ethnic minorities sought out
their primary care physician or a nonprofessional such as a family member, friend,
religious leader, and community groups who were deemed trustworthy and able to
communicate effectively. When accessing mental health services, it is imperative to
educate both medical professional and ethnic minorities to fight stigmatism and reduce
shame.

The American Psychological Association recommended that facilitating

partnerships among behavioral health providers, educators, community leaders, families,
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and public agencies to make certain culturally competent services are in place (T. B.
Smith & Trimble, 2016). Creating a mental health program within communities targeting
underserved populations is critical. Instructing community leaders and organizations on
how to communicate and respond to mental health concerns can lead to peer services,
training programs that encompass the understanding of racial and ethnic mental health
culture, for instance, common beliefs and attitudes (Schatell, 2017). Providing relatable
material, such as pamphlets, stories, videos, different treatment options, and informing
underserved communities on how to access mental health care, building partnerships, and
eliminating culture-based mental health disparities will increase the usage of services.
Mental Health Support From Health Care Professionals and Providers

Mistrust, lack of support, and uncertainty in primary care and mental health
services signify another factor for racial and ethnic minorities with SMI seeking
treatment. A racial and ethnic minority sample population of 29% indicated their
inability to trust and obtain support from their health care professionals contributed to not
accessing services even though 30% showed a disconnection of unmet needs for services
rendered. Kessler et al. (2001) National Comorbidity Survey examined 5,877 individuals
with SMI who encountered limited treatment from health care providers, such as mental
health therapists, social workers, psychiatrists, and general practitioners. Of this
assessment, Kessler et al. (2003) conveyed that 45% of patients needing therapy declined
from engaging assistance because of the ineffectiveness of services; 38% of participants
felt help most likely would not work; 11% stated the available services were not
favorable, and 12% of participants stated that they sought out assistance, but the services

were not useful. This argument was prominent among racial and ethnic minorities who
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expressed a need for support with mental health services. By assessing the behaviors
concerning the use of mental health services, Campbell and Long (2014) ran a qualitative
analysis with 17 Black American participants explaining their encounters with
depression. From Campbell and Long’s study, a general argument for the lack of trust in
physicians and services was identified in which the researchers asked the participants to
discuss their experiences with depression. Therefore, a primary theme that emerged was
the mistrust in doctors and the treatment provided, which caused hesitation for the use of
services. The main reason for mistrust was due to the presumed impression that White
providers would not acknowledge or empathize with discrimination among racial and
ethnic minorities (Campbell & Long, 2014).

The actions of distrust result from past behaviors of segregation and prejudices
suffered by Black Americans from official health care facilities. Therefore, for patients
to acquire trust in them, physicians will need to develop an honest relationship with their
patients. Incorporating a mutual understanding with compassion and diversity among
health care professionals will need to transpire as a general practice when promoting trust
and support within the mental health system concerning racial and ethnic minorities
suffering from SMI (Maura & Weisman de Mamani, 2017). Studies recommend a
cooperative exchange among health care and community-based mental health
professionals and the racial and ethnic patient population suffering from SMI (Smedley et
al., 2004). The relationship would improve patient participation with treatment outcomes
and enhance medical commitment and fulfillment. Suggestions have been ascertained for
general practitioners and mental health specialists to be more interactive and generate the

patient’s input for his or her specific treatment plan. This component relies on gaining

68



information concerning the patient’s wishes for his or her mental health plan and options
(Maura & Weisman de Mamani, 2017). Doctor-patient relationships operate on hope,
respect, support, and fulfillment from the perspective of racial and ethnic minorities
suffering from SMI.

In an analysis, 56 racial and ethnic minorities with SMI were evaluated about
primary and mental health care for reasons of disconnect between them and general
practitioners and mental health care professionals (Easter et al., 2016). The study also
showed 25% of participants incorporating honest communication and 13% indicating
empathy is an essential component when building trust and support (Maura & Weisman
de Mamani, 2017).

Entrusting the assurance of health care services among racial and ethnic minority
communities can enhance racial and ethnic health care providers. A high number of
Whites represents a significant level of health care specialists only servicing 33.5% of
racial and ethnic minority populations (Garcia et al., 2006; Kopelowicz et al., 2012).
Having limited racial and ethnic minority health care representation causes mistrust and a
delay in seeking mental health care. Therefore, it is imperative to connect with
appropriate providers who can offer profound services and understanding of ethnic
proficiency (Miranda et al., 2008). The article suggested that having racial and ethnic
health care professional could have a positive impact when accessing and adhering to
patients’ requests. Ensuring that racial and ethnic health care professionals work among
culturally diverse populations would increase the likelihood that racial and ethnic
minority patients would comfortably access services (Garcia et al., 2006; Kopelowicz et

al., 2012).
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Mental Health Support From Family

Family participation in mental health services is valuable when obtaining care for
SMI among racial and ethnic minorities; it produces fewer setbacks and minimal
hospitalization for schizophrenia and bipolar disorder in addition to proper medication
management. Family connection often portrays a caring position in contrast to
detachment from mental health services in racial and ethnic minority families who have a
SMI; this portrayal is prominent among LatinX family members. Stowkowy et al. (2012)
assessed that 286 racial and ethnic persons diagnosed with FEP showed the disconnect
between FEP patients and their family members, causing treatment challenges. Having
family participation is imperative when successfully managing a chronic disease.
Marshall and Solomon (2004) reported how often mental health providers communicated
and connected families and individuals with SMI engaged with their families and found
the mental health professionals did not develop a connection between the patients and
their family members. More than 50% of the mental health providers indicated they
seldom provided material concerning the patient’s prognosis, medication, or information
about the illness. The omission of family involvement deters patients’ commitment and
lessens their dependability of accessing mental health care services but increases mental
health inequities.

By confronting this obstacle, it has been advised to equip medical programs with
necessary educational strategies that would educate family members, end stigma and the
affliction of family anxiety, exhibit support from family, reduce family stress, include
family members during treatment plans, and encompass the delivery of family

psychoeducational involvement for mental health (Heru, 2015). With founded medical
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and hospital facilities launched, creating an environment that accepts family support and
involvement in planned treatment could forge a commitment among racial and ethnic
family members diagnosed with SMI. In community settings, established family and
psychoeducational programs exhibit success in supporting racial and ethnic minority
patients and families coping with SMI. Guaranteeing family support as a helpful
solution, the insertion of family could improve interaction in therapy settings and
increase access to services (Weisman de Mamani & Suro, 2016; Whitley & Lawson,
2010).
Mental Health Support From the Community

Five decades ago, government-funded mental health services comprised massive
state mental health facilities that were subsidized primarily with state expenditures (Exec.
Order No. 13,217, 2001). Community-based services were exclusive to impoverished
neighborhoods that were ill-equipped to provide mental health services and support to
racial and ethnic minorities diagnosed with SMI. Therefore, federal allocations were
issued to state-funded mental health facilities to develop community mental health
centers to establish essential services for impoverished uninsured patients (G. Smith et
al., 2005). In 1970, an agreement for supporting individuals with SMI through
community living was adopted with an inclusive method for converging requirements
rather than procuring services exclusively to treatment in workplace locations and
outpatient facilities. Even though outpatient facilities were equipped to confront the
requests of patients, the outpatient facilities struggled with limited services (Consolidated

Appropriations Act, 2004).
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With such challenges, the federal government created a community support
program, placed in the Center for Mental Health Services under the SAMHSA, an
OPDIV under the HHS. The community support program generated grants for states to
assist individuals living with SMI. Moreover, a set of central values was confirmed, such
as empowering racial and ethnic minorities with appropriate components of regular and
authentic support and unique treatment services (G. Smith et al., 2005). The community
support program emphasized the importance of support, confidence, empathy, and
ensured the patient is adequately managing their mental health disorder. The community
support program also highlighted the importance of family and friends’ involvement,
community support, and health care provider corroboration to maintain a prosperous
lifestyle (G. Smith et al., 2005).

As the community support program engulfs various forms of support, it conveys a
significant impact on public community mental health programs. In the past, community
support programs had favorable outcomes serving individuals with mental illness by
strengthening essential techniques and features of the community support program public
mental health organizations (National Association of State Mental Health Program
Directors Research Institute, 2002). As a result, states have modified their resources
from community encouragement to actively supporting people with SMI. Therefore, this
permits the state to assimilate a variety of all-inclusive practices for individuals with SMI
encompassing several elements of services. At the time of this study, people diagnosed
with mental illness require intensive and continuous supportive treatment plans (G. Smith
et al., 2005). For that reason, many states developed their programs to commence and

expand the use of EBPs in their communities; for instance, the state of Georgia restored
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its Medicaid mental health coverage to adopt philosophies of recovery by redefining a
collection of services with more peer support services. In New York state, the Office of
Mental Health initiated a proposal called “Winds of Change,” whereby the states
incorporate EBPs within their systems (G. Smith et al., 2005). In essence, the community
support program framework inspired public mental health mechanisms by delivering
several aspects in supporting individuals with SMI in community settings, emphasizing
therapeutic care, rehabilitation, and other community lifestyle elements (Karakus et al.,
2011). These methods include provisions and therapeutic treatment goals that support the
need of each patient and allow and increase access to mental health services.
Disparities Among First-Episode Psychosis

Oluwoye et al. (2018) analyzed the idea that individuals faced with mental illness
often endured stigma. Their study showed stigma followed not only FEP patients but
also family members, friends, peer supporters, and also mental health care providers.
Individuals felt the need to act as if they had no mental illness in public so they were not
stigmatized. Because of stigmatizing, prejudging, and labeling, those with serious mental
illness are often terrorized, caricatured, and humiliated. Three main criteria implemented
when characterizing FEP individuals are knowing the services and resources offered in
behavioral health programs, being aware of their rights, and understanding their self-
worth (participating in evidence-based programs allowed FEP patients to manage their
symptoms, treatment outcomes, and life goals). Oluwoye et al. identified how it is
essential for FEP patients to familiarize themselves with their rights. Being discriminated
against because of a person’s mental illness or being denied a place to live is unlawful

and violates a person’s civil liberties. As mentioned above, self-worth is important for
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patients to understand. Self-worth allows individuals to create and implement programs
that build hope, support, self-reliance and assurance, confidence, and strength.
Incorporating these components, along with educating, outreaching, and communicating,
can change the outcome of being stigmatized.

Ethnic differences in the form of health care service treatment are the topic of an
extensive form of extensive works, particularly for generalized psychiatric disorders and
specifically for the FEP. Cultural differences were studied by Oluwoye et al. (2018) in
light of other minorities, Black-British, Black-African, Black-Caribbean, White-British,
but primarily limiting the research to South and East Asian groups. Oluwoye et al.’s
study found a reduced level of effect for second-generation Black-British cultures on
indicators of troublesome access to mental health care compared to the first-generation
Black-African and Black-Caribbean groups. Although ethnic differences did continue
proportionally to the White-British group, Oluwoye et al. provided data that immigrants
with FEP tend to have extended treatment delays and an increased likelihood of being
referred to psychiatric services by emergency services compared to nonimmigrants. The
impact of racial and ethnic experiences, such as socioeconomic status, and alternative
methods for actual practices behind perceived disparities were not considered.

However, this researcher believed Anderson et al.’s (2017) article helped to
identify the representation for an individual’s origin of a developmental disorder and the
appropriateness of different selections when seeking mental health assistance. Reviewing
their article provided the researcher with an understanding of the effect of discouraging a
minority’s position with knowledge concerning health care delivery in communities and

the ability to navigate general and mental health care systems economically,
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linguistically, or with other barriers. Anderson et al. (2017) also focused on the mental
health stigma identified by immigrants because of cultural beliefs, which often led to
shame and avoidance of receiving general and mental health care services. Therefore,
identifying and understanding an immigrant’s position for seeking medical treatment in
early psychosis is vital when addressing barriers and diminishing racial and ethnic
disparities.

Srihari et al. (2015) acknowledged FEP patients with racial and ethnic
backgrounds impacted social, cultural, and health care services. The research determined
how the FEP in Europe, Australia, and the United Kingdom is a known high-profile
initiative. The study focused on FEP in the United States enhancing health outcomes for
people suffering from ESMI and whether the specialized treatment early in psychosis
(STEP) was practical rather than systematic service outcomes of admitting patients in
psychiatric facilities or a mental health program focused on workforce development. The
initial assessment determined outcomes from a controlled setting that examined the
effectiveness of the STEP process instead of the U.S. standard of care. The researchers
identified that when an individual suffering from FEP takes advantage of the STEP
program, the person will more likely be referred to a hospital rather than assigned to
treatment areas in his or her local neighborhood, which would abolish preferred referrals.
Racial and Ethnic Disparities in Mental Health Care

Health disparities imply dissimilarities in health effects that are related and impact
communities, environmental factors, and financial difficulty for a group of individuals
identified by race and ethnicity. Often, these effects portray the increase of mental health

inequalities in more than 100 million racial and ethnic minorities in the United States.
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The U.S. Census Bureau (2008) estimated a 50% increase in racial and ethnic groups by
2044. Research has been conducted to evaluate disparities among racial and ethnic
minorities utilizing fewer mental health services and primary health care, receiving
insufficient quality of care, and being less content with health care providers and
professionals. Moreover, an increased rate of failed services compared to Whites as
mental health inequities among racial and ethnic minority communities seem constant
and unchanging, and with the multifaceted challenges conveyed, this population will
remain susceptible to mental illness disorders with limited access and inappropriate care
(Rice & O’Donohue, 2002).

Racial and ethnic minority populations consisting of Black, LatinX, AI/AN, and
Asian Americans are excessively categorized as individuals in danger of mental illness.
The shortage of care to the mental and behavioral health conditions of racial and ethnic
groups and the inefficient delivery of ethnically and linguistically proper mental health
care among racial and ethnic minority populations exhibits a well-defined demand for
inspiring a partnership and discovering ways to discontinue the inequality of treatment
(American Psychological Association, 2017). By discontinuing disparities, the federal
government has championed laws and guidelines that would expand the health conditions
of mental health treatment for racial and ethnic minorities (American Psychological
Association, 2017).

In essence, the state of Virginia implements additional funding from some state
allocations to ensure FEP consumers receive quality treatment, resources, and services.
Virginia has increased the availability of resources and enhanced the FEP government-

funded CSC program’s credibility. Another state identified is Maryland, where the state
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highlights resources of the overall success of FEP treatment services delivered to
individuals who have a severe mental illness. The state of Maryland takes advantage of
community partners and resources when assembling the FEP government-funded CSC
program staff. Finally, the United States of America capital, Washington District of
Columbia, which consists of a significant cultural, racial, and diverse ethnic population,
has engaged with patients by reducing the suspicion and fear and increasing awareness
and commitment by broadening the strengths and different perspectives of achieving the
FEP objectives (Fortier et al., 1999). This method of design provided a sample of
maximum variation of subjective representation of FEP government-funded CSC
programs, which allowed the researcher to focus on a thorough understanding of the
phenomena with up to 30 relevant individuals, within three program sites, from three
different states (Maryland, Virginia, and Washington, DC).

In 2008, to sustain these guidelines and laws, the House of Representatives
created Minority Mental Health Awareness Month in July (Aklin, 2017) that builds
recognition and understanding of impoverished racial and ethnic communities attaining
access to mental health treatment in the United States (Aklin, 2017; Turner et al., 2019).
According to the U.S. surgeon general, racial and ethnic minorities have more limited
admittance to mental health services than Whites, less likely to obtain necessary
treatment, and are more likely to obtain mediocre treatment when cared for. Mental
health disorder is one of the most significant common health challenges in the United
States and most burdensome on the health care system (Turner et al., 2019). Often, racial
and ethnic minorities have similar episodes of mental health issues compared to Whites.

However, racial and ethnic minority groups have minimal access to mental health
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services and are less likely to pursue and obtain needed treatment and, when obtained, are
more likely to receive insufficient mental health therapy (Turner et al., 2019).

When Minority Mental Health Month was created, an initiative called Brother;
You’re on My Mind was originated to intensify knowledge among Black American men.
The initiative was developed by the Omega Psi Phi Fraternity and the National Institute
on Minority Health and Health Disparities. It stimulated communication and dissipated
the untruths linked with mental health setbacks yet emphasized the significance of
obtaining therapy (National Institute on Minority Health and Health Disparities, 2017).
Mental health is essential to generally every stage of life, which is why it is essential
always to promote dialogue, knowledge, and inquiries about mental illness. As a result,
Mental Health America recognizes racial and ethnic minorities in impoverished
neighborhoods continuing to be America’s most vulnerable populations, for instance,
individuals who are destitute, imprisoned, and uninsured families, (Mental Health
America, 2017).

Measures of mental illness and behavioral health concerns are equivalent and
even higher in rural areas than urban neighborhoods. With a lack of mental health and
behavioral health providers and specialists in these communities, services have increased
costs; the lack of mental health providers and specialists has also caused language
barriers, unacceptably educated and inexperienced health care professionals, and health
insurance deficiencies in addition to transportation problems, minimal prevention efforts,
and negligible integration of physical, behavioral, and mental health services (Maura &
Weisman de Mamani, 2017). Mental Health America (2017) recognizes these

discouraging impressions of mental health disparities and the position of ethnic
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proficiency. It supports various ground-breaking endeavors such as the Multi-State
Initiative determined to eradicate mental and behavioral health inequities among racial
and ethnic minority communities in rural neighborhoods. This will allow an evaluation
of existing therapy methods and strategies directed toward rural populations needing
access to primary, behavioral, and mental health care in addition to innovative
methodologies and replicas by promoting efficient services with continued treatment
throughout rural racial and ethnic minority communities (Mental Health America, 2006).
As research continues, it is important to note the emphasis of policies to expel the
disproportions of accessing primary, behavioral, and mental health care among racial and
ethnic minority groups (Sanchez et al., 2016).
Policy Implementation

T. G. McGuire and Miranda (2008) viewed standardized health disparities and
how accessing quality health care should improve. However, they emphasized and
addressed strategies for eliminating disparities in mental health care. To eliminate mental
health care disparities, an experienced mental health workforce is needed in addition to
educating health care providers and patients. T. G. McGuire and Miranda’s study
highlighted how racial and ethnic minorities in the United States increased levels of
inadequate mental health care compared to White Americans. T. G. McGuire and
Miranda also recognized how being impoverished with little health care could stem from
mental illness and acknowledged how an increase of SMI among Black and LatinX
Americans coupled with inflamed deprivation and insufficient health care was associated
with disparity health outcomes. Their article expressed how the federal government is

dedicated to educating, outreaching, and building a diverse workforce in the mental
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health care system. Building these components allows policies to be implemented and
eliminate disparities in mental illness. In essence, their research is beneficial because it
shows mental health disparities having a prolific stance in understanding and
communicating the patient’s needs.
Publicly Available Data

In 2015, SAMHSA reported a publicly known issue brief concerning racial and
ethnic differences in mental health and the services used among adults. According to the
Surgeon General, culture, race, and ethnicity were widely known to encompass mental
health service utilization disparities between Whites and other racial and ethnic
minorities (HHS, 2001). Several variances were identified in the study, including the
cost of services, transportation, limited health care providers, and limited health insurance
coverage, which were the most recurrent reasons for not utilizing mental health services
among racial and ethnic minorities. However, White adults with mental illness and those
with SMI expressed the lack of insurance and health care costs was the catalyst for them
not using mental health services compared to other racial and ethnic minority groups (J.
M. Gonzalez et al., 2011). In 2001, the U.S. Surgeon General identified the differences
in racial and ethnic minorities’ mental health delivery in ongoing national surveillance of
mental health service utilization. With this information over a decade old, significant
changes were placed; for instance, the Mental Health Parity and Addiction Equity Act of
2008 affected health coverage for mental health and access to health care (Centers for
Medicare & Medicaid Services [CMS], 2016). The reason SAMHSA conducted this
study was to ensure the use of mental health service among adults from various racial and

ethnic minority groups was well represented nationally and to warrant impending policy
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changes. The information used for this study was collected between 2008 to 2012 from
the National Survey on Drug Use and Health, which focused on mental health issues.

The federal government has collected this survey since 1971 through direct dialogue with
a representative for the residents at their homes. This phase of the survey was sponsored
by SAMHSA and managed by SAMHSA’s Center for Behavioral Health Statistics and
Quality (Office of Applied Studies, 2009).

The information collected identified information on racial and ethnic inequalities
in mental health services utilization among adults with mental illness and SMI
(SAMHSA, 2015). Based on the results, the reason for individuals not utilizing mental
health services was due to unmet needs. These unmet needs included insufficient
services, delayed services, needing extra services, lack of mental health care insurance,
and health care costs. Additional reasons included respondents feeling they did not need
services or could control their issues personally; stigma from family, friends, or
coworkers; lack of transportation; limited to no services in their neighborhoods; and
being over medicated. There were other reasons as well as being discriminated against,
disclosing confidential information, and feeling the services would not benefit them in
any way (SAMHSA, 2015). These data, which are nationally known, have revealed that
adults of different racial and ethnic minorities sought mental health services in 2015. The
general use of service, medication, outpatient, and inpatient services are increased causes
for incomplete use of services. It is vital to understand that two or more races composed
of 17.1% of individual adults were likely to make use of mental health services in 2015.
White Americans made up 16.6%; American Indian and Alaskan Native tallied 15.6%;

Black Americans made up 8.6%; LatinX, 7.3%; and Asian Americans, equaled 4.9%.
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Communities using prescribed psychiatric medication resulted in 14.4% from Whites
whereas two or more races accumulated 14.1% (Center for Behavioral Health Statistics
and Quality, 2013).

Moreover, AI/AN reported 13.6%, succeeding Black Americans to 6.5%, LatinX
to 5.7%, and Asian Americans to 3.1%. Employing the use of mental health services was
more common among two or more races at 8.8%, Whites Americans, 7.8%, AI/AN at
7.7%, in addition to Black Americans at 4.7%, LatinX 3.8%, and Asian Americans at
2.5%. Making use of inpatient mental health services was more common among Black
Americans at 1.4% than White Americans at 0.7% (Center for Behavioral Health
Statistics and Quality, 2013). The expense of services and the rarity of health care
insurance was significant for the limited use of mental health services around racial and
ethnic minority communities. Trusting that mental health services would not help was
the least cited reason among racial and ethnic minorities (SAMHSA, 2015).

According to visibly available data, the U.S. Census Bureau (2014), racial and
ethnic minority populations in the United States will increase to 56% of the total
population by 2060 from 38% in 2014. By 2050, 39% of the older adult population over
65 years old is estimated to be non-White. These estimates explain that the U.S. minority
groups are becoming prevalent, and it is extremely important to identify mental health
disparities among racial and ethnic minorities (Agency for Healthcare Research and
Quality [AHRQ], 2016).

In recent years, CMS (2020) reported national data concerning insufficient patient
primary and mental health services among racial and ethnic minorities. Since 1998, CMS

has constructed a report from the Medicaid Health Outcome Survey (HOS), which is a
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data collection of self-reporting health status information from a starting point and a
continuation from the national representative of Medicare Advantage Beneficiaries
(CMS, 2020). These data are used to evaluate changes in the physical and mental health
outcomes and health-related quality of life over time. In 2013, HOS became the sizeable
initial measurement of CMS surveys attaining data utilizing racial and ethnic groupings
within the HHS assessment compilation guiding principles. HOS collected primary and
mental health care outcomes of beneficiaries from limited racial and ethnic groups. In
addition to those who self-identified as other races, AI/AN, Native Hawaiian, or other
Pacific Islanders communicated the dismal significance of mental health conditions
throughout numerous mental health strategies (CMS, Office of Minority Health, 2015).

Under CMS, mental health values became prominent because of inadequate
diagnoses of melancholy from adults, increased health care costs, and morbidity. Despair
is common among senior adults, and racial and ethnic minorities encounter mental illness
more frequently than White individuals. It is noted that LatinX (Puerto Rico) populations
are reported to have an escalation of depression rate at 40.9%. However, LatinX, Cuban
descent extends to 34.5% while the remaining LatinX population ranges to 30.8%.
American Indian and Alaskan Native Medicare recipients reported depression 9% more
than White recipients, and Pacific Islander communities reported depression 14.4% more
than Whites (CMS, Office of Minority Health, 2015).

CMS also assessed, from the HOS data survey, that AI/AN respondents lost, on
average, 3.8 additional days of events because of deficient physical and mental health as
opposed to White individuals. Samoan and other Pacific Islanders reported forgoing a

standard 4.0 more days of events than White individuals though multiracial communities
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were reported the most days missed of any group, collected at 11.6 days (CMS, 2020).
Additional factors were highlighted in the CMS HOS report; for instance, AI/AN
recipients described positive depression screenings 13.5% more than White individuals.
Multiracial communities had the highest percentage, 31.1%, of positive depression
screening out of any racial and ethnic group. However, Asian Americans were the lowest
percentage of positive depression screenings, which fluctuated among Asian American
groups. AI/AN, Blacks, most Native Hawaiian or Other Pacific Islanders significantly
exacerbated the Mental Component Scores compared to White and Asian American
recipients, and non-LatinX recipients had significantly better MCS scores of 51.8% than
multiracial groups at 44.8% (CMS, 2020).

The insufficiencies in racial and ethnic minority data transpire more often in
Medicare, Medicaid, and for-profit approaches, which, if continued, will inflame
disparities in health care as a whole. An individual’s socioeconomic status and the social
elements of primary health and mental health care are substantial. Impoverished patients
who have language barriers and lack transportation have an increased risk of health care
and mental health care inequalities (Office of the Assistant Secretary for Planning and
Evaluation, 2011). The indicators detailed in the CMS report can be identified as
disappointing. However, sizeable initial initiatives commenced by building collaboration
between Walgreens and Mental Health America, permitting patients to use an internet
program to fulfill complete screenings for mental illness. Initiatives like this are to assist
older and racial and ethnically diverse patients who have mental illness anxieties (CMS,
Office of Minority Health, 2018). Patients can seek assistance if conditions are detected,

and may receive access to increasing innovative methods of health care delivery. It is
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appropriate for all recipients to attain quality health and mental health care among racial
and ethnic minority groups. Adhering to collecting indicators is essential when surveying
these groups, and understanding the unsurpassed practices to treat them will improve
overall health (CMS, 2020).

The National Conference of State Legislatures (NCSL; 2018) summarized the
challenges and unethical actions of behavioral health and mental health disparities that
racial and ethnic minority communities encounter annually. Examining the concerns and
expense of disparities in health care has been recognized by the National Institute of
Mental Health ((NIMH], n.d.-b). NIMH identified communities composed of racial and
ethnic minority groups have less access to mental health services and are unlikely to
benefit from community mental health services despite the fact racial and ethnic
minorities are commonly known to use inpatient hospital and emergency services but
receive insufficient health care services, which carries a sizeable expense for states.
Abolishing racial and ethnic inequalities could have decreased medical expenditures
during 2003-2006 by $229 billion, according to the Joint Center for Political and
Economic Studies (JCPES; (LaVeist et al., 2009). JCPES is the nation’s foremost
represented research and public policy institution in the United States and is known for
focusing on concerns of Black Americans and persons of color. From LaVeist et al.’s
(2009) report, three methods were identified to determine the economic burden of health
disparities:

1. Direct medical cost of health inequalities
2. Indirect costs of health inequalities

3. Costs of premature death
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The Medical Expenditure Panel Survey was used to collect these data from 2002-
2006 to evaluate the cost savings of diminishing health disparities for racial and ethnic
minorities. Data from Medical Expenditure Panel Survey also identified the efficiency
absent, which is linked with health disparities for racial and ethnic minority communities.
The results accumulated to the following:
e Between 2003 and 2006, 30.6% direct medical care expenditures for African
Americans, Asians, and Hispanics were excess costs due to health inequalities.
¢ Eliminating health disparities for minorities would have reduced direct
medical care expenditures by $229.4 billion for the years 2003-2006.
¢ Eliminating health inequalities for minorities would have reduced indirect
costs associated with illness and premature death by more than one trillion
dollars between 2003 and 2006.
e Between 2003 and 2006 the combined costs of health inequalities and
premature death in the United States were $1.24 trillion. (LaVeist et al., 2009,
p- 1
The accumulated direct and indirect costs of $1.24 trillion within America grossed
more than the domestic product of India, the world’s 12th largest country, and in 2008
totaled $309.3 billion annual loss to the budget. The massive untimely death
characterizes the high cost of an individual’s perspective and deficiency of the impact of
humanity. With this severe affliction on the nation, health disparities will continue to
agonize racial and ethnic minorities within this society (LaVeist et al., 2009). However,
state legislatures adopted numerous policies removing obstacles of behavioral health

services in addition to improving mental and emotional health among all racial and ethnic
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minority groups. Although the methods vary when a developmental workforce emerges,
it also cultivates health insurance coverage, which has available service and combines
inexpensive and quality services (Sanchez et al., 2016).

From the NCSL (2018), data were collected and introduced behavioral and mental
health disparities through the 2017 state legislation, noting that substance use and mental
health utilization was deficient among racial and ethnic minorities. During 2008 and
2012, Black Americans, LatinX, and Asian Americans were least likely to use mental
health services compared to those identified as White Americans, American Indian, and
Alaskan Native. In NCSL (2018), Black and LatinX impoverished communities were
less likely to use mental health services versus Whites with mental illness and
impoverished would access mental health services. In 2014, mental health and substance
use were reported for around 7% of health care costs. However, public programs such as
Medicaid, Medicare, and other funding sources paid 60% of mental health costs and 70%
of substance use equaling $110 billion and 22 billion for FY 2014 (NCSL, 2018).

In the United States, Medicaid is recognized as being the most substantial mental
health and substance use payer, billing 26% of all behavioral health expenditures in FY
2009, per the 2015 assessment from Medicaid and Chip and Payment Access
Commission (NCSL, 2018) whereas individuals enrolled in Medicaid with a diagnosed
behavioral illness reported 50% of Medicaid allocations accumulated over $131 billion.
It was also stated that uninsured beneficiaries, compared to those Medicaid recipients,
were known to partake in mental and substance use treatment. However, in a 2017 study,
the Kaiser Family Foundation recounted gaps of 2.5 million Medicaid recipients

conveyed unmet needs for mental health treatment. Numerous obstacles prohibited
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individuals from obtaining health care, for instance, limited behavioral health care
providers who allow Medicaid, inconsistent eligibility requirements for Medicaid,
insufficient insurance coverage for mental health care services, and means of transport
and language barriers (Kamal, 2017). Additional obstacles that racial and ethnic
minorities endure are accessing mental health services. The sustainable labor force
integrates the population’s needs through severe labor force as insufficiencies continue.
For instance, SAMHSA (2014a) has concerns about insufficient health care professionals,
specialists, licensed clinical social workers, and psychiatrists for adolescents within the
labor force. Also, general deficiencies of racial and ethnic minorities are minimized in
the mental and behavioral labor force.

The role of a health care provider assisting racial and ethnic minorities is
inadequate. Therefore, the HHS Office of Minority Health ((OMH], 2018) described
direct elements, activities, and conditions for patients and their well-being when they
receive services. OMH (2018) also indicated that when altering services to accommodate
racial and ethnic minorities, communication is crucial, especially when health care
experts provide essential care, which can impact disparities in mental health.

Sanchez et al.’s (2016) article stated that speaking the languages of racial and
ethnic minorities has a positive impact on them when they seek mental health care
services as does having a diverse labor force that affords vital delivery of these benefits.
Another barrier includes little to no medication, lack of treatment, constant humiliation,
and the insufficient doctor-patient relationship. Therefore, in 2017, lawmakers from 19
states contemplated 74 bills related to behavioral health disparities. Many of the bills

concentrated on fostering discernment of behavioral and mental health inequities and
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ethnic proficiency with health care professionals and services, with seven states initiating
political decisions in 2017 comprising behavioral and mental health disparities (NCSL,
2018).

Furthermore, the rulings were envisioned by disparities suffered by racial and
ethnic minority communities as a measure of behavioral and mental health strategies. In
essence, behavioral and mental health inequities affect various communities across the
United States, particularly racial and ethnic minorities, who are constantly overwhelmed
with challenges in obtaining health care services that are ethnically suitable. Since 2017,
state politicians are relying on policies to enhance health care services, access to care, and
eliminate disparities in health care (NCSL, 2018).

Conclusion

Mental health care is recognized to have limited resources and services
throughout the world. The World Health Organization (2001) has elevated the shape of
mental health by promoting useful developments to ensure policymakers are contributing
exceptional opportunities with incomparable assistance and direction affecting mental
health. The significance of implementing policies and practices is to improve the
efficiency and equity of accessing mental health care by eliminating disparities and
guaranteeing diversity among health care professionals, patients and families, mental
health programs, cultures, and throughout impoverished neighborhoods (Knapp, 2006).

When working with racial and ethnic minority communities in mental health,
there is an exploration of critical outcomes upon individuals and families among
communities when practices and processes are limited while enabling mental health

providers to work efficiently with ethnicities. After examining new techniques and
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connecting cultures while permitting individuals’ mental health care, it is crucial to
encourage racial and ethnic minorities to seek treatment instead of undervaluing and
discouraging their access to care. New methods for developing an integrated and holistic
approach toward mental health care can create resource allocations for which the
efficiency of resources are positioned (Gopalkrishnan, 2018). Implementing
interconnections between government-funded FEP programs and other functions from the
mental health system will evolve because there is a need for equal access to services and
funding, which will aid in preventive measures; as a result, principles will be created
without delay, to report and connect barriers of sources that are inappropriately
disseminated (Knapp, 2006).

To enhance the implementation of efficiency and equity through transparency, it
is necessary to effectively improve the availability of services. Attaining equitable
results that support performance measures and the implementation of a strategic
framework is to guarantee the methods and performance measures are applicable to racial
and ethnic minority communities engaged with their treatment plan. Communities
exposed to discrimination, inequity, and limited access to mental health services have a
significant impact on racial and ethnic minorities’ quality of life. Integrating compliance
and approaches are mechanisms government-funded FEP programs need for racial and
ethnic minority communities to deliver effective, accountable services.

In conclusion, the collection of research limiting mental health treatment of care
suggests the necessity to establish culturally suitable interventions directed at racial and
ethnic minorities in mental health. Racial and ethnic minorities suffering from mental

health disparities are linked to minimal health care coverage, limited representation of
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health care professionals, language barriers, nominal support, and insufficient access to
care in impoverished communities (Jimenez et al., 2012).

In essence, this study also included a literature exploration discussing racial and
ethnic disparities in mental health care deriving from multiple complex factors,
comprising discrimination in health care, socioeconomic status, health care access
overall, cultural beliefs, and community systems. Unfortunately, there is no easy solution
to eliminating mental health disparities though the solution is indicative of obtaining
proper resources to address the different challenges affected (American College of
Physicians, 2010). Improving access to care, reforming health care delivery, cultivating
cultural and linguistic understanding, stigma, diversifying health care workforce,
enhancing social effects of health, and implementing policies would dramatically enrich

the lives of racial and ethnic minorities suffering from ESMI.
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CHAPTER 3: RESEARCH METHODOLOGY

The purpose of this chapter is to demonstrate the research method for this
qualitative mixed-methods approach to investigating the processes and policies that first-
episode psychosis (FEP) programs use to address ethnic minorities’ utilization of these
services. This technique could provide a richer understanding of how agencies are
addressing mental health disparities among racial and ethnic minorities in accessing those
services. The methodology chapter includes the research design, participants, sample
method, the implemented instrument, data collection, and data analysis.

Research Question

How have government-funded coordinated specialty care programs attempted to

address racial and ethnic minorities’ underutilization of mental health services?
Research Design

A qualitative methodology was applied to this study. The qualitative
methodology facilitates the study because it will aid health agencies in understanding
mental health disparities, treatment outcomes, relationships between doctors and patients,
health promotion, health professionals in the development of FEP government-funded
coordinated specialty care (CSC) programs and policies (McKim, 2017). The
methodology offers an analysis examining contributing factors to positive or negative
outcomes for minorities and as such, incorporating a qualitative methodology study will
provide a clear understanding of attitudes and evaluate the elements affecting quality
services toward FEP government-funded specialty care programs. The qualitative
methodology seeks to determine the meaning of the phenomenon through the description.

It intends to develop concepts that aid in understanding natural phenomena with an
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emphasis on the meaning, experiences, and views of the FEP government-funded CSC
program participants (Al-Busaidi, 2008). A qualitative exploration of principles and
knowledge was needed for this study as it developed concepts that can help understand
the social phenomena in natural settings, emphasizing the meanings, experiences, and
views of the participating FEP government-funded CSC programs. The qualitative
research used in this study identified cultural and social factors affecting treatment
outcomes and mental health disparities among racial and ethnic minorities positively and
negatively. To illustrate the qualitative methodology, a multiple case study design was
implemented.

The method employed in this study entails recognizing the changing aspects of a
phenomenon existing within a specific setting. The mixed-method approach employed
strategies containing multiple levels of analysis within a single research project; this
approach combined data collection methods such as archives, surveys, interviews,
questionnaires, and observations (Creswell, 2018). According to Creswell (2013), a case
study method “explores real-life, a limited modern method or multiple limited methods
over time, through detailed, extensive data collection involving multiple sources of
information, records, explanations, and themes” (p. 97).

Every so often, case studies have a dual purpose; for instance, case studies include
information of elements from their programs and organizations as well as reports from
larger programs of the organizations. The reasoning expected by a case study can be
either descriptive or verifiable (Gerring, 2004). Therefore, a qualitative multiple case
methodology incorporated and required an implementation to analyze a comprehensive

assessment within the FEP government-funded CSC program frameworks. With the
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multiple case method appropriately applied, there was a benefit of evaluating three state
FEP government-funded CSC programs that cultivate principles for differential treatment
outcomes that connect racial and ethnic minorities (Baxter & Jack, 2008).

The multiple case study design allowed the study to make a compelling
assessment to address the challenges and social issues among racial and ethnic minority
communities, mental health disparities, stigma, and treatment outcomes from the FEP
government-funded CSC programs. This action allowed the researcher to assess
intellectual behaviors, the development of different approaches, techniques, and
observations. The study made a convincing case for the integration of information when
compiling these elements. Therefore, the multiple case study demonstrates a connection,
a form of influence, education, and valuable tools and methods from these impactful
elements assessed.

The case study approach considered how the phenomenon is affected by health
disparities within the FEP government-funded CSC programs. A comparative method is
a research approach formulating or assessing generalizations extending across multiple
case studies. The fundamental intent of a comparative case study is the development of
knowledge that equally applies in natural and social science settings, incorporating a
qualitative method (Knight, 2001). The comparisons among the agencies was used to
obtain an understanding of the provider’s experience (Zainal, 2003). The case study
explored the challenges of racial and ethnic minority disparities in mental health; by
conducting this study, the researcher assessed the effectiveness (Yin, 1994) of health
disparities among racial and ethnic minorities being served in FEP government-funded

CSC programs. In this study, the researcher only selected a small number of participants
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within a small geographical area from a simple approach and comparable systems to
examine in close detail. The researcher’s goal was to interpret the data by developing
conceptual categories supporting, and challenging the assumptions made regarding the
study (Zainal, 2003). This qualitative approach helped to explore and describe the data in
real life and the complexities of real-life situations that were captured (Zainal, 2003).
This leads to the validity and reliability concept where the researcher trusted in “truth
value,” which identifies reliability as credible and dependable, whereas validity
comprises trustworthiness (Morse et al., 2002). Reliability assesses a person’s actions
with similar outcomes from assessments. Validity evaluates mechanisms in an analysis
precisely for detailed actions (McMillan & Schumacher, 2006). The connection between
reliability and validity can be misunderstood; for instance, evaluating the effectiveness of
mental health promotion in racial and ethnic minorities in FEP government-funded CSC
programs can be reliable without validation, but the measurements cannot be valid unless
they are reliable and precise. The significance of reliability and validity is to stipulate
valid and reliable unbiased results and ascertain the truth (Morse et al., 2002). Therefore,
when the researcher engages in various instruments, the validity and reliability enrich the
study and provide a clear understanding of the researcher’s assessment of the data and
expose the concepts and clarifications produced by further assessments, documents, and
participants (Johnson, 1997). There are several strategies implemented to conceptualize
the truthfulness and unbiased paradigm (McMillan & Schumacher, 2006).

In this study, triangulation was used to examine the consistency of different
instruments that increase the number of reasons and threats affecting the evaluation.

Interviews were conducted for three FEP program sites to obtain an understanding and
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perspective of racial and ethnic minorities accessing mental health care. During the
analysis phase, the researcher acquired comments from participants working in three
different FEP programs located in Washington, DC, Maryland, and Virginia to include
areas of similarities or differences. This is a method of validating data from many
sources to examine consistency in this study (O’Donoghue & Punch, 2003); therefore, the
data triangulation method was applied. Data triangulation comprises unique sources of
material to enhance the validity of a study. For example, in-depth interviews were
conducted with each organization to attain an understanding of their knowledge for
program results. In the development of the assessment, comments from the participant’s
organizations were evaluated to conclude sections of conformity as well as sections of
discrepancy (Guion et al., 2011).
Sampling

The specific design for this study comprised the purposive sampling, which relied
on the scholar’s identification of three selected nationwide individual state FEP
government-funded CSC programs. The three selected states were conveniently located,
have a sizeable diverse population, and were accessible to evaluate and assess. Among
the participating FEP government-funded CSC programs, up to 30 relevant individuals
comprising program administrators, health care professionals, CSC team leaders, and
state behavioral health authority representatives also contributed to the multiple case
study. To better understand the sampling technique, the population consisted of 290 FEP
government-funded CSC programs. The intent of choosing three individual states was to
capture essential information on racial and ethnic minority groups accessing FEP

government-funded CSC services. The 290 FEP government-funded CSC programs have
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shared characteristics, such as receiving federal funding, incorporating the mental health
block grant (MHBG) guidelines, providing mental health services, resources, and
employing staff with intimate knowledge, professional experience, and participation in
each FEP program. Thus, the study was contingent upon the thoroughness and
consistency of information gathering (Etikan et al., 2016). Each of the 290 FEP
programs is known as a unit (Laerd Dissertation, n.d.). The 290 FEP programs are
located nationwide in the Pacific Jurisdictions, Guam, Puerto Rico, and the Virgin
Islands. The researcher was compelled to conduct the study within DC, Maryland, and
Virginia because of her knowledge, experience, availability, and willingness to
participate and the ability to communicate with the FEP program staff practices and
views in an articulate, significant, and insightful manner. Choosing 13 participants
among three state programs also captured and ensured the participants would offer ample
saturated insight. For this qualitative study, the comparable level of staff would not
generate insignificant concepts when they were being interviewed and observed.
Therefore, proposing up to 30 participants helped the researcher build and maintain
relationships that improved an open dialogue that mitigated the validity of this research.
When selecting the sample (V) of FEP programs from this population of 290 programs,
the choice to use purposive sampling reflected key components composed of rich data
compiled from the MHBG state applications (Laerd Dissertation, n.d.). The selected
programs are to stipulate the proposed operational FEP government-funded CSC
programs to help program administrators, health care professionals, CSC team leads, and
state behavioral health authority representatives fully adhere to the suitable

psychotherapy of racial and ethnic minority communities being served in the FEP

97



government-funded CSC programs. FEP government-funded CSC programs need to
evaluate guidelines to consider adequacy and limitations. Health care professionals are
knowledgeable of the unique characteristics of mental health patients. The strategy
technique for interceding psychotherapy is to improve the structure of FEP government-
funded CSC programs. Integrating the principal criteria for each FEP government-
funded CSC program will stimulate innovation upon the outcome improvement and will
continue to achieve attainable outcomes. Some criteria consist of the following:

e Engaging racial and ethnic minority communities

e Describing the FEP government-funded CSC program

e Assembling reliable evidence

e Rationalizing decisions

e Ensuring use and sharing lessons learned
Engaging Racial and Ethnic Minority Communities

Engaging racial and ethnic minority communities is a measurable criterion that

will help screen program development while accomplishing the program goals and
objectives and the need for evaluating collaborative resources between program activities
and prevention (Sanchez et al., 2016). The assessment is a constant evaluation to help
alter changes in program objectives. Thus, the assessment is a constant evaluation that
can help create changes. For instance, mental health providers can develop
communicating and adopting patient-centered methods, including patients in their
treatment decisions, ensuring the patients understand their medications, and overcome
stigmatization among family, mental health practitioners, and individuals within their

communities (Sanchez et al., 2016).
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Describing FEP Government-Funded Coordinated Specialty Care Programs

As mentioned, CSC programs are a team approach model that encourages patients
from children, adolescents, and adults to work with their family, psycho-therapists, and
recovery specialists while restoring their mental health (C. Gonzalez et al., 2017). The
government-funded CSC programs exhibit a cohesive assessment focusing on goals,
healing, and delivering minimal prescription medication resulting in the smallest number
of side effects. The government-funded CSC programs use state funds allocated by the
federal MHBG under the Substance Abuse and Mental Health Services Administration
(SAMHSA) OPDIV of the U.S. Department of Health and Human Services (HHS). The
FEP government-funded CSC programs have illustrated an increase in quality life,
decrease in the use of hospital services, lessening of psychopathology, and fulfillment of
employment and educational practices (C. Gonzalez et al., 2017).

In essence, FEP government-funded CSC programs are well aligned with the
ESMI population. Therefore, obtaining psychoanalytic services through a government-
funded CSC program formulates positive clinical, operational, and quality of life
outcomes (C. Gonzalez et al., 2017). These results are apparent among those
experiencing psychosis symptoms. The impact of these programs is correlated through a
reduction of long-term public expenditures coupled with SMI, a return on the program’s
investment, and the increases in a more robust program. Also, there are economic
systems that support the FEP government-funded CSC programs within the public health

sector.
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Assembling Reliable Evidence

When conducting an evaluation, one should address a well-versed depiction of the
FEP government-funded CSC programs by displaying assessments and suggestions of
health care professional credentials, an affinity for recovery-oriented care, intervention
approaches toward patients, family members, and their preferred recovery methods.
These relationships are developed through various outreach components, for instance,
entrenching community systems, promotional materials, health care facilities, church
organizations, colleges, and universities along with secondary schools. Also, online
programs, social media, the criminal justice system, mental health professionals, and
managed organized care programs. The primary factor is to understand the systematic
and outreach methods identified to individuals experiencing FEP and to recognize their
environment and the creative ways of providing and integrating these mechanisms.
Rationalizing Decisions

Viewpoints replicate the principles held by the FEP government-funded CSC
program participants, and those principles offer a foundation for generating decisions
concerning program implementation. Exposing specifics concerning a program’s
operation is not necessary to depict evaluative assumptions. Decisions are statements
concerning the merit, worth, or significance of a program. Because several principles can
be applied to a given program, most health care programs could influence unusual or
unfluctuating contradictory conclusions (Rogers & Hough, 1995). Unpredictable claims
regarding a program’s value, worth, or reputation often indicate that health care programs
could use different principles of opinions. In an assessment, such misunderstandings can

be a means for describing appropriate principles and for bartering the applicable origins
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on which the program should be evaluated (Scriven, 1998). Forming recommendations is
a well-defined component of program assessment that entails information beyond what is
necessary to form conclusions concerning program implementation. Recognizing a
program that is proficient when diminishing the risk of sickness does not interpret
necessarily into a suggestion to maintain an effort explicitly once opposing primacies or
additional operational alternatives options are present (Gholipour, 2016). Thus,
suggestions are made for continuing, expanding, redesigning, or terminating a program
from assessing the program’s effectiveness. Justifying assessments based on data
includes principles, examination, and a combination of having an understanding,
enduring discernment, and providing suggestions (M. Reed, 1999). When unique but
similar well-supported inferences occur, each may perhaps be exhibited with a synopsis
of its strong points and limitations. Inventive methods could be used to ascertain
consensus among FEP patrons when assigning significant assessments. Therefore,
methods for examining, integrating, and inferring results should be agreed on before the
data collection when commencing guaranteed essential evidence of availability
(Gholipour, 2016).
Ensuring Use and Sharing Lessons Learned

Incorporating a known technique concentrated on procedures assisting individuals
has an advantage when participating in the evaluation. Organizing for this procedure
provides FEP program staff and clients an opportunity to discover constructive and
nonconstructive elements of impending findings and to measure possibilities for CSC
program improvements. Delivering and welcoming comments generates an environment

of commitment among clients and staff; it allows the evaluation to inform individuals of
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how the evaluation is progressing. Gaining a clear perspective and regularly
communicating provisional results, conducting conditional analyses, and composing
narratives are urged when maintaining episodic examinations throughout every phase of
the evaluation method. Therefore, it is imperative to communicate the methods and
lessons learned from the assessment to the proper individuals in an efficient manner,
impartially and unwaveringly. The assessment encourages FEP program professionals to
shed light on their interpretation of the program objectives. For instance, they engage
with the evaluation’s rationality, persuasion, and principles to identify essential results
and create solutions by making changes. The other procedures for the evaluation consist
of outlining instruments when identifying outcomes and results through organizational
corroborations linked with successful solutions. The advantage of incorporating these
procedures is to ensure the underlying principle for commencing an evaluation
proceeding is crucial at the initiation of the program.

In general, as part of being health care professionals, they often acknowledge the
initial phase of any evaluated program and include their input. Consequently, mental
health care practices are generated as FEP clients are assessed with program objectives
outlined, inquiries listed, information compiled, assessed, and clarified; decisions
formalized; and the objective lesson distributed. Therefore, the structure for the program
evaluation satisfies these inquiries provided as follows:

e What is the most effective way to evaluate a program?
e What is being captured and discovered from the CSC program?
e How will lessons learned from the assessment be applied to ensure mental health

efforts are more effective and accountable?
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These inquiries are essential for overall health care and program officials when
integrating strategies that are valuable, trustworthy, practical, and achievable while
initiating the structure of a superlative method. The most favorable approach is one that
undertakes each step in the framework in a way that adjusts the program environment and
meets or goes beyond all-important principles (Gates, 2017).

In essence, an assessment is the only way to isolate programs that foster health
and avert harm, illness, or debility from individuals; it is a motivating power for
developing operational public and mental health policies, refining existing programs, and
revealing outcomes of resource investments. The assessment also focuses on the mutual
objectives of public and mental health programs that inquire whether the amount of
investment complements the responsibilities achieved (Mpofu et al., 2014).
Instrumentation: Interviews

In line with the ethical principles of social research, the researcher asked for
voluntary participation and informed consent (see Appendix A). The researcher required
participants submit a consent form through an encrypted email signed either manually or
digitally. The consent form had an opening statement to introduce the analysis and
provide information concerning the purpose, intent, inspiration, the university they were
representing, potential use of data, and methods of data collection. Followed by a
statement indicating that by signing the form, the respondent agreed they were choosing
to participate in the interview at will and had been informed regarding the research
project and potential risks. Thus, each participant was protected at all times through
confidentiality unless the research participators were in agreement or requested the

publication of their personal information. The researcher wrote a script for the telephone
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interviews to ensure all questions asked of participants were necessary for the research
and that the researcher was not collecting data that would not be used, in line with the
principle of social responsibility. Participants were informed that at any time during the
process, they could end the interview and opt out.

This study was based on an in-person interview by exploring participants’
perspectives concerning the successful and unsuccessful treatment outcomes of
disparities among racial and ethnic minorities within the FEP government-funded CSC
programs (Boyce & Neal, 2006). The researcher administered a semistructured interview
that combined both structured and unstructured interviews; to view the list of
semistructured interview questions, please refer to Appendix B. The semistructured
interviews were where the researcher developed and organized a list of questions
answered by the respondents with additional follow-up questions for in-depth explanation
and clarification. For the participants’ convenience and schedule, they had the
opportunity to select in-person or phone interviews; choosing either instrument provided
the same responses with duplicate semistructured interview questions.

When conducting a question and answer session, the researcher abstained from
exhibiting a difference of opinion from the participant’s perspectives. It was essential to
arrange the interviews during a convenient time frame effectively so the respondent was
relaxed and comfortable and experienced limited interruptions in a secure environment

(Connaway & Powell, 2010).
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Data Collection
Data Storage

Data storage and management procedures were put in place to secure all
participant surveys, consent forms, and recordings by the principles outlined in the Data
Protection Act of 1998. Files that may be downloaded and transferred from a collection
device or platform (e.g., audio recorder, survey platform) were saved on a secure drive
that was only accessible to the researcher. Once the data have been transferred and
secured, they were deleted from the collection devices or survey platform.

Observation

Observation is a structured and unstructured data collection method that is
identified as a participatory study. The structured, systematic model is managed with
certain variables with a predefined agenda. The unstructured observation model is
conducted in an open and free manner where there is no predetermined variable or
objectives (Research Methodology, n.d.). The goal of observational research is to obtain
a snapshot of specific accounts of an individual, group, or site.

The researcher conducted a naturalistic observation model. The naturalistic
observation model comprised observing health care professionals, state representatives,
and the CSC team’s behavior in the FEP government-funded CSC programs and how the
programs implement culturally sensitive materials and include diverse clientele. The
researcher observed the building structure and ease of accessing each program within the
suburban neighborhood of Maryland, the office complex in Virginia, and the downtown
urban area of District of Columbia. The researcher counted persons of color who were

health care professionals and providers in addition to the number of persons of color
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accessing the FEP programs. Further, the researcher evaluated the number of racial and
ethnic minorities accessing these mental health services, describing the ease of accessing
programs demographically.

Additionally, the representation among health care professionals and providers in
FEP government-funded CSC programs were described. This observation occurred in the
waiting rooms when the facility was busy at different times; the researcher observed how
rooms were furnished and what different activities were available, examined and
described the tone and quality of interaction between staff and clients, noted the process
of enrolling clients in FEP programs, and monitored how health care providers and
professionals used office equipment and technology. The researcher participated in a
naturalistic manner to ensure the observation was inconspicuous so that the participating
programs were in their natural settings and were not aware of their being monitored.

In this naturalistic observation method, the researcher incorporated an observation
checklist. The checklist comprised frequency, duration, timing, ratings, and used a guide
to focus on the limited number of specific behaviors and situational sampling, as shown
in Appendix C. This generated a description that triangulated findings from observing
other onsite activities such as interviews to acquire a comprehensive explanation and
understanding of the study.

The researcher identified behaviors being observed in their natural environment;
the naturalistic observation had a firm theory of validity, which is increasingly hard to
formulate with other research studies (Patankar & Sabin, 2010). However, if another
researcher is interested in replicating this study, the researcher should look at the client’s

participation and the client’s philosophy of mental health and use the social equity theory
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in his or her study to theoretically determine the overview of different locations of the
FEP government-funded CSC programs across the United States, the Pacific
Jurisdictions, Guam, the Virgin Islands, and Puerto Rico, and the client’s phases of life.
Also, other researchers should incorporate the effectiveness to optimize business
strengths that will improve FEP program operations and efficiently implement
accountability among clients and health care providers.

In conducting the naturalistic observation model, the researcher observed the
participants’ social behaviors that led to understanding their assessment of racial and
ethnic inequities when accessing mental health services (Urban Institute, n.d.). The
researcher also observed the FEP government-funded CSC program site by reviewing
their data, brochures, customer service surveys and pamphlets to identify their interaction
with racial and ethnic minority communities.

In conclusion, as mentioned, it is imperative to follow the ethical procedures of
informed consent. The researcher emphasized and assured anonymity, and
confidentiality was in place for each data collection and ensured the identification of the
minimalisms and complexities throughout this study.

Data Analysis

Program strategies for advancing health equity are a challenge on health
outcomes, costs, and political and service constraints when implementing health equity
initiatives. Racial and ethnic minorities disproportionately endure mental illness and
have limited access to health care (Heider, 2016). The programs selected have
encountered health disparities and have shared their methods of enhancing health equity

by benefitting from their distinctive practices and resources. Both agencies have created
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policies to tailor their health care settings, from increasing access to care for
impoverished communities to intertwining health equity methods in a comprehensive
health care delivery system with excellence attempts to commence distinct health equity
initiatives focusing on social elements of health for all communities (Heider, 2016).

The cross-sectional case analysis showed a comparison of three state FEP
government-funded CSC program sites and examined and drew from any findings within
the snapshot of data obtained from each agency. The study measured the successful and
unsuccessful contributing outcomes from the differential treatment of mental health
disparities across two groups, Whites and racial and ethnic minorities. The researcher
compared the successful and unsuccessful mental health disparities in the same racial
categories and only viewed the measure at one point in time (Institute for Work & Health,
2015). The benefit of implementing a cross-sectional case analysis is that it allows
comparison among many variables at the same time. For instance, in addition to the
White and racial and ethnic minority groups, the study also included subgroups such as
educational level, income, and health care coverage.

With data showing access to care and quality intervention expanding the
progression of mental health disorders, the principal aim is to diminish racial and ethnic
mental health inequalities by transforming the health care system under the HHS through
initiatives. Health agencies are integrating behavioral and mental health services into
primary care services to confront the social determinants of mental health care. There are
programs and health facilities that may perhaps improve the decline of mental health
disparities. To focus on this belief, there are general methods for improving access to

reducing disparities. Alegria et al. (2016) proposed expanding outreach beyond mental
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health facilities with a focus on engaging racial and ethnic minority groups. Alegria et al.
also discussed the auspicious programs customized to lessen behavioral and mental
health disparities. Some promising intercessions might expand access to behavioral and
mental health care, such as combining mental health services into programs that provide
housing, employment, social services, language-specific treatment; diminishing the
stigma connected with acquiring treatment; and appropriately educating patients,
families, and health care professionals unfamiliar with culturally competent protocols.
Incorporating these elements for mental health can involve community organization,
primary care programs, facilities, and telehealth. Tele-health has thousands of units
extending difficult populated areas, for instance, impoverished and uninsured
communities (Alegria et al., 2016). Tele-health has integrated mental and behavioral
health outreach and triage screenings to their services. This mechanism will offer and
deliver more supportive mental health treatment, interventions, and evidence-based
practices (EBPs) in addition to increasing adequately trained and educated health care
professionals in the workforce and delivering mental health resources, materials, and
services to patients and their family members (Alegria et al., 2016).

Connecting multiple case study methods and cross-sectional case analysis ignites
the scholar’s concept, inspires further inquiries, forms innovative factors, generates
alternative outcomes, and creates viewpoints and ideals (Stretton, 1969). Cross-sectional
case analysis permits researchers to describe codes that may have impacted the outcomes
of a case. Cross-sectional case analysis also searches for or composes a description as to
why one case is unique or similar to other cases, understands the challenges or distinctive

outcomes, and extends communication of the models, principles, or concepts revealed or
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assembled from an initial case (Khan & VanWynsberghe, 2008). Cross-sectional case
analysis increases the scholar’s ability to recognize existing correlations among cases,
understand how information is gathered from primary cases, enhance and improve
models (Ragin, 1997), and assemble or analyze theories (Eckstein, 2002). Additionally,
cross-sectional case analysis permits the researcher to evaluate cases from several
settings, by groups, communities, populations, programs, or individually. This element
affords opportunities to understand diverse cases and collect essential evidence from
revising policies (Khan & VanWynsberghe, 2008).

In this study, the researcher used qualitative methods derived from semistructured
interviews and naturalistic observations. Obtaining unmodified results from qualitative
data is impossible, unlike quantitative methods by which distinctive data preparation and
data analysis are transparent.

The following are steps of the data preparation for the qualitative study analysis
process (Haregu, 2012).

e Phase 1: The researcher used two quality audio recording devices and conducted a
naturalistic observation analysis. Using the audio recordings offered a verbatim
transcription of the semistructured interviews. For the method analysis, the
researcher obtained assistance from REV transcription services to decipher
dialogue from each participant. This process allowed the researcher to submerge
in the data. When conducting the naturalistic observation, the researcher observed
the body language, heightened speech and demeanor, took notes, and gauged the

environment to understand what each participant communicated fully.
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Phase 2: Using audio recording and transcription services was vital when
interpreting the interviews. This allowed the researcher to become conversant
with the data significantly in addition to connecting the naturalistic observation
analysis to compare what was said and displayed.

Phase 3: After being familiarized with the data, the researcher carefully reviewed
transcripts line by line by coding, paraphrasing, and labeling the description of
what she perceived from the audio recording and the naturalistic observation
check-list. For this research study, coding was done through NVivo, a digitally
equipped method to keep track of themes and sub-themes.

Phase 4: Once a few transcripts coded, the researcher requested assistance from a
colleague to ensure the coding was accurate and appropriately aligned with the
transcripts. Using NVivo was useful and quickly allowed the researcher to
retrieve the data effortlessly.

Phase 5: The researcher outlined the data to generate and summarize each
transcript. This method decreased the data and preserved an organic impression
of each semistructured interview, illustrating the coded participant responses.
Phase 6: The researcher outlined themes and subthemes from each transcript,
comparing and contrasting consistency and maintaining the connection to other
aspects of each participant’s interpretation. This method automatically identified
using NVivo.

Phase 7: The researcher progressively viewed the variances among the data and

descriptions identified, generating typologies, cross-examining theoretical
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concepts, and extracting connections between groupings to examine formal and
unplanned connections.
Using these phases of data analysis was essential when evaluating themes that generate
explanatory and analytical emphasis on the phenomena that impact health care services

and ignite health policy (Gale et al., 2013).
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CHAPTER 4: RESULTS

The purpose of this study was to understand racial and ethnic minorities
underutilizing mental health services and will also describe the differential access rates
for treatment services in first-episode psychosis government-funded coordinated specialty
care programs. Recognizing the effect of eliminating disparities through knowledge,
training, representation, and proper guidelines form the purpose of this study. By
evaluating the methods used in the chosen states, illustrate the principal and
accompanying data components paralleled with the reliability and validity assessment
delivering precise data for health professionals, government officials, coordinated
specialty care (CSC) program coordinators, and peer specialist to develop practices and
health outcomes of improving relationships with clients suffering from first-episode
psychosis (FEP).

Research Question

How have government-funded coordinated specialty care programs attempted to

address racial and ethnic minorities’ underutilization of mental health services?
Description of Population and Sample

The population for this study focused on Washington, DC, and Virginia; the two
areas selected were based on location accessibility and comprised a purposive sample. In
Chapter 3, three program locations were identified in the study: Washington, DC,
Maryland, and Virginia. Unfortunately, Maryland’s FEP program did not participate in
the study after several attempts with state officials. Virginia and Washington, DC,
provided insight into their FEP programs, comprising 13 participants overall. The

research study highlights the differential treatment of mental health disparities between
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Whites and racial and ethnic minorities. The purpose of selecting these states
summarizes the importance of racial and ethnic minorities accessing FEP government-
funded CSC programs. The chapter includes an examination of analysis consistent with
the literature review, qualitative methodology, and connection to the research question.
Chapter 4 comprises responses from semistructured interview questions, a naturalistic
observation checklist, and an inductive coding mechanism examining data collection.

The sample of individuals interviewed consisted of eight women and five men
ranging from social workers, psychiatrists, data specialists, peer specialists, program
coordinators, government officials, and clinicians, totaling 13 participants. Each
participant’s code name was identified as Program A representative or Program B
representative. For example, Program A had six women (one clinician, one program
coordinator, two social workers, one psychiatrist, and one government official) and two
men (one psychiatrist, and one data specialist) in their respective programs. Program B
included two women (one clinician and one peer specialist) and three men (one social
worker, one government official, and one psychiatrist) employed in their facilities. The
representatives coded were categorized as Participants 101-113. The researcher enlisted
the program and participants utilizing the purposive sampling based on the location,
accessibility of evaluating, and assessing a diverse population (Laerd Dissertation, n.d.).
Qualitative Data Methods

The participants received an initial email request, inquiring about their interest
and consent. Once the participants expressed interest, they were given a confidentiality
consent form and asked to sign for discretionary purposes. The researcher interviewed 13

participants from seven semistructured questions, followed with organic supplemental
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inquiries. Two digital audio recorders acquired the interviews, one through a Samsung
voice app (Voice Recorder) and one through a Sony digital recorder. Both recorders
captured the 13 participants’ responses accurately for transcription purposes. The
transcription services were conducted by Rev services. Rev transcription is a service by
which the company transcribes auditory and video recordings to text and subtitles in over
eight languages. After the transcribed audio, the researcher used NVivo 12, which is
software that efficiently imports raw data from any source, providing visualization tools,
data management, and it discovers complexity within the analyzed data. NVivo handles
bulk data that identify themes and subthemes. NVivo software permitted the researcher
to collect a variety of documents into one while searching through the designs. Reading
through the data responses created an understanding of where the themes were arising
and which themes were suitable for the nodes in NVivo.
Data Analysis Steps

Stage 1: Measure

1. The researcher ensured that the interview process flowed in a continuous pattern

and concluded in a bid to minimize any form of bias that might generate from the

interview questions. For instance, there were explicitly designed questions for the

interviews; the researcher allowed the use of additional questions with the view of

grasping an in-depth perspective of the participants on the subject of the

discussion.
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Stage 2: Phenomenological Reduction

1. All transcripts were read several times, and unrelated and repetitive text was
removed to ensure clarity. At the initial stage, the data were qualitative and read
about eight times, followed by careful and meticulous study of the transcript.

2. Each transcript was read through to ascribe meaning to expressions and identify
commonalities. Participants’ meaning units were assigned through the
identification of specific phrases and sentences. In some instances, the phrase
could mean more than one thing (two or more codes on the same phrase or
sentence), and in some instances, participants may have indicated the same phrase
or more than one phrase using a different sentence structure.

3. Significant statements from each participant were identified.

4. The analysis of all transcripts unrelated to the research question labeled themes
from the participant’s perspective were removed.

5. Textual description based on the responses of the participants was formulated at
this stage.

6. All relevant codes were labeled
Stage 3: Imaginative Variation

1. The codes were grouped to form themes.

2. Using NVivo 12 (qualitative analysis software program owned by QSR
International), a coding process, similar statements were grouped with codes to
form themes.

Figure 2 shows a screenshot of NVivo coding theme references.
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Figure 2

NVivo Coding Theme References

Nodes [ search Projct || @11Poie @111 Community Background
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T Reference 1 - 1.18% Coverage
=@ 1.1 Profile 0 0
L D Ee E 36 || I think in Fairfax county we're lucky to have a very diverse population. The fact that we don't take
@ 1.1.2 Geographi n 16 insurance at this time, we're not limited to taking insurance at this time, and we have
E-]__O 1.2 Measures to Ref 1 1 the ability to agpivtha? oountyshdung scale fqr thg feeforsgmces. lrthlnkhasrallowed
i - us to serve a wider variety of population coming in and seeking services, than if we
=@ 1.3 Measures Ensuri 0 0 were tied to accepting certain insurance only or if we didn't have a sliding scale.
i O 1.3.1 Vocabular 1 2 o
erence 2 - 0.22% Coverage
@ 1.3.10 Regular 2 3 2
@ 1.3.11 Supervisi 1 1
@ 13.12 Relations 4 5 || Spanishis the other language that we see the most in individuals that need services,
i o 1.3.13 Medicati 1 3 Reference 3 - 0.62% Coverage
(@ 1.3.2Transporta 3 3
@ 1.3.3 Cultural 2 4
- we've had one more language of an actual individual who couldn't speak English, but we've had several
(@ 134 Diversest 4 4 individuals, which typically come to me, who speak Spanish only. We have had multiple
@ 1.3.5 Education 4 4 families whose primary language is not English.
(@ 1.3.6Client Ass 1 1
@ 137 Extra Supp 2 5 || Reference 4 - 0.40% Coverage
| @ 1.3.8 Language 3 4
@ 1.3.9 Qutreache 3 5 || Foractual individuals needing the services, they typically speak English. Indications that they don't
speak English is mostly Spanish that they speak.
@ O 2. STRATEGY TO DELIV 0 0
@ 3. PROVISION AND AC 0 0 || <Eiles\\Participant 102> - § 2 references coded [4.37% Coverage]
@-(@) 4. COLLABORATION TO 2 3
Reference 1 - 0.89% Coverage

Stage 4: Synthesis

1. The textual descriptions were read and reread and developed into emerging
themes.

2. The primary emerging themes were then labeled and checked against the verbatim
responses from the participant.

3. The structural descriptions emerged from the analysis of the textual descriptions
of (N = 13) participants. The following section reveals the developed themes and
their supporting codes upon completion of organization and extraction from
NVivo.

A word cloud figure generated to depict the most used words by the participants
was done as an initial step to check whether most used words aligned with the research

focus. It provided a quick review of the collected data. The word cloud shows the
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community, culture, program, services, training, and so forth as the most used words.

These words align with some of the keywords in the research. Figure 3 shows a Word

Cloud of sample keywords used in the data collection.

Figure 3

Data Collection Word Cloud

-l
-
1

Research Findings

The analysis focused on how government-funded CSC programs attempted to

address racial and ethnic minorities’ underutilization of mental health services. The

thematic analysis reveals the following themes. Figure 4 shows the themes identified

from the collected data.
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Figure 4

Minority Underutilization of Mental Health Services Theme

Cultural Diversity in CSC Programs

Strategy to Deliver Mental Health

Provision and Access to Service

Health Services

Collaboration to Improve Services

Minority Underutilization of Mental
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Cultural Diversity in Coordinated Specialty Care Program Area
Profile: Community-Perceived Demographics of Clients Served

The participants described serving people from various backgrounds; when it
comes to ethnicity, the majority of those being served are the Black and LatinX or the
Spanish-speaking communities. One of the respondents said, “I would say 90% of our
clients are African Americans” (Program Participant106). A different respondent also
commented, “In terms of the cultural diversity that we work with, we primarily work with
consumers in the African American community” (Participant 110). There are Whites
who also access these FEP services though not in large numbers. “I would say that the
majority of my clients are not Caucasian” (Participant 113). Another respondent also
said, “Spanish is the other language that we see the most in individuals that need
services” (Participant 101).

Regarding income, there is a wide range among the population that tends to
access the FEP program. There are clients from impoverished backgrounds, according to
some of the respondents, and those termed as well-off. Participant 105 said, “I think that
one of the distinguishing features of this demographic is that there is a very wide range of
incomes . . . so a very diverse, wide range, socioeconomically.”

Some are from impoverished backgrounds and are homeless or could be in
housing programs, and according to one of the respondents, these are the majority if not
the only people who access the FEP services. According to Participant 109, “This agency
really don’t service people that are not impoverished communities. Literally, that’s it, for
the most part. It’s probably a handful that’s not. But for the FEP program specifically,

most of them are couch surfing.” These individuals move from one place to another
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seeking housing and mostly end up sleeping on other people’s couches; a term used by
some of the respondents for this is “couch surging.” Figure 5 shows some of the words

the respondents used to describe the profile of the clients who receive the FEP services.

Figure 5

Expressions From Respondents
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Profile: How Cultural Diversity Is Reflected

The following are the measures taken by the agencies offering the FEP program
to reflect cultural diversity.

Competency Training. To ensure that staff members are culturally competent,
they are taken through training on cultural diversity and how to handle marginalized
communities. Participant 107 stated, “We educate ourselves, go to training seminars on
how to serve certain populations that may be experiencing discrimination.” According to
some of the respondents, these sessions of training are offered by the county and

mandatory for staff who are going to work with diverse groups of people, “The county
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actually does do mandatory cultural diversity trainings. We try to get staff as involved in
that kind of training” (Participant 112). Some respondents also admitted to seeking out
and doing training and looking up content on their own accord. Participant 104 said,

I don’t know like, as a team personally, what they may do individually to go out

and get those things. I know myself. I can talk about myself. I like to read up on

things. So, I do do a lot of looking up sometimes on cautious I don’t understand.
Unfortunately, no additional comments were made on the quality of training and how
effective it would be if included with diverse individuals.

Diverse Staff. Another way of reflecting cultural diversity according to some of
the respondents is having a diverse team to deal with a diverse population coming into
the agency for assistance. One of the respondents commented,

I’'m going to be 100% honest with you and say and possibly because those who

are receiving services and those delivering the services were of the same ethnic

background it really hasn’t come up as an issue in terms of disparity or even

inability to access services. (Participant 102)

Most of the respondents said that their teams consist of staff members who are
multilingual, and this helps in working with clients who cannot speak or understand
English. Participant 107 said, “We are very fortunate to have multilingual staff on our
team, and that is one of the key ways of how, for our program, that we try to assist
individuals with SMIL.” Although both programs are looking to increase their hiring
efforts to employ multilinguists, the staff they have currently were hired for their skill-

set, knowledge, and expertise, not necessarily for their bilingual abilities. However,
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Participant 103 also said, “Staff available don’t’ represent every language. There are
languages that they don’t have any staff able to communicate in.”

Language Accommodative Services and Staff. Most of these agencies have
interpretation services available to cater to those clients who cannot speak or understand
English. This might not be the case in some of the agencies; some respondents admitted
to having very few multilingual staff on their teams, and this can sometimes limit them.
One of the comments made about this was, “We have had multiple families whose
primary language is not English. For that, we have access to interpretation services,
pretty unlimited thankfully” (Participant 101). These services are done using either an
iPad or by a physical interpreter. This helps in ensuring that clients from different
cultures are catered to. The fact that there are tools in place to help translate reflects
cultural diversity.

Tailored Services. Services offered are individual-based and tailored to fit the
needs of each client. The needs are done by keeping one’s culture and beliefs in mind.
Participant 107 stated,

We respect their culture, their background, we’re competent about the, I guess,

that certain demographic just understanding intergenerational things that affect

kids when they are just transitioning into adulthood phase, and we make sure that
we’re doing what they want to do.
Another comment made about this was, “We tailor fit the services to the client or the
youth” (Participant 107).
Staff With Serious Mental Illness Experience. According to one single

respondent, this particular agency also hires staff members who have dealt with young
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people and people with mental health issues. The agency ensures staff members
understand what the clients’ needs are and deliver appropriate services to them.
According to Participant 102, “It ensures that it meets those things because staff that
works on the project, either young adults who have experience or have had someone in
their family experience SMIs.”

Staff Collaboration. As staff collaborates, effectively communicates, and have
an open dialogue, it will enable staff to deliver culturally competent services. When staff
comes together, they can share ideas and come up with solutions on how to handle
specific cases, and also refer cases to best-suited caseworkers. One of the respondents
said,

I think what our program does is try to provide the opportunity for us to

coordinate with each other. Our team is already diverse, so we have people from

different places. We have some people that are bilingual, and we do kind of
depend on each other for some support with being culturally aware. (Participant

104)

Outreach. There are efforts to take information about the FEP program out into
the community. This has been done through radio broadcasting, videos, and the creation
of websites. There are community outreaches done through visits to the communities that
may not be aware of the existence of the FEP program. One respondent said, “We
encourage our staff members to identify any populations that they feel are not being
served, and we try to encourage a full discussion around outreach to different community

organizations that may not be familiar with our services” (Participant 103).
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Profile: Ensuring Services Are Responsive to Cultural Diversity

Various measures have been put in place to make sure that the services provided
for the SMI clients respond to cultural diversity.

Relationships With Other Involved Parties. Creating a relationship with other
parties who handle the clients is one of the ways that the agencies ensure that this is
achieved. Being in contact with other support systems a client has in the community is a
way to ensure they are getting services that suit their needs. Participant 113 related,
“Truancy, we are always having a good relationship with the schools. The schools know
that we’re involved, so we’re all working together.” When a client is a truant, then the
caseworkers can handle the situation better when they are in contact with the school. All
this is to ensure the client gets the services they need:

In some cases, like in extreme cases, we do make reports to Child Protective

Services if we need to. Those are more in the cases of they’re not going to

school, but they’re also not getting proper nutrition, or not being clothed every

day, or having soiled clothing, because we’ve had a couple people on other
clinicians’ caseloads where that’ll happen. Then we do have to put in a report

too. (Participant 112)

Education. Another way of ensuring that the services respond to different
cultures is through education. The staff members educate themselves on current cultural
issues and discrimination. Participant 107 said, “I mean we educate ourselves on the
current disparities in impoverished communities.” Another respondent commented,

“Training each clinician to handle that in a very sensitive way. Providing the education
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behind it but not pushing the issue, kind of allowing them to still make their own
decisions” (Participant 107).

Outreach. Cultural diversity is achieved when staff outreaches to the community
and individuals in the neighborhood, which reduces any barriers clients may have that are
stopping them from accessing services at the facilities. One respondent said,

One of the good things about a CSC program is that we do have the ability to do

community engagement, community outreach, as opposed to individuals that may

have difficulties with transportation or accessing a mental health center.

(Participant 103)

When services are taken to them at their homes, they have nothing hindering them from
receiving the appropriate services for their conditions.

Diverse Staff. Having a diverse team also helps in capturing cultural diversity;
not having this can cause obstacles when serving clients. According to one of the
respondents, “If you don’t have diversity on your team, then it’s sometimes harder to
have those conversations or even bring awareness” (Participant 108). Having staff from
different backgrounds ensures that various clients can be assisted with minimal to no
obstacles.

Cultural Competency. Having staff members who know and understand the
culture of clients is an excellent way of ensuring that the services provided respond to
cultural diversity. Staff can do this by learning the different cultures, what their needs
are, and how to handle them, “We try to inform ourselves about the different cultural

background of individuals from beginning the assessment, and we take that into
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consideration when we’re assessing for symptoms and proposing treatment
interventions,” said Participant 101.

Regular Meetings. Another way is having regular meetings and discussions
among the staff members about the different cases that might be posing challenges to
some of the caseworkers. This way, the staff can come up with solutions together as
Participant 112 said, “We have many staff meetings through the week actually. We
speak with our psychiatrist throughout the week; we also do team staffing on Fridays. . . .
We talk about different issues that might be going on for some people’s families.”

Extra Support Programs. There are other support programs in place to help
clients from various cultural backgrounds, which might not necessarily be direct services
for mental health. Some programs help these clients get housing, employment, and even
food. Participant 113 said, “We definitely help people get into a shelter until we can have
them sit down and apply for housing.” Another respondent also commented, “We create
job opportunities, internships to make sure that the minorities are getting access to some
type of employment readiness just to support them” (Participant 107).

Client Assessment. According to one of the respondents, to ensure that the
services provided to the clients are receptive to cultural diversity, client assessments are
completed. This helps staff understand the needs of the client and whether the agency
can provide the services they need:

We get referrals, and then we do an assessment. We do a psychiatric assessment.

... We have a process; in fact, that first thing I said is to see if they qualify for

our program; there are guidelines. If they do will take them, and we work with
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them. If they don’t, will assess to see what are the services that they need, and

then we refer them to those services. (Participant 106)

Medication Subsidy. Medication subsidy is enacted to ensure clients can receive
medication even when they are not able to afford it. Participant 103 stated, “To reduce
any barriers to getting the mental health services they may need. The agency will also do
a CSB subsidy for the cost of the medications.” This subsidy reduces the costs of
medication or covers the full cost of the medication for individuals below the poverty
level.

Supervision. According to one respondent, supervisions are also done to ensure
that the services provided to the beneficiaries are responsive to cultural diversity,
“providing supervision to clinicians that are doing direct service” (Participant 108).

Vocabulary. Use of vocabulary that is respectful to the clients and that they use
themselves to describe their condition is another way of ensuring all cultures are
respected and clients’ beliefs are respected. One of the respondents commented, “We use
the language that they use, not just in terms of the language barrier, but the vocabulary
they use, to refer to different symptoms or different concerns. We use the same words
they use” (Participant, 101).

Figure 6 shows measures in place to ensure that the services provided are
responsive to cultural diversity.

Strategy to Deliver Mental Health Services
The following are strategies used by various agencies to assist the minority ethnic

groups in the community access mental health services:
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Figure 6

Cultural Diversity Measures
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Addressing Language Barriers
One of the ways to ensure services are delivered effectively to the clients is by
eliminating language barriers. One of the respondents commented, “For the language

barrier, like I said, we have interpretation services in those three different ways: in
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person, by phone, and by video” (Participant 101). By having translation services in
place, all clients can access services without interference.

Open Discussions. Having open discussions with clients also contributes to
receiving excellent FEP services. When a caseworker sits down with a client to find out
the root of their behavior or their belief, then the caseworker helps the client
appropriately. A comment made about this was as follows:

Having an open dialogue with individuals about their culture or their identity and

how that may have played an impact on the services that they receive and what

they would like and just really being person-centered and talking to them about
we have to sometimes do different graphic information, how do they identify, and
really just having an open dialogue about how their upbringing or culture has

really influenced them and how it influences them today. (Participant 103)

Transition to Relevant Agencies. Other steps put in place include transitioning
clients from one agency to the next depending on where they will get the best services for
their condition. If they need a higher level of care, they are transitioned into an agency
that can give them the best care. One of the respondents said,

So the steps are that if this person needs high level of care or just needs more

intense care, we’re able to make sure that we can continue care that they need.

And so that’s the step is just creating an intake for this population like a separate

intake. (Participant 107)

Tailored Approach. Giving individualized care to clients is another strategy to

assist in delivering the best care for FEP clients. The provider is sensitive to their beliefs,
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culture, and tailors the care around what the client wants and believes; this effect is
compared to a one-size-fits-all approach.

Awareness and Education. Being culturally competent is also a way of ensuring
that clients receive the best services when pursuing an FEP program. One comment
indicated, “I think being, as you just mentioned, culturally and linguistically aware and
competent would be the biggest thing. I don’t think it’s a matter of race, but I think it’s a
matter of awareness” (Participant 102). Awareness should also be executed throughout
the community to avoid victimization and stigma. Participant 111 declared, “I guess the
most important would be educating the community, would probably be the most
important.”

Transportation. Assisting clients with transportation was another factor that was
revealed during the interviews as a strategy to help clients receive mental health services.
One of the respondents said, “The program provides transportation for young adults, so
the kid won’t have to spend money out of his own pocket.” Another one commented,
“CSB in general, we have a partner from the independent center who helps to do the
metro cards, and its reduced fare cards” (Participant 104).

Emphasis on Independence. Another strategy that helps clients get better
mentally is to have them become independent and not dependent on other people as
Participant 110 shared, “The ultimate goal should be though, is making all the consumers
in the FEP programs to be independent.” Therefore, the caseworkers strive to make a
client independent using the TIP model, where clients establish life choices through

available options of employment, housing, and educational opportunities.
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Collaborations. Collaborating with other government programs and agencies in
the community is another way of ensuring that clients can access mental health services
effectively and efficiently. Referring to them from one provider to the next is a way to
help clients get the best appropriate services for their conditions. One of the respondents
said, “also collaboration with community partners. If we don’t have a dialogue with
other communities’ partners, then we don’t have access” (Participant 108).

Culturally Competent Staff. Employees hired by agencies that offer mental
health services like the FEP programs must ensure that staff with highly skilled
experience work with clients. A comment made about this was as follows:

Another initiative is that we hire people from D.C., who are familiar with the

environment, hire people who are representative of those populations. There’s

sort of understanding of where the clients are coming from; that’s I think it’s

important and effective. (Participant 106)

Expansion of Services. Another way of ensuring that mental health services are
accessed is through the expansion of existing services, according to one of the
respondents. Participant 106 said,

A third would be it’s sort of an initiative to expand services. We are small, we are

one entity in this city, and the demand is much higher than what we can manage.

There’s always this constant push to expand our services.

Funding Strategies. According to some of the respondents, several funding
strategies are to help improve mental health service access.

Grants. External and other grant funding was the primary source of funding

mentioned by the respondents. The agencies receive grants from various institutions and
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establishments to help put programs together for the impoverished and the ethnic
minority communities to help them access mental health services available. Participant
106 said, “With the FEP specifically, we get the grants, we get 10% of the Block grant
goes towards FEP. That has been supporting our program over the last 4 years”
(Participant 106). Participant 110 said,

Well, that’s where we’re really talking about our grants. We apply for multiple

grants every year. And what these grants can do for us is they really can allow us

to kind of open up our services to increase engagement.

Medicaid. Some respondents mentioned Medicaid as a source of funding for their
services as indicated by Participant 106: “As a nonprofit most of our funding is through
Medicaid.” Another respondent commented, “Well, here as an agency we, Medicaid is
the funding that supports us to provide mental health services for minorities and ethnic
groups” (Participant 106).

Not Available. Some respondents admitted to having little to no funding strategy
in place to help them provide services to the underserved racial and ethnic communities.
Participant 103 said, “I don’t believe that for our funding that we have anything in
particular set aside for that.”

Provision and Access to Services
Perspective on Challenges Faced

Challenges Faced by Clients

Stigma. Stigma is one of the most significant challenges faced by clients who
have FEP among other mental health conditions. Participant 101said, “That psychosis

base has a very strong stigma against it, unfortunately.” This is because a person may
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react to hallucinations and voices, which are symptoms of this condition. It is
accompanied by discrimination, and most times, FEP is misconceived to be because of
substance abuse.

Language Barrier. The language barrier is another challenge that was mentioned
by the respondents as a factor that hinders clients from receiving the appropriate mental
health care. One respondent said,

The Hispanic population would be, I think, the most significant minority. I think

that has been challenging, both language-wise. I’ve had concerns about some of

the cognitive therapy of psychosis that we’ve been, I think, less able to do that

effectively just because of language. (Participant 111)

Lack of Funding. Lack of funds is another challenge that prohibits clients from
seeking mental health care services. The fear of health care costs for services provided is
substantial. Participant 101 stated, “We still have some families that will decline because
of the fear of the fee or the cost of the services.” Participant 101 also said, “I know
sometimes I’ve had at least a couple cases that they decline services because they didn’t
understand how the cost of the program would work.” Also, the lack of funding for the
agencies to enable them to deliver mental health care services such as tracking and
advocacy services is a challenge. Participant 108 said, “I also wish we had more funding
for advocacy work and awareness work so we could spread the word of our program and
also make the program larger than it is.”

Housing Limitations. Some of the clients who seek out these FEP services are
homeless, so they cannot seek services consistently because they are always worried

about their living conditions and their survival as stated by Participant 107: “They’re
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homeless. So, their focus [is] on eating and living and can’t retain services.” Another
respondent also commented,

But it’s tough because, for example, there’s a housing crisis. If you don’t have

access to basic needs like adequate shelter, you can afford shelter, a home, then

where do the initiatives for the other disparities support? . . . That’s why it’s tough
because there’s progress in some areas, and then there’s not progress in others.

(Participant 108)

Unawareness. Lack of awareness is another challenge faced by racial and ethnic
minority groups who need FEP services. The fact that they may not be aware of what
FEP is makes very clear the need for them to access these services. They end up using
other methods to try and get better, with some resorting to their religious and cultural
remedies. A comment made about this was the following:

I would say there’s limited awareness. A lot of people in the community don’t

know what first-episode psychosis is. It’s a relatively new are in the field of

mental health too, so I’d say it’s limited. Clients, they’re informed by who
they’re working with, so unless there’s been a dialogue between them and the
case manager or clinician, typically there’s limited awareness there too.

(Participant 108)

Transportation Limitations. Lack of transportation means leads to clients not
accessing mental health services. So, clients’ movement is limited if they don’t have a
means of transport to move from one place to the other. Participant 106 said, “If you

don’t have a car it’s hard to navigate without the car. It’s limited.”
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Family Pressure. There are instances where a client may not be on the same page
with his or her family when it comes to their mental health care. Having to fight family
to get what they want can limit their access to appropriate services for their mental health
condition. One respondent commented, “We’ve had actual cases where the individual
doesn’t want to get off medications, but the family are pushing for them to get off
medications because of their beliefs and their cultural background” (Participant 101).

Religious Beliefs. According to some of the respondents, religious beliefs are
another factor that inhibits clients from seeking mental health services. Some people
believe that their faith will make their family members better:

There’s also the religious part. For one of the families, there’s a religious part of,

Well, God will take care of him. God will work through you guys to help him get

better. Now he’s better, and he will take care of him moving forward. (Participant

101)

Late Diagnosis. Being diagnosed late is another contributor to clients not being
able to receive the appropriate services for their mental health needs and get better; if
identified at a later stage, they might end up not getting stable with minimal care:

One of the most upsetting elements have been when people are identified and

come into the program, and they’ve been sick for a while, and their likelihood of

doing well diminishes when they’re psychotic for a longer period of time without

treatment. And I wish that they were brought in sooner. (Participant 111)

Provider Bias. According to one of the respondents, there are mental health care
providers who are biased against Black people and will not give them the services they

need for their conditions. Participant 105 said,
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I also think that there’s an overrepresentation of young Black guys that are
referred to this program because . . . [ don’t know why. I can’t say for sure, but it
seems like White doctors and therapists just get freaked out. They just don’t think
critically when they see a young Black guy, who’s got any kind of problems or
trouble or communication problems or especially anger problems. They don’t
think as well. They just want him to go somewhere else. We can’t handle him.
He needs someone else. He needs special, special, special, special care.
Transition Between Programs. Clients face challenges when they have to
transition to other programs outside the FEP program that are put in place by some of the
agencies. This is because, under the FEP program, they tend to get intensive care that
they would not get in other programs that they may transition into. Participant 111
stated,
I think the biggest challenge would be the transition of somebody graduating from
the program and then going off to their own treatment outside of the program.
The program itself, I feel, is very intensive treatment that is actually beyond what
any insurance would pay for and beyond what most families with money to pay
for. So that’s one of the one of the great things about the program.
Environment. The neighborhoods that some clients reside in possess a challenge
for them. This may be because of the lack of stability in neighborhoods or concerns
regarding their limited success compared to others. This may interfere with clients’
mental health and their ability to access care. Participant 110 said, “If we have a client

who comes in with depression and they’re in a community where they are consistently
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hearing gunshots, or there’s traumatic events going around, I mean these are things that
impact their mental health.”

Communication Limitations. Some of these clients who are from the ethnic
minority groups may face challenges when it comes to communicating with their service
providers because of the lack of means of communication. One of the respondents
commented, “It’s just they don’t have a phone, they’re homeless. So, they are focused on
eating and living and can’t retain services” (Participant 107).

Figure 7 shows various words used by participants to describe the challenges

clients face when it comes to accessing the FEP services.

Figure 7
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Figure 8 shows the frequency distribution of the challenges faced by the clients as

they seek the FEP services.
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Figure 8

FEP Client Challenges
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Language Barrier. The language barrier came up as something that hinders
providers from giving their clients the appropriate services for their conditions. Hence, it
affects the delivery of mental health services. Participant 110 said, “I’ve had situations
where I’ve had to go to other people from different departments because I’ve had a
couple of clients who are Spanish only speaking, and I don’t speak Spanish, and it’s
inconvenient.”

Limited Resources. Having limited resources also came up as a challenge to the
delivery of mental health services by the providers. A participant commented, “Because
providing the services in Spanish to then document everything in English, or looking for

resources in Spanish, they’re not necessarily available. For the families, it takes a little
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bit more time and effort” (Participant 101). Having limited resources results to providers
giving limited care to the clients according to Participant 106:

We see a lot of times situations where the need is much greater than what we can

offer. There is a deficit that is not retained our competency, but it’s there, and it

impacts how we can serve in that way.

Distrust. According to some of the respondents, some clients do not trust health
care providers enough to make much of their mental health status fully. They only come
in to get specific types of care and not everything. Participant 105 said,

I think different family’s mistrust and misuse the different health care services for

different reasons. I think that a lot of the Middle Eastern and West African

families just don’t trust authority figures, in general. They just think that it’s all a

scam and is a hustle, and they know better, and they’re going to get what they

need from us and not mess with the rest. We’ll hear from them half stories of
what’s actually happened in the past, or who they’ve contacted, or who they
worked with, and then it’ll only come out months later the whole story, and the
parents will tell us, “Oh, we didn’t trust the school,” or, “We didn’t trust this

clinic or this doctor, so we just did what we thought would be best for the kid.” 1

think that’s about mistrust and misuse.

Lack of Confidence in Treatment. Some clients do not have confidence in the
health care system as a whole when it is providing FEP services. They will partake in
some services but opt out of others. Participant 105 said, “A lot of our families from

Southeast Asia just don’t believe in therapy. They just don’t get it, and so the families
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will be happy to bring the patients in for medication management appointments, but not
when it comes to therapy.”

Unwiillingness. One of the respondents also mentioned unwillingness as one of
the main factors hindering the delivery of mental health services. Participant 107 said, “It
could be the symptoms are just intense that I’'m not willing to do anything. So, it’s just
willingness, I guess.”

The Disconnect Between Micro- and Macrolevels. There is a disconnect between
individuals in leadership positions of the FEP program and direct service staff working
with clients personally. This is because there is no communication from the top to the
bottom about issues that affect service delivery, and direct service employees feel
unheard and underappreciated. One of the comments made about this was as follows:

There’s definitely a break in communication because one side doesn’t feel

necessarily heard, and you see that more with the individuals that have more

contact with the clients directly. They may feel like, “Well, what’s being done at
the macrolevel, because we continue to see the same issues and you guys continue
to have your meetings and all of that.” But they’re not necessarily made aware.

(Participant 108)

Client Overexpectation. There are instances where clients may expect primary
care services in addition to mental health services. This hinders providers from doing the
job they are supposed to do and deliver the proper services they are required to deliver.
One of the respondents commented,

The FEP program is based on psychosis, and a lot of times, there are other issues

that the client may want to address other than their psychosis. And that’s a
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challenge, and a barrier is that we’re not just doing case management and just

running around doing things for people. It’s just we’re actually helping doing

modules doing work. And I think that the expectation of service is a barrier.

Because people expect certain things when they know they’re involved in mental

health or any type of community support of that nature. (Participant 107)

Client Withholding Information. When a client withholds information, that is
important; it alters services delivered to them, and it becomes a hindrance. Also, it could
lead to clients having an extended care plan or an improper care plan because of the lack
of information. Participant 105 illustrated this:

The teachers, who want the kid to get the treatment, will not emphasize some

parts of the behavior, because they think it’ll scare us or intimidate us, or they’ll

attribute a lot of behaviors to a psychosis, because they think, oh, we’re the
program that handles psychosis, and if this young man is being inappropriate with
the females or losing his temper or not coming to class, and they attribute it to
psychosis, then we’re going to help and fix it.
Table 1 shows the frequency distribution and relative frequency of the challenges faced
by the providers (out of 13 participants).

Countering Challenges. These are suggested by respondents to be ways in which

these challenges are countered.
Clients

Open Discussion. Having open discussions with clients and their families is one

of the methods used, but respondents indicated that there are challenges. Having

discussions helps providers and the clients identify some of the triggers and reasons
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Table 1

FEP Frequency Distribution

Challenges faced Frequency Relative frequency (%)
Distrust 2 15.4
Lack of confidence in treatment 1 7.7
Unwillingness 1 7.7
Disconnect between micro- and macrolevel 1 7.7
Language barrier 4 30.8
Limited resources 2 15.4
Client overexpectation 1 7.7
Client withholding information 1 7.7

behind some of the beliefs and behaviors that the clients may have. One comment made

about this was, “We ask opening questions and start with the concerns the families or

individuals have, including cultural and religion concerns” (Participant 101). Also, these

discussions can be used by providers as a chance to educate the clients and their families

about mental health as Participant 108 indicated:

We have frequent discussions about that, especially demystifying the mental

health service industry. We really try hard to really empower our clients for that

reason. . . . We are collaborating with them to help them get to where they want to

go.

Outreach Services. Going out into the communities to meet clients and offer

services in their homes is another way of solving the challenges with accessing care. One

of the respondents said, “We offer to everybody to meet with them in the home or by

their house” (Participant 103).
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Understanding Clients’ Needs. Another way of solving some of these challenges
is through understanding one’s clients and approaching them in a way that speaks to their
needs. Participant 105 said,

You really have to go incredibly slow with these boys, because they’re so

ashamed. They know they’re different in a lot of ways, but the different of the

learning disability is their own little secret, and that they’re very ashamed about it,
and they don’t know how quite to deal with it. . . . We have to slow it down a lot,
and we have to really lower the bar in terms of their engagement and
participation.

Diagnosis Evaluation. Another way of countering the challenges mentioned,
such as misdiagnosis, is evaluating a client for some time and not rushing his or her
diagnosis. This enables a care provider to make an accurate diagnosis and hence give
appropriate medication and care. Participant 103 said,

What we do is for our program we try to have the first 6 months with an

individual to really evaluate their diagnosis and look at the symptoms that they’re

experiencing. . . . It’s very easy for anybody when they go to a hospital to get
slapped with a diagnosis that may not be appropriate, and so we try to be mindful
of that.

Relapse Prevention Plan. Relapse Prevention was mentioned by one of the
respondents as a measure put in place to help clients discontinue their medication if
desired:

We do as much for them as we can in terms of our Relapse Prevention Plan. We

provide them with options and then help them get off of the medications if that is
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what they are looking to do. It’s kind of to be respectful of their beliefs and their

goals. (Participant 101)

Safe Environment. Creating a safe environment for clients is another way of
solving some of the challenges, like a stigma, that they faced when accessing mental
health services. The providers try to create an environment where a client will feel safe
and not judged in any way or looked down upon. Participant 110 said,

We really try and destigmatize the delivery of mental health services by allowing

a space for clients to feel safe, heard, and really validating their experience if

stigma is something that is really affecting their ability to engage in services.

Transport Assistance. Having programs in place to assist clients from minority
ethnic groups who are impoverished and cannot get a means of transportation to health
care centers helps them access services and resources quickly. Alternatively, for the
young clients who cannot afford their own transportation and their guardians or parents
not available to take them for services, “We have a good cab voucher program, that we
can bring people in, the teenagers, especially, if the parents are working and can’t bring
the kids in,” suggested Participant 105.

Contact Higher Level. According to one respondent, they had to contact people
who were on a higher level for assistance when one of the providers refused to attend to a
client who needed their services. The respondent said,

To me, it seemed like there was a pattern of refusing this kid services. No one

would just come out and say why, but it sure looked like we were getting blocked,

over and over and over, and the excuses were thin, so we took it upon ourselves to

try to raise it up to a higher level. (Participant 105)
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Health Care Funding. For those clients who cannot afford to pay for their own
care and medication, there are programs and steps put in place to help them acquire
health cover. Participant 101 stated, “Once individuals are in the program, if they’re
eligible to apply for other health insurances, we’ll refer them also to the Benefits
Department so they can apply for benefits through them.”

Education. Educating clients and their families about psychosis is another way of
solving problems that may be encountered by the client and the provider. In addition to
psychosis education, clients and their families are also educated on ways they can obtain
services efficiently with minimal or no costs. One of the respondents said, “Our Clinical
Coordinator will also make sure to explain the cost of the program, how the cost of the
program is handled. If they express any concerns, then we can address them right there”
(Participant 101).

Figure 9 shows ways that the challenges faced by the clients are countered. Table
2 shows the frequency distribution and relative frequency (out of 13 participants) of how
challenges faced by the clients are countered.

Staff: Vocabulary

Some of the challenges providers might face when treating clients can be
overcome by using sensitive vocabulary when speaking to those clients. Using terms that
the clients are used to and the kind they themselves use to refer to their condition and
their feelings is important. One comment made about this was, “The vocabulary that
we’re using, we’re not stuck on labels or specific names, but we’ll try to use those same

labels for words that the families are using” (Participant 101).
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Figure 9

FEP Client Countered Bar Chart
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Table 2

FEP Program Distribution and Relative Frequency

Ways of countering Frequency (out of 13 Relative frequency
challenges participants) (%)
Education 1 7.7
Health care funding 1 7.7
Contact higher level 1 7.7
Open discussion 3 23.1
Transport assistance 1 7.7
Safe environment 1 7.7
Relapse prevention plan 1 7.7
Diagnosis evaluation 1 7.7
Outreach services 2 154
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Language Services. Having translation services in place also helps to counter the
language barrier. One of the respondents commented,

If there are interpreters available for things like I think Farsi and some different

Asian dialectics, there’s interpreters for that. A lot of times, paperwork is done in

English and Spanish, so there’s that opportunity. More recently, I’ve seen

individuals reaching out where they’re looking for staff who speak other

languages so that they are better able to converse with individuals. (Participant

102)

Staff Open Discussions. Staff having open discussions among themselves about
observations made on clients or ideas on how to handle treatment and care of some
clients and how best to approach them is a way to solve problems. Participant 105 said,

We have an educational specialist on the team, named Crystal, and she’s African

American, and so every once in a while, if [ have a question as to whether or not

something that I’'m observing or experiencing would be specific to the African

American population, sometimes I’ll ask her, like, “Is this a religious thing? Is

this a racial thing?” And we’ll discuss. (Participant 105)

Respecting Beneficiaries’ Beliefs. Another way of solving problems faced by
providers is by respecting their clients’ beliefs. In addition to the mental health care plan
put in place, the providers will allow them to include their religion in handling the
situation as well. One respondent said,

If religion is a big part of that person’s culture or background, we try to

incorporate FEP services, so the individual therapy, the medication management,

incorporating medication but also really respecting and valuing their perspective
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of using prayer, because a lot of families will use prayer as a way to try to. . ..

They say, “We’re praying out the demons,” for example, as mental health care.

(Participant 112)
Cultural Competency

Minimum Standards. According to most of the respondents, the minimum
standards required for staff cultural competency include taking part in some form of
cultural competency training. Participant 103 said, “For our agency as a whole we
require, when a staff person is onboarded, that they take an 11-hour online class in
cultural competency, and that has to be done annually thereafter.” This training is not a
thorough training according to some of the respondents; one of them commented,

A little. Thirty minutes. Having been a consumer here, I’ve been offended

before, in reference to my hair. Going through the actual training that we do have

here at this agency, being offended in the cultural competency training . . .not by

oncoming staff, I would say. Just seeing my coworker that has offended me, still

staying in that same mind frame even like now. I think they could do better.

(Participant, 109)

Some respondents also admitted to no minimum standards required when it comes
to cultural competency, as indicated by Participant 105:

I don’t think there are any. I mean, there are things that we all understand, I

mean, [ think that we all understand to be sensitive to, but I think that we just take

it for granted that it’s all what we think it is.

They don’t have a training requirement for their staff.
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Figure 10 shows some of the words used by the respondents to show the

minimum requirements needed for staff cultural competence.

Figure 10

Infrequent Cultural Competence Training Terms
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Training for Service Providers. When it comes to the training of service

providers, some respondents admitted to having them, and some said training is not

available for providers. For some, there is no specific training set aside but is within a

broader training that is available. Participant 108 stated, “Within the broader training that

is done here, there’s a cultural competency component. An exclusively culturally

competent training, no, but it’s within a broader training.” And one of the respondents

said that this training is only available for staff who deal directly with the clients and not

the administrative staff like human resources, for instance.

Ethnic Services Mandated. The respondents admitted to not having ethnic

services mandated for clients from the various ethnic groups, “No. Like if you’re Black,
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you get the services? No, there’s not,” Participant, 107 responded. Another respondent
also said,

Yeah, no, no. I think it’s just an adaptation. The key points of the program of

first diagnosis, medication management, cognitive therapy of psychosis,

educational and occupational support/treatment, family education, I mean, to me,
these are the key areas. So, diagnosis, medication, there’s no different diagnostic

criteria or different medication management. (Participant 111)

Development Plan: Available. Some respondents said there are cultural
competency development plans in place. One respondent admitted to there being CMEs
(Continuing Medical Education) touching on cultural competency that doctors have to
attend. The respondent said,

DC does have cultural competency, I think, through the DC medical board, there

are cultural competency, there are some plans there. I know there are some

things, there are CME stuff, there’s a push of having some of the CME that
doctors have to do, have to speak to cultural competency. But nothing that’s

specific to this program that I know of. (Participant 111)

Also, there are plans in place, according to a different respondent, to meet with
community members and get feedback on how to serve them better and what they feel is
lacking:

Part of that planning involved going out and having open; I guess maybe it’s

called like a town hall meeting, things like that, within the community to provide

the community an opportunity to give feedback about what they feel is lacking
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from county government and services. So, this is a full county-wide plan.

(Participant 103)

For some, it is available but really needs improvement. Participant 106 said,
“There’s always efforts to improve that.”

Development Plan: Unavailable. Some respondents were not aware of any efforts
to develop cultural competency in their agencies. Participant, 110 said,

I mean D.C. does not offer a lot of that. I have not come across many

opportunities where it’s a chance to learn more about what people in D.C. are

going through. . . . So, it would be nice to see that more.
A different respondent also said, “Not that I’'m aware of, but I don’t know” (Participant
108).

Staff Reflection of Cultural Diversity: Present. Some respondents admitted to
their agencies reflecting cultural diversity. According to one of them, they can have
conversations about the ethnic minority and what affects them like marginalization and
its effects. This is possible because they have diverse staff. Participant 108 said, “I do
believe that, because we are a diverse staff, I believe that we bring in our own cultural
background, and we can have conversation that maybe other teams don’t.”

Staff Reflection of Cultural Diversity: Partially Present. For some agencies,
there is minimal diversity with staff. Available staff is not able to handle increased cases
affecting clients from various ethnic minority groups. This typically ends up with some

staff members being overworked:
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Probably not. I mean, not precisely. I think that the percentage if you just go

through percentage of patients and percentage of staff, I think that that doesn’t

reflect. . . . I guess he does enormous amount of the work. (Participant 107)
Another respondent said, “I think obviously it could be more. We don’t even have a male
on the team, and I think that that’s definitely needed. We do need a male clinician
sometimes” (Participant 111).

Staff Reflection of Cultural Diversity: None. One of the respondents felt that
there was no diversity when it comes to staff: “No. No, it doesn’t. I say that because
again, Fairfax County, we’re fortunate to have a diverse population. Most of our staff is
not diverse” (Participant, 101).

Services Available to Family Members

Language Services. There are interpreters present to help those family members
who cannot communicate in English. Participant 104 stated, “Interpreters are available
and offered. We scheduled them for them. So, if we know someone’s coming, and lots
of times, we let them know if you need an interpreter, let me know, and I can have them
scheduled.” This is done through having a live person in the room doing the translation,
or it can be done through an iPad. According to Participant 104, “We have an iPad. 1
think it’s called in demand or on-demand or something. But we literally can just push the
button, and a live person comes up that can translate face-to-face.”

Psychoeducation. Psychoeducation is also offered to the family members. They
are made aware of how to handle their family members with psychosis and how to

support them. Participant 104 said,
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It’s a psychoeducation and process group for families only. That is meant to give
them tools and understanding the presentation of their loved ones, how to provide
support through that recovery process, understanding a little bit better of what we
do as well in Turning Point.
During these sessions, the family members are also given a chance to ask questions about
anything they may not understand. “We have family education sessions. We do that
once a month. We get a doctor to stand up there and answer questions from family
members,” said Participant 105. These education sessions help mitigate stigma even
within the family circle.

Support Coaching. Coaching the family members on how they can give support
to their loved ones who are going through psychosis and other mental health conditions,
so they don’t need constant specialist care. Participant 104 said, “I know for me
personally, my goal is to support coaching so that they don’t need me. That they can just
maybe check in with a question, but that’s usually what we do for the family.”

Therapy Sessions. There are also therapy sessions for family members available
to help them support their loved ones better. “We also do family therapy. If the family
needs that therapy piece as a whole, our clinicians offer that to them,” stated Participant
104.

Information-Sharing Events. There are social events that are organized by the
agencies to help family members of various clients come together and share their stories
and experiences. Some people who were also invited to these events to give support to
families transitioned from the program. One of the respondents said, “We also encourage

family members to meet and greet and share information, so we provide snacks and a
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room and a safe place for them to bond and learn about the program and each other”

(Participant 105).

Conven

ient Meetings. For parents who are not able to attend these events and

meetings, the service providers create time to meet with them when they are available or

even meet them at their homes for convenience’s sake. Participant 104 responded,

We don’t transport parents, but what we do try to do is provide opportunities for

them the meet with us. Again, we can come to their home for meeting. We also

schedule things to try to make it easy for them to get to, especially when we have

those parents who need to be at work, but they also need to be here with us.

Figure 11 shows the services available to family members, according to the respondents.

Figure 11
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Specialized Outreach and Programmatic Efforts in Place

There are some programmatic efforts put in place for the racial and ethnic
minority groups with ESMI who are from impoverished communities.

Education. Educating people about these FEP programs available in the
community and doing outreaches into the community to make people aware of this is one
of the efforts made to help the ethnic minorities from poor communities. One of the
respondents said,

But we try to go out to all the schools. Our goal is to go to each school and to let

them know that we exist and to talk to them about the early warning signs of

psychosis, but also to encourage them if they’re not sure to let the people know so

we can help to screen them and find the appropriate services. (Participant 104)

Also, educating people about psychosis and helping family members understand
their loved ones who are going through this. According to Participant 110,

You have other people who have their families very much involved, where I don’t

know how to talk to my parents about these voices. In those cases where you get

the parent in, then it’s also about educating the parent. Where it’s just like
because now you have to deal with the family, of like, “Look, the reason that your
kid was screaming all last night in the bathroom and then punched a hole in the

wall is not because he has anger problems. It’s because of the fact that there’s a

person who’s telling him very negative things inside of his head, and has been

doing so for a very long time.

Health Care Cover. Some measures have been put in place to help those people

who don’t have insurance and are not able to afford the cost of medication and care.
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Making them aware of how they can still get cover is one of the steps taken. Participant
101 said,

I know sometimes I’ve had at least a couple cases that they decline services

because they didn’t understand how the cost of the program would work, and I

would have to call them, families who are Spanish speaking, I would have to call

them to explain to them that it wouldn’t be necessarily an issue.

These agencies receive grants that enable them to provide care to the FEP clients
who don’t have any form of insurance. Participant 108 stated,

Because we’re under grant funding we can take them, so inadvertently our efforts

are always to have those people that don’t have health care coverage or have very

little health care coverage. That’s one of our main efforts, is to engage them with
us.

Housing. There are programmatic measures put in place to help clients not
necessarily from the ethnic minority groups, but everyone who needs help getting
housing. “We do not have our own housing, but we do ensure that they have some stable
living situation. Again, these are not minority specific. It’s just whoever needs it,” said
Participant 105.

Community Visits. Some respondents said that they conduct on-site visits for
everyone and not primarily for the ethnic minority. Participant 101 stated, “I don’t
believe we do specialized outreach for that specific population, but we do outreach in
different settings like hospitals and schools.” They do the outreaches to make sure they
capture even those people who usually would be out of their radar. According to

Participant 104,
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We’re making sure that we are gathering or catching those people who may not
usually be on our radar. So, I think that in itself, even though it’s not specific to
one population, I think because it’s not, it’s kind of helping with that.
Transportation. There are also measures in place to assist those who have limited
means of transportation when receiving mental health services. This is done mainly done
for the minority groups and is done through getting the clients a subsidized Metro card
and SmarTrip card. “We’ve talked about the transportation where we obviously provide
money for SmarTrip cards,” said Participant 110. According to a different respondent, a
stipend is given to clients, which they have to sign for in advance: “We have a
transportation stipend in our program that they will sign a request for that week or that
2 weeks to help them make the appointments with us” (Participant 107).

Language Services. There are interpretation services that have been put in place
to help curb language barriers. This helps cater to ethnic minorities. One of the
comments made about this was:

We always let them know that language is not a reason to decline or deny services

because we have interpretation services available. There isn’t a whole lot of need

to advertise that there’s a Spanish speaking position in the team because the
demand is there, whether you advertise it or not, the demand is definitely there.

(Participant 101)

Creation of Safe Environment. Creating a safe place where young adults who
have nobody to talk to can open up and talk about their mental health challenges and
make them understand that it is okay to open up about it. One of the respondents

commented,
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And by having a transitional age youth program, you’re creating an environment

for young adults to be young adults, which is what they are. So, I think

ultimately, that is something that [ am very, very proud of, and working at

Community Corrections for, is just the ability where we are creating an

environment where young adults can talk about mental health. (Participant 110)

Involving Clients. Involving families and having consultations with clients who
are receiving mental health services has been established, and while during these
consultations, health care providers give feedback on services rendered by also giving
input on the type of services clients need or how they can get better. One of the
respondents said, “Sitting on committees, groups, meetings and ensuring that individuals
who are in the minority groups with ESMI participate on those groups, meetings and so
forth and give input and taking in their input and utilizing that input when possible”
(Participant 102).

Partnerships. Working together with other organizations or agencies is also
something that is in place to help the ethnic minority groups from impoverished
communities. For instance, in the case of homelessness, some organizations can help
them look for housing in partnership with these mental health agencies. One of the
respondents said,

We work in conjunction with another agency whose specific goal is eradicating

homelessness. And so being able to partner with that and offer the ability to

assess and determine what services they might need, individuals might need,
really speaks to just as specialized programming partnerships that occur.

(Participant 102)

159



Early Diagnosis. There are steps put in place to make sure mental health issues
are detected early to avoid psychosis. This is done in schools where these signs can be
caught early, especially the students who already have special needs or mental illness.
Participant 104 said, “We’re trying to get to the school systems where we know that there
are already people with mental illness or disabilities, they may already have another IEPs.
Some schools they have only students with IEPS.”

Measures to Address Racial Disparity Issues

Language Services. Materials used for treating ethnic minorities has been
translated into their respective languages. This makes it easier for them to access
information and care the same way that clients from other ethnic groups are receiving.
There are various ways that these translation services are offered when needed.
Participant 101 said, “We’re not limited to call for it and interpret it in person, we have
the video use available to us anytime on the phone as well.”

Diverse Staff. These agencies that care for clients with mental illnesses have
diverse members of staff to help them reach as many people as they can from as many
backgrounds as they can reach. This helps them provide appropriate and effective
services to the clients. One respondent said,

It’s something that I can’t really say that we are doing a whole lot. I think it’s

starting. Whether it’s on purpose or not, I can see it happening just because we

have people at the table now that are not the same race and not the same
background. And even sometimes people look alike, but their upbringing is

different. (Participant 104)
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Funding. There are grants in place to help close the gap between the ethnic
minorities and the other ethnic groups who are more affluent. These funds enable the
ethnic minorities who are from impoverished communities to access mental health care
services without having to pay for the services. One of the respondents commented,

I think for us here, we try and get whatever funding we can get to address mental

health disparities because there’s such a huge disparity gap between folks that are

high on the socioeconomic status and low on it. There’s just a huge gap, and so |
think here we try and get as much funding that the state can provide to address
those gaps. And I think the DC Government and the Department of Behavioral

Health also is aware of those disparities and really tries to see how they can make

those gaps smaller and the disparities. (Participant 108)

Involving Clients. Including the clients in the development of the program is
another measure to address the racial disparity. Just asking them what they feel would
work for them and involving them in creating it is important. Participant 106 said, “To
have inclusion, one of the things that we have learned is that inclusion, which is part of it
is bringing the voice of the clients into the development of our program.”

Strategy Work Group. There is a group that has been formed to come up with a
plan to help caseworkers ensure the racial disparities present are mitigated. Participant
103 said, “I think on the agency and county level there’s been the identified workgroup
put in place in order to come up with tool to help case managers address some of the
ethnic and racial disparities in services.”

Training. There is also training put in place to help the staff members understand

different cultures and learn more about cultural formulation interview and how to conduct
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them. One of the respondents commented, “I think, handouts about doing culturally
sensitive interviewing from the CSC programs in New York, like OnTrack” (Participant
105).

Figure 12 shows the various measures that the programs use to address the racial

disparity, according to the participants.

Figure 12

Racial Disparity Pie Chart
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Collaboration to Improve Services
Collaboration With Ethnic Minorities

Sharing Ideas and Suggestions. There are instances where people have been
invited to meetings with the care providers in order for them to give their input on what

services they would like and what their needs are. One of the respondents said,
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So, we’ve started that, and we’ve had individuals of the minority populations that
have indicated, “It would be good for us to have a Facebook group.” Or, “It
would be good for us to do this more of,” thing like that. And getting their input
on that has been something that we’ve sought in order to really develop that
component of our program. (Participant 103)

Sharing Beliefs and Culture. Giving the clients a chance to share things that
they feel are important about their culture is another way that the clients from the ethnic
minority groups can contribute to the program. A comment made about this was the
following:

We do at least try to incorporate that component when we’re doing intake, for

example, ask some of those questions, what things are important to them, and if it

has a cultural base or ethnic background base to it. (Participant 112)

Peer Support. There are some clients or former clients who act as peer support
for some of the current clients. Participant 106 said, “They just share their own
experience, what happened to them, how they managed. And now they’re successful
because they’re working and they are taking their medications. It’s a good role model for
the youth to have.”

Measures to Ensure Minorities Contribute to FEP Program

The following are the measures in place to help clients from ethnic minority
groups contribute to the FEP program.

Language Services. There are translation services available to clients who cannot
communicate in English. These translation services are available in various languages to

cover every ethnic minority group that accesses FEP services. This way, they can give
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feedback effectively and communicate well. Participant 104 explained, “Then we bring
in again, interpreters and we also bring opportunities for them to learn English as well.
So, we’re helping them to kind of peel away a little bit of that language barrier, which
includes us communicate often.” There are various translation service options, for
instance, there are live people who help translate in real time, and there is also the use of
iPads.

Transportation. There are measures in place when it comes to transport
facilitation for clients from ethnic minority groups. The agencies help them get to their
appointments through various transportation programs and partnerships that enable them
to not use their funding for transportation. One of the respondents commented, “We
provide taxis to our clients in general who needs them. We do have some who may
utilize them, but can also have other resources to get them here” (Participant 104).

Constant Communication. Another way that the clients can contribute is through
constant communication with their providers. They can help adjust and tweak their
treatment plan accordingly when they share their progress with their providers.
Participant 110 explained,

There’s really a consistent effort being put forth where it’s just like, “Hey, just

checking in with you, making sure everything’s good. Let’s talk about any goals

that are coming up. Hey, have you been hearing any voices within the last couple
of days? How’s things been going with your medication? Have you been taking
your meds? Do we need to come up with a system that works for you to take

meds on time?” Things like that.
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Education and Awareness. Educating the community, especially the clients’
families, is a way that the providers can help destigmatize mental illness. Through
awareness, they can understand a person’s behavior and symptoms when that person is
going through an episode of psychosis and not putting unrealistic expectations on them.
They can also help them in their treatment process by giving them support. Participant
106 explained,

Kind of teaching people what the difference between those things are. And if you

want your kid to be normal and back to the way things were, that is not going to

happen. Just making sure that they don’t put pressure on this person who is
experiencing psychosis and mental illness. And he says, support them by
accepting them. Acceptance of the diagnosis is very hard for many parents.

Opportunity for Feedback. Allowing the clients to give feedback is another
measure that’s been put in place to ensure that they contribute to their care plan by giving
feedback. This is done through having open discussions with them about things that
affect their recovery and mental health. One of the respondents said,

When we get into feedback from individuals about the program, either as an

alumni or while they are in the program, we also try to ask what parts of the

programs have been most helpful, and that includes if we were open to talk about
their religion, their culture, or if they felt like it was not judgmental, they felt

more open to talk about that. (Participant 101)

Safe Environment. The creation of a safe environment for clients is another way

that some of the providers ensure the clients can contribute to the FEP program. One of
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the respondents said that this is not a programmatic initiative, but their own to help
clients feel at ease. The respondent said,

That’s not a programmatic thing. That’s just something I do. I don’t think that

there’s a lot of systematic stuff in our FEP program. I think it’s just a lot of

individual thoughtfulness, but I think that you’d have to ask our director. She

would probably know more about the programmatic stuff. (Participant 105)

Home Visits. Another form of support is visiting clients in their homes and
offering care services to them. This shows that a provider cares for the wellbeing of the
client. According to Participant 110,

When engagement is an issue, especially with young adults, you really kind of

have to go that extra mile to show that you care. And to show that like, “Hey, I

know you’re going through this, and I know you hate what you’re going through,

but you have somebody there who’s here to support you.

Resilience Training. This is a standard support system mentioned by the
respondents as a measure in place to help the clients. This helps them with the
knowledge they need about psychosis and making them aware of the resources available
to them and helping them understand themselves. This way, they can learn how to cope
and manage their illness.

Family Groups. This is when families are brought together and educated on
psychosis and giving them a chance to share their experiences. They also get to process
the struggles they might be going through with their loved ones who have psychosis.

Participant 112 said, “The client gets a chance to share, and family gets to share as well,
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that’s important, but we do that across the board for all families regardless of
background.”

Peer Support. According to one of the respondents, young clients get a mentor
who is a peer in that they have also gone through the same illness and treatment process.
This way, they can get support from an individual who has gone through the same thing
they may be going through.

Therapy Sessions. The clients also go through therapy sessions with their care
providers. “Then individually we do the individual therapy,” said Participant 112. This
helps them cope better and manage their treatment process more effectively.

Table 3 shows the frequency distribution of the measures in place to ensure that

minorities contribute to the FEP program.

Table 3

Underrepresented FEP Contribution

Measures to ensure minorities

contribute to FEP program Frequency Relative frequency (%)
Language services 3 23.1
Transportation 2 66.7
Constant communication 1 7.7
Education and awareness 6 46.2
Opportunity for feedback 1 7.7
Safe environment 1 7.7
Home visits 2 66.7
Resilience training 4 30.8
Family groups 1 7.7
Peer support 1 7.7
Therapy sessions 1 7.7
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Figure 13 show the words used by the participants to describe the measures that

have been put in place to ensure that minorities contribute to the FEP program.

Figure 13

Underrepresented FEP Contribution Word Cloud
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Involvement of Family and Consumer in Treatment Plan

Transportation Assistance. Family members are involved in a client’s treatment
plan by helping transport them to the care center for treatment. This applies primarily to
the young clients who may not be able to take themselves for care. Participant 112 said,
“If the kids can show up reliably and get treatment and go home, which is very rare, so
yeah, the parents usually have to be involved for transportation.”

Ensure Use of Medication. The family is also involved in helping to make sure

that the client is taking medication as required. This is to keep them accountable and also
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to see whether the medication is effective. “Sometimes the medication, the families are
really involved in making sure they’re getting medication and working,” said Participant
107.

Decision-Making. Clients and their families are typically involved in decision-
making, depending on the client’s case. Some clients do not like to include their family
in decision-making, so they are allowed to make decisions about their treatment plan.
Participant 102 said, “In our case, it should organically grow from what the client, not
necessarily the family, but from what the client wants to achieve.” A different
respondent also said, “We ensure decision-making and we’re very clear with that from
the beginning, meaning that the individual will be in the driver’s seat of the treatment”
(Participant 101). As much as the family might contribute and give their opinion on how
they feel everything should be handled, the ultimate decision lies with the client, so they
are not forced to do what they do not want to do.

Support System. The family members are involved as much as possible because
they are the ones who will act as a support system for the client. However, if the
presence of the family is limiting the client’s progress, then they will be shown how they
can still give their support. One of the respondents said,

We also have some times when the family involvement is not needed as often and

if the client let’s say verbalized that it’s impeding their progress, then we kind of

help the parent to figure out how they could still support the client, but allow them
to be who they are and allow them to reach their goals, and sometimes it’s

allowing them to fail so they can reach the goal. (Participant 104)
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Information Source. Parents can also get involved because they act as a source of
information for the providers. This especially is for the adolescents: “Most of the time
unless they’re a minor and we need the parent. But they’re there for the intake; they are
able to provide us information. We listen to all the information given,” said Participant
104. Another way they give information is by telling the providers how the client is
progressing and alerting them if something is not right. Participant 102 explained, “Some
parents are really good at that like calling and texting something is off.”

Notes Comparison. The caregivers and family members are involved and given a
chance to share their experiences and concerns. They are also given a chance to ask
questions about symptoms, and they can come in to see the care providers, and together
they can discuss and collaborate on the treatment plans. One of the respondents said,

Just also asking them like what are your goals for them and just discussing who

we can get everybody on the same page just to assist with that support. Make

sure they have their say-so and their input, and maybe the client doesn’t see

certain things because of their symptoms. (Participant 109)

Awareness and Education. There is psychoeducation provided to the clients and
the families. They are also educated on how the program works and what the agency’s
expectations are from them. Participant 104 said,

They usually get a lot of psychoeducation about how our program works, what

our expectations may be as far as meetings and things like that. But we tailor that,

and it’s like this is the overall goal and expectation.

Creation of Treatment Plan. Involvement in the creation of treatment plans

depends on clients and their families’ relationships. If they have a great relationship, then
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the family will have a say in it; if their relationship is not good, then the client has the
final decision. According to Participant 107, “If they can collaborate and there’s a good
relationship there, then a treatment plan is done with the parent and the youth”
(Participant 108). The treatment plan is ultimately what the clients agree to do and wants
to do, keeping their goals in mind: “The client is the director of the treatment plan”

Providers and Leadership Collaboration

Awareness Creation. There are collaborations and partnerships with various
parties to help create awareness about the available programs dealing with FEP. “One of
the things that we do is we try to make partnerships, of course, so that will be people be
aware,” said Participant 104. Also making the community aware of psychosis in
partnership with other departments is important. Participant 107 stated,

Educating the community, participate in trainings and doing presentations to

inform the community on psychosis in youth, specifically in DC so that it doesn’t

go unnoticed and more people can kind of get help early if it’s more available to
them. And what I mean by that is, Department of Behavioral Health is deeply
involved, so we coordinate with them on efforts to, I guess, get the word out in
the city.

Consultations. There are also collaborations between agencies whereby one
agency might consult another when it comes to managing psychotic patients. This way,
they can find out what resources to use for various cases. Participant 101 said,

I know that we’ve reached out to other teams across the state, which we have

consulted, at the beginning of this program, we used to have consults every few
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months, to see what resources they are using, like if they have the manuals of
intervention, the different languages, and if we can have copies of that.
Referrals. There are also partnerships in place when it comes to referrals. One
care center might refer clients to a different agency for appropriate treatment. Participant
102 commented, “For some, it’s really focused on referrals because we know that people
are there, and then some it’s just getting that information out so that they can help us to
see if they have a need for our services.” Another respondent said, “We get referrals, so
basically we have a stable referral system with several psychiatric hospitals in DC, the
major psychiatric hospitals and they refer clients to our programs” (Participant 107).
Training. Some agencies provide FEP programs that come together for training
and discuss how to navigate through various types of cases. Participant 112 explained,
There’s other FEP programs along even the East Coast, we’ve talked to New
York’s On Track Program, they have this on-demand training that we do once
every couple weeks, I believe. So, we all kind of get together through voice chat,
and we’ll do case presentations, for example. We may do a case presentation; we
might talk about how to actually navigate that case in particular in terms of
talking about those visual or audio hallucinations or delusions.
If there are people who have insight into how specific cases are managed best, they give
their contribution.
Integrated Care. Having an integrated care system is another way that agencies
and departments can work together to deliver health services to a client at a go. One of

the respondents commented,
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You see a lot more integration as well. If someone is coming to get mental health
services here, why not have a primary care physician as well? You see a lot more
integration, and you see that in how the big people, like Department of Behavioral
Health and the Health Department, are also advocating for that because before
funding sources really didn’t focus on that. You see more grants coming out with
goals of integrated care. (Participant 108)

Some agencies are putting measures in place to ensure that different departments

are aware of each other’s presence and they communicate with one another in terms of

carc.

Funding. There are some collaborations that have led to FEP program receiving

funds to help facilitate the services they offer to clients with psychosis. Participant 110

stated,

In terms of our government agencies that we partner with, the Department of
Behavioral Health certainly has done a lot in funding this program a lot, and we’d
obviously love. . . . We always love to give a shout out to DBH for helping us
fund it.

Sharing Information. There are also collaborative meetings that take place

between various agencies and parties where information and concerns are shared.

Participant 102 said, “The board joint meetings where we talk about some of the . . .

specifically to the subject where you talk about some of the barriers, some of the issues,

some of the concerns that have come up.” There is also networking in these joint

meetings, which leads to future collaborations.
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Community Outreaches. With organizing community visits and outreach
programs, members of the community attend school, and faith-based organizations are
educated about mental health illness. This is possible because of the collaboration
between health care agencies and individuals responsible for managing, coordinating, and
developing these establishments. One of the respondents said, “So we’re definitely doing
a lot of outreach to that. We also have pediatricians and doctors’ offices on that list to go
outreach so that again, we’re focusing on the need of everyone and not just a specific
population” (Participant 104).

Address Religious Needs. Some agencies seek out faith-based leaders to assist in
addressing the religious needs of the clients seeking psychosis treatment. Participant 101
said, “We also try to look, whenever applicable, for religious leaders in the community
that we could partner with to address specific religious needs for specific families.”
Naturalistic Observation

During the semistructured interviews, the researcher conducted a naturalistic
observation, which entailed a trajectory of results, giving the researcher an understanding
of programs, participant’s enrollment, treatment planning, outreach, family involvement,
communication, technological services with successful participants from the overall
program performance. In other words, the researcher investigated the process of
engaging with these agencies by using naturalistic observation. Incorporating a
naturalistic observational approach created an understanding of the phenomena by giving
an accurate account of behaviors, frequency, interactions, and how much time was spent
on the tools listed above as if the researcher were seeking out these services. The

naturalistic observational tool allowed the researcher to identify any reluctant, misguided,
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or indifferent responses of participants by organically observing how programs organize
and prioritize and how staff, clients, and family members interconnect along with any
identified disparities.

The naturalistic observation provides descriptions of social interactions from
providers, which permitted an alternate interpretation of the interviews and offered an
understanding of the study. The researcher created and used a naturalistic observation
table listed in the Appendix C. The research was helpful as it enabled the researcher to
observe candidly and naturally and allowed the researcher to study aspects not
manipulated because of ethical concerns. The naturalistic study also served the principle
of supporting the external validity of the research as the findings observed occurred in an
organic nature. Within the naturalistic observation aspect of the study, the researcher
also incorporated the National Outcome Measures conducted through Substance Abuse
and Mental Health Services (SAMHSA). The National Outcome Measures have been
recognized as significant, real-life outcomes for individuals who struggle to conquer and
maintain recovery; develop strength; and work, understand, live, and take part in
community activities (SAMHSA, 2009). SAMHSA upholds the data identified from
states: safeguarding organizations, technical assistance, and fiscal support through set-
asides for mental health and substance use block grant programs. The National Outcome
Measures (NOMs) data illustrate valuable services and resources to the mental health and
substance use organizations and populations by achieving quality outcomes among the
most recent criteria of health care and prevention (SAMHSA, 2009). The data are the
essence of quality assurance at every level of government, whether federal, state, or local

communities. Utilizing these tools establishes changes and builds lessons learned from
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agencies, setting goals and reporting performances. The data have also highlighted
priorities, cross-organizational partnerships when accomplishing common objectives, and
the exploration of goals and techniques enhancing outcomes of federally funded
programs (SAMHSA, 2009).
Systematic Observation
Items observed from program professionals were as follows:

1. Outreach

2. Participant enrollment

3. Treatment planning

4. Family involvement

5. Communication

6. Technology in services

7. Successful participants

8. Measuring success

9. Factors to success

10. Accomplishments

11. Challenges to success
Program A

The researcher conducted a session of naturalistic observation for each FEP

program and participant. The purpose of carrying out semistructured interviews and
naturalistic observation was to understand whether there is a difference between

programs, their program professionals, and delivery services for FEP clients.
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Program A is the only program within the localized urban area that caters to a
large variety of coffee drinkers, residents, local businesses, ranging from early morning
Whites to racial and ethnic minority clients looking to attain community behavioral
health services. After 20 minutes of observing the neighborhood, the researcher noted
the area is commencing with gentrification. As gentrification floods the area, it has and
will affect the neighborhood of imposing individuals with increased incomes, migration,
and displacement, causing an effect on the area’s historical culture and a decline in social
capital that alters the neighborhood’s characteristic for racial and ethnic minorities. With
the urban residential area attracting new residents with heightened revenue, housing and
storefronts are improving in conjunction with the increased cost of living and property
values. The upsurge of costs places pressure upon real-estate affecting displaced low-
income residents, causing displaced individuals and their families to lessen and cease
services or ultimately displace the program with limited access.

Observing the phases of each programming professional allowed the researcher to
identify how Program A limits outreach within the agency, but throughout the
community, substantial representation with the program’s website provides valuable
information monitored by a local tech company. Unfortunately, the website does not
fully explain or identify what FEP is and what the FEP program has to offer clients and
their families. Continuing the naturalistic observation, the researcher recognized that
Program A’s participant enrollment equaled few clients seeking services from the FEP
program, indicating a small percentage of mental health population expressing psychosis.
Regrettably, the researcher was unable to observe the intake process to fully engage and

understand who from staff is involved in the entry of the FEP program. As for treatment
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planning, the resiliency trainer is present, and infrequently, psychiatrists are present
because of availability. Most often, the resiliency trainer is present during and
throughout the treatment plan. The resiliency trainer encourages family participation,
particularly from parents, to support the client who has FEP. In general, 50% is family
support, and the other 50% estranged relationships have shattered support. A key factor
1s communication with clients, their families, and staff. When staff communicated with
one another, the researcher observed face-to-face interaction, phone conversations, and
unlimited text and emailed messages to inform each member of the staff the client was
ready to proceed to their next appointment. Observing communication between clients,
families, and staff face-to-face created a dialogue that was open, comforting not only for
the client, family, or their caregiver, but also gave the staff with a sense of
accomplishment. Witnessing interaction among clients, their families, and caregivers
between staff via phone showed how Program A team members could convey how the
client was feeling and how family members or caregivers needed understanding from the
client’s behavior by actively listening to the sound of his or her voice. This technique
allowed staff to inform the client, family member, or caregiver to come in and seek
guidance, reassuring staff that face-to-face interaction is critical when distributing
services, and proper resources are necessary when providing essential mental health
services to their clients.

Examining Program A, the researcher also viewed their technology more
thoroughly concerning community education using technology, skill-building videos,
webinars, workshops, and any other mechanisms used, such as their music therapy

program. The researcher found Program A tries and implements as many methods as it
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can to support the client’s recovery. For instance, the resiliency trainer creates ways for
the client to express themselves through poetry, music, and overall artistry. One
expressive artistry is a mural that clients made collaboratively with local art supplies,
allowing youth a creative outlet with other resources accessible by Program A.
Therefore, Program A utilizes unlimited therapeutic areas locally like Speedy Greens
services where music studios and vocational services not available to Program A can be
obtained and connected to the client. The researcher noticed how Program A uses several
incentives to pique the interest of the clients to increase their engagement so they can
fulfill their treatment plan and goals. Witnessing the clients’ behaviors, the researcher
found a large percentage of clients needed more support than others, and Program A’s
objective is to ensure clients stabilize from needing so much support by living
independently, being motivated, and implementing the use of supportive strategies. The
success of this measurement draws from the NOMs from SAMHSA, which apply the
trajectories of client outcomes for various programs providing direct services. SAMHSA
identifies 10 domains for the NOMs, which embody meaningful, real-life outcomes for
individuals striving to attain and sustain recovery, build resilience, and work, learn, live,
and participate fully in their communities. The NOMs represent the beginning of a state-
level reporting system that creates an accurate and current national picture of substance
use and mental health services (SAMHSA, 2009). Mental health FEP programs that
receive government-funding from SAMHSA, a federal agency, are required to report
their NOMs annually. The NOMs for Program A measures are only available for FY
2018 because SAMHSA was awaiting data for 2019, which would not be available until

the end of September 2020. Unfortunately, reviewing FY 2018 and FY 2017, Program A
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failed to complete the output tables for their NOMs therefore revealing no data for the
number of CSC programs, clients receiving CSC-FEP services, admissions to CSC-FEP
services during the year, and by no means the number of programs with staff training
specifically in CSC evidenced-based practices (EBPs; SAMHSA, 2019).
EBPs for Adult Services
e Supported housing
e Supported employment
e Assertive community treatment
e Family psychoeducation
e Dual diagnosis treatment
e [Illness self-management
e Medications management
EBPs for Children Services
e Therapeutic foster care
e Multisystemic therapy
¢ Functional family therapy
The researcher expected Program A NOMs would be completed and provided to
SAMHSA in its entirety by the end of the FY 2020 to show the number of CSC
programs, patients utilizing the CSC-FEP programs, admission rates, and training for
staff if provided.
The researcher viewed Program A staff as very hard workers who ensure every
client receives substantial, equal, and upstanding services; the team is quite small, the

work is demanding, intense, and challenging as the program aims to sustain proper staff.
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Staff members who have been with the program since its inception motivate one another
through hard times and encourage one another to stay working with the program as this
commitment and determination show vital dedication among staff and clients.
Unfortunately, this leads to limited awareness because residents and those within the
community are uninformed of FEP because the field is relatively new to mental health in
the United States. Even though education is provided to clients, sufficient dialogue
between client, case manager, or clinician, typically provides adequate awareness.
Therefore, the challenges found that could be of success are additional funding for
tracking purposes aside from the NOMs, more ways of monitoring, and showing data that
the program has affected the community and clients on a larger scale. In addition to more
funding for advocacy work, awareness is needed so everyone in the area can be cognizant
of the FEP program and what it offers, which would increase not only services but
increased locations throughout the urban district.

In conclusion, Program A services individuals with little to no health insurance
composed of 99% of racial and ethnic minority groups (approximately five Black
American clients), with 1% of the White community (one White client). All services
provided are not focused on racial and ethnic minorities or Whites; services are for all
represented clients within the program. With a community comprising racial and ethnic
minorities, one to two staff members feel no disparities placed because the community
served is prominently Black Americans, LatinX, and very few White Americans.
However, 98% of the staff feel the population serviced, identified as racial and ethnic
minorities, continue to adhere to inequities, especially with the community changing,

limited resources, lack of support, and minimal services throughout the local region.
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Program B

Program B is one of eight programs across the state. Program B is located in an
upper-middle-class suburban business complex. The location has a covered garage, easy
access to the interstate, and drop-off and pick-up area for clients and families where
individuals come in contact with working professionals along with clients seeking
behavioral health services. The building is half a mile from shopping malls, dine-in
eatery places, medical offices, charming hotels, and refined residential neighborhoods.
The images of the building should be modeled in a magazine with its upscale settings.
Program B does not have crowded areas filled with clients hanging around the building
all day. Clients looking to obtain services go to the building, go to their specific area,
communicate to the front desk representative, and wait to be called for their appointment.
The demographic area is mixed with White American, Black American, Hispanic,
African, Asian American, and Asian Pacific clients. The area is in an affluent county
with a large portion of non-English speaking racial and ethnic minorities comprising
primarily diverse cultures.

The researcher observed how Program B conducted their outreach efforts and
found Program B participants connect with other institutions that are likely to encounter
individuals from the age range of 16 to 25 years old receiving services through schools,
hospitals, outpatient mental health programs, criminal justice programs, the court system,
and housing programs. The researcher also viewed Program B as having pamphlets,
brochures, and FEP program information stationed throughout the building in at least five
different languages for non-English speaking clients and their families. Program B’s

outreach consists of advertising the FEP program on a radio show, making videos, and
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broadcasting commercials locally to ensure the public knows and understands the
services provided. Program B also developed a well-organized website explaining the
coordinated services it provides for the population served, not only for individuals who
speak English but also for the Spanish speaking population. The program can identify at-
risk individuals who have FEP from a confidential online screening. Program B’s
website includes eligibility of the program and identifies the program goal, and classifies
how a client can participate. Informing potential clients that the services are on a fee-for-
service basis based on sliding and accepting insurance with their contact information if
the public needs additional assistance. With outreach, Program B’s staff members also
engage in outreach throughout the community among clients, families, the client’s
caregivers, and local government programs and agencies to educate individuals
concerning the FEP program and what services are offered.

Enrollment services and educating individuals about the program are robust.
First, the client is introduced to Program B’s clinical coordinator to conduct an
assessment. The clinical coordinator leads the team and partners with the primary
clinician so that clients can have face-to-face interaction during their intake process.
Once the individuals are enrolled in the FEP program, the intake is completed by the
primary clinician. Often, case managers walk clients around to introduce them to most
members of the team so they can get acclimated. Once the client is familiar with his or
her case manager, shows dependency, and is introduced to one of the psychiatrists, the
client is scheduled to participate in a psychiatric evaluation. The client is not necessarily
introduced to the psychiatrist at the initial intake but encounters the primary clinician. If

the client is under the age of 18, the adolescent’s family member or caregiver is involved
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in making the required decisions on behalf of the client. As for education, the program
details expectations from participants before intake. During this procedure, the client is
being assessed to ensure eligibility is determined; then, the staff offers the client services
explaining what the program proposes so the client can decide whether or not he or she
wants to utilize the recommended resources. When the client decides to take part in the
services, the clinician facilitates meetings with the supported employment educational
specialists and ensures the client receives and is involved in every service offered. The
researcher observed how approximately 99% of the clients accept services rendered with
a clear understanding of what FEP is and how the process will continue. Unfortunately,
participating in the program does not guarantee how the client’s involvement throughout
the program will be characterized during treatment. Clients and their families are
described as involved in their recovery process because they envision a need for
assistance with services obtained.

Communication is an essential component for Program B. Connecting with the
patients, their families, or caregiver by telephone using interpretive services through an
iPad software service or phone service allows the client to feel more at ease when seeking
treatment and also assists the team member in knowing and understanding how to help
the client more efficiently. The mechanisms that Program B has are essential when
connecting with its clients, especially face-to-face interviews because the representative
action, body language, and dialogue give each individual a sense of understanding and
what to look for when information is conveyed or missed.

Program B’s technological services are used among team members when

engaging with one another, their clients, the client’s family members, or caregiver daily
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through text messages, emails, or by mobile phone; this can be overwhelming when team
members are always out educating the community and ensuring clients receive proper
resources and services. Other elements of technological services used are musical video
clips, music in general, and workshops to engage the client’s interest. Program B’s
participants ensure their clients have substantial resources by traveling to their client’s
destination and being flexible, engaging, and making sure the client’s goal and
participation are a success. Integrating provider services outside the program provides
insight into the client’s illness and manages care like medication and independent living
support groups and making appointments. The researcher observed participants
coordinating services with external providers, which created solidarity, flexibility, team
collaboration, and social interactions. This generates the local public, surrounding
community, and external providers a keen understanding of what FEP entails.

As the researcher continued examining Program B, a review of the state’s
appropriate domain from the NOMs was looked over. The state reported in FY 2018 that
among eight of the FEP programs, their admissions averaged 10.8 individuals per
program totaling 86 CSC-FEP client admissions. For clients currently receiving CSC-
FEP services, the number of clients served per program averaged 24.9 with an overall
total of 199 individuals statewide. The NOMs also identified the number of programs
with staff training specialty in the CSC EBPs as being 100%. With FEP being a new
program nationally, the state of Program B has flourished with utilizing the allocations
from the federal government, growing more programs and partnering with the state’s
Behavioral Health Division to hold a statewide “Youth Services Summit” (SAMHSA,

2020-c).
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With several progressive methods used and identified by Program B, some of the
challenges noted were program participants’ concern for staying funded and becoming
self-sustained. The researcher did see Program B as being proactive with implementing
interpreters, language software, and phone services employing interpreters as well, but
often it could be challenging to attain because of the availability of the iPad software
service. Program B only has one iPad for the entire office, and if a non-English speaking
client happens to come in without an appointment and an interpreter is not available to
come right in to the office or is stuck in traffic, the client would have to communicate
with an interpreter by phone, which is impersonal and not private. These elements can
hinder a client’s trust and cause him or her not to want to seek services or resources from
Program B. The data exposed the fact that additional exploration of both programs
because of their uniqueness and their individualistic issues of inadequate data, minimal
educational outreach to staff, and the need to close the gap on language barriers is
essential. The study suggests that racial and ethnic inequities among the two programs
should be explored through imminent studies addressing these mechanisms in other states
and regions.

Summary

The purpose of this study was to understand racial and ethnic minorities
underutilizing mental health services and will also describe the differential access rates
for treatment services in first-episode psychosis government-funded coordinated specialty
care programs. Semistructured interviews provided evidence of each program
participant’s understanding of his or her interaction with staff, clients, the client’s family,

caregiver, community, and external providers within Virginia and the District of
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Columbia (Hartson & Pyla, 2019). The geographic areas chosen were based on their
locality and convenience with two programs totaling 13 participants with code names
referred to as Program A participant and Program B participant, Participants 101-113.
When each participant was recruited, the researcher sent an email to both program
coordinators to inquire who from their staff would be interested in participating in the
study. Several staff contacted the researcher ranging from psychiatrists, case Managers,
program coordinators, employment specialists, resiliency coordinators, and data
managers. For each participant, a location and time were scheduled for their choosing.
The researcher conducted semistructured interview sessions that were recorded,
thoroughly documented, and stored in a safe, private, secure area with only the
researcher’s knowledge. Once the interviews were scheduled in no particular order, the
qualitative method permitted the researcher to ask seven questions that focused on
services, training, geographic area, strategic steps that are important for the program to
identify, and collaboration between staff, external providers, clients, and the client’s
families. The questions also focused on cultural competency, training, outreach, and
support mechanisms among the client’s family and caregiver. The qualitative data were
analyzed through NVivo 12, which identified consistent themes that fulfilled the inquiries

from the research.
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CHAPTER 5: DISCUSSION

Racial and ethnic minority disparities in accessing necessary mental health
services are a national concern that continues to limit communities accessing and
underutilizing services and resources. Because of mental health inequities, policy efforts
should focus on improving access and the quality of mental health care services for racial
and ethnic minorities, for instance, increasing staff with multilingual expertise (Miranda
et al., 2008). Providing educational and treatment material and culturally sensitive
training to providers, staff, local communities, families, and partnered agencies and
organizations such as the criminal justice system, housing, faith-based organizations, and
schools. Improving quality mental health care services and educating health care
professionals, staff within health organizations, families, and communities would expand
and increase the appropriate conditions for minorities (Miranda et al., 2008). To abolish
inequities among racial and ethnic minorities suffering from mental health, it is essential
for the federal government to implement government-funded programs to incorporate
policies ensuring outreach, education support, and cultural competency training and
placing health care professionals and staff with diverse backgrounds and proficiency in
various languages in workforce practices (Miranda et al., 2008).

This study intended to understand the influence of mental health services and the
essential linkage of racial and ethnic minorities and the position of all levels of
government and community organizations join together to establish guidelines and
strategies to inform, develop a robust, diverse workforce, and outreach to mental health
systems through eliminating inequities. The basis of this work may create a conscious

effort for government-funded FEP programs, local communities, external and internal
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partnerships that allow policies, initiatives, and public knowledge to be effectively
enforced. The goal was to attain knowledge through the phenomenological
understanding of the program participants to enhance the government-funded FEP
programs. The researcher examined the phenomenological information focusing on the
research question.
Summary of Results

Research Question: How have government-funded coordinated specialty care
programs attempted to address racial and ethnic minorities’ underutilization of mental
health services?
Ensuring Services are Responsive to Cultural Diversity

The study cited various ways through which services rendered were in tandem
with cultural diversity, for instance, creating bonding and good relationships with all
parties involved, such as schools and communities and ensuring that clients received the
necessary support because it showed clients’ recovery accomplishments. This research
trend reflects the results of the interview participants. For example, a participant clarified
how all parties were involved by phrasing, “The school knows that we are involved, so
we are all working together” (Participant 107). Mental health and various mental
disorders have been shaped by social, socioeconomic, and physical environments
(Umberson & Montez, 2010). The risk of many disorders is associated with social
inequity; therefore, it is imperative to improve conditions of individuals’ daily living by
building relationships, understanding social determinants, and applying strategies and
interventions to reduce mental illness (World Health Organization and Calouste

Gulbenkian Foundation, 2014). Realizing the effects of each social context in a person’s
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life could alter the susceptibility and exposure to harmful practices and pressures. Social
engagements and organizations like schools, local businesses, mental health facilities,
socioeconomic status, and environments may have a significant influence on the
possibilities that empower an individual’s daily life. Therefore, a systematic assessment
of providing appropriate engagement through health professionals, teachers, program
officials, and community groups could ensure interventions are culturally adjusted and
implemented and could expand access to mental health services (World Health
Organization and Calouste Gulbenkian Foundation, 2014).

Educating health care professionals on significant and current issues affecting
racial and ethnic minorities was also identified as important. Participant 107 reported
that “staff was trained on current racial and ethnic disparities, though a few participants
indicated they were taught in matters on racial discrimination in receiving mental health
care.” Educating clients, their families, the community, program officials, and health
care professionals could improve an individual’s mental health and increase his or her
knowledge by reducing stigma and accessing services and resources. The importance of
mental health education would integrate cultural and linguistic components when
approaching racial and ethnic minorities, which eliminates disparities and increases an
understanding of first-episode psychosis (FEP).

Another method was organizing outreach programs by which mental health
clinics are developed in urban and business communities. The benefit of community
outreach is to increase awareness of services for individuals with anxiety, those with
apprehensions about seeking mental health programs, and those unable to access mental

health services. Having mental health community outreach allows clients to feel wanted
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and a part of the mental health system. Integrating outreach enhances clients’ awareness
of their symptoms, helps with their treatment, and identifies available providers and
resources.

Moreover, an additional way of responding to racial disparities was using the
client’s native language. Communicating in a preferred language, as suggested by
Participant 103, allowed clients to be and feel comfortable and have the desire to
participate in the program. Program B staff applied technology and in-person translators
to communicate with clients and their families. This component was highly effective, but
participants suggested increasing diverse staff to work with racial and ethnic minority
clients to reduce disparities among the programs. Although diverse staff understood the
culture of clients and the unfortunate issues faced, Participant 101 reported, “The cultural
background of a patient made assessment and diagnosis easier.” Participant 108
indicated, “It was hard to deal with patients if a health care staff was not from the same
background or did not understand the cultural background and language of the client.”
Reviewing both participants’ statements showed that communicating effectively with
clients would create successful interaction and improve mental health services, recovery,
and access to care.

Another method participants commented on was the use of support programs and
medical subsidy. To address racial and ethnic disparities, the government-funded FEP
program, A & B, provided impoverished individuals free services to ensure they receive
health and wellness resources and support services, such as housing, supportive
employment, education, and family services. Recognizing these essential components

“helps in reducing barriers to accessing mental health services” (Participant 103).
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However, this method was not identified only among racial and ethnic minorities but with
each client served. Therefore, program supervisors ensured that all patients received full
access to mental health services when directly providing care for clients. Participant 108
observed that supervising the delivery of services would ensure that patients from any
racial and ethnic minority background were never overlooked.
Strategy to Deliver Mental Health Services

The study highlighted several strategies applied by stakeholders in mental health
services. Participant 101 suggested the use of phone, video, or in-person translations for
interpreting information to clients with language barriers. Other participants suggested
the elimination of language barriers as a critical strategy of ensuring racial and ethnic
minorities accessing mental health services could use both technological and in-person
translation services. Another strategy was open communication; participant 103 reported
that “having open dialogues with clients about their culture and identity made a massive
impact on the kind of services they received.” Having open communication with clients,
their families, and caregivers shows the gaps between health care professionals and the
client. This would permit clients to be relaxed and have a productive dialogue
concerning their mental health illness. Open communication helps in understanding the
clients’ culture, thus helping professionals to know how to assist and adequately care for
them in a healthy manner

Integrating a proper transition between various interagencies and external
agencies is vital. Agencies are to provide clients’ medical history and any essential
information concerning the clients, including their cultural background, to transition

efficiently so clients can receive quality services for their illness. Participant 107 said,

192



“Some patients need specialized care, so a proper transition from one facility to another
was essential.” Often, when clients transition to other agencies, they seek assistance in
accessing, obtaining, and utilizing services. Individualized care and the emphasis on
patient independence are another way of delivering mental health care, particularly to
impoverished clients. Personalized care would ensure a patient’s mental health history
and cultural beliefs would be considered. Participant 110 said that “the ultimate goal for
FEP programs was to make patients independent.” Therefore, developing a client’s
independence is crucial because it shows he or she is capable of accessing and seeking
services;

Another strategy is program outreach. When educating and helping racial and
ethnic minorities access mental health services, organizations outreach throughout
communities by supporting programs in delivering services to clients. Outreach often
supports agencies in delivering services to clients who do not have access to
transportation, public or personal. This is where both programs offer transportation
services and vouchers for their clients to access mental health services, employment
opportunities, school, and other health care and supportive services. Providing
transportation was a way of ensuring the client’s needs were met. Participant 104
reported, “Patients were provided with metro cards which reduced fares,” and Participant
111 indicated that “there was a program providing transport for young adults to and from
their required destination.” Incorporating this approach allows the client and his or her
family a sense of stress-free financial obligation toward transportation, limited stress, and
anxiety, which prevent them from retrieving services. However, outreaching to clients

and informing them of what resources the program has to offer gives the client the chance
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to develop respect within themselves and for others, being authentic, building
collaborative relationships, engaging with others, actively listening and being willing to
be a part of the treatment process (“Building Partnerships, “2009).

Another way of ensuring access to mental health services is expanding facilities to
impoverished patients who have no easy access to general and mental health services.
This was identified by Participants 106 and 108 expressing agencies, programs, and
community partners need to work together in delivering services and being culturally
aware of producing adequate services to racial and ethnic minorities. Therefore, it is
essential to invest and recruit culturally competent staff and to have mental health
workers familiar with the environment and culturally represent minority groups. This
would also improve the funding strategies when accessing mental health services. With
the programs funded by the government, the expenditures are only 10% of what the state
and the FEP program receives. Therefore, a funding strategy would benefit government-
funded programs by recruiting competent cultural staff and implementing cultural
competency training.

Challenges Faced in the Delivery of Services

Participants identified language and communication barriers as a critical
impediment to access mental health services. Participant 111 said that “the Hispanic
community was the most significant minority disadvantaged by language.” Participant
111 added that “it was challenging to offer cognitive therapy effectively due to language
challenges.” Participant 110 said that they “had to seek translation services from other

departments when they had a Hispanic patient.” Some clients from the ethnic minority
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groups also faced challenges when interacting with their service providers because of the
lack of means of communication.

Also, there was a lack of funding. Participants said that the cost of running a
mental health facility was very expensive, and financial support was not forthcoming.
They lacked funding for advocacy and awareness creation to make the program more
prominent, as reported by Participant 108. Participant 103 noted that “some patients
declined medical care due to the cost of services” in addition to the housing and
transportation challenges. Most of the clients seeking help from FEP programs were
homeless and also did not have a means of transport. The patients only focused on
getting food and could not frequently seek mental health services. Participant 108 noted
that “it was hard for a homeless person to seek mental health services. The movement to
health facilities was a problem for patients who could not afford transportation.” In
respect to delivering services, a rushed diagnosis, misdiagnosis, or late diagnosis was a
challenge as well when accessing mental health services, according to participants. For
instance, Participant 103 gave an example that most Black Americans were diagnosed
with severe mental illness compared to the White Americans, which could be fallacious.

Also, patients were faced with family pressure and religious beliefs. Participants
reported that some patients disagreed with their family on ways of receiving mental
health care or refused to acquire resources and services. Some religious beliefs barred
patients from accepting mental health services because the families were opposed to their
mental illness, which comprised limiting access to mental health care. Participants noted
that some clients discontinued their medication because of their cultural, religious, and

family beliefs. Another challenge faced was bias toward patients from other minority
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health care professionals, particularly Black Americans. Participant 105 said, “A White
service provider freaked out when they got a Black patient” and therefore did not provide
the same quality of care compared to the White patients. This led to referring Black
American clients to other facilities or providers of color.
Collaboration to Improve Access to Mental Health Services

The participants identified partnerships with ethnic minorities as a way of
improving the delivery of mental health services. Collaboration with ethnic minorities
could be done by sharing ideas and suggestions. The caregiver and family members
often were invited to meet with the client and case manager to give their opinions on the
type of care received by the individual suffering from mental illness. The collaboration
was organized through sharing beliefs and cultural viewpoints, involving families and
consumers in the treatment plan. Family involvement was done by offering
transportation to parents and their children for treatment services. Families made sure the
patients took the prescribed medicine; for instance, Participant 107 said that “family
monitoring ensured that patients were taking medication, and it was working.” Another
collaborative effort was the family offering support to patients to achieve their treatment
goals (Participant 104). Family members, especially parents, provided information on the
progression of children who were clients to their health care providers. This cultivated
the family in creating and being involved in the client’s treatment plan (Participant 108).

Health care providers formed leadership collaborations as well as educating
communities on psychosis and participating in the training. Agencies formed consulting
collaborations according to Participant 101, who said, “They had consultations with other

agencies to borrow ideas on how to manage clients.” Participant 107 reported that “the
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Department of Behavioral Health was heavily involved in collaborating and creating
awareness for accessing mental health services,” which permitted health care providers to
refer clients to other agencies for specialized care with a stable referral system to other
psychiatric hospitals. Agency collaborations led to FEP programs receiving funding to
facilitate services offered to clients. Participant 110 identified the Department of
Behavioral Health as a critical financier of the FEP programs in their state.

Another collaborative contribution was language translation services in the form
of in-person interpreters, language software for iPad, and phone interpretation services to
non-English speaking clients. These language services were available to clients so they
could access FEP services. Among the collaborative efforts, transportation and
communication were also methods used to ensure access to mental health services was
being utilized. Transportation services were provided in the form of metro cards, taxis,
telehealth, vouchers, and case managers conveniently meeting clients in their homes or
places accessible to the client. As for communication, goals were consistently met by
clients and their health care providers, receiving proper guidance and feedback about
their progression in the program, according to Participants 101 and 110.

Discussion of Results

According to this study, the following are challenges that hinder racial and ethnic
minorities from fully utilizing mental health services in government-funded coordinated
specialty care (CSC) programs. It has been noted that language barriers and lack of
proper communication are significant challenges when accessing mental health services
(Yun et al. 2019). Most of the clients are LatinX, Asian, and other ethnicities that do not

speak English. Health providers have difficulty in administering services to LatinX,
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Asian, and other ethnicities. The complexity is that health care providers who do not
speak the language are unable to communicate effectively with clients and their families.
Health care professionals are compelled to use translators or seek help from other
departments, which is time consuming and could lead to distortion of information
conveyed.

To achieve the improved elements of mental health outcomes for racial and ethnic
minorities accessing services, the researcher suggests integrating systems of care by
regulating and offering mental health services and incorporating ethical practices to
generate advocacy and parity programs. Promoting mental health policy to decrease
stigma for the prevention and treatment of mental health complexities is an essential
component to integrate government-funded programs, health care professionals, and
administrative officials (Ashaye et al., 2003). This is to ensure culturally competent care
is offered to racial and ethnic minorities who value their family’s cultural and spiritual
beliefs by ensuring that mental health resources and services are obtainable. Knowing
the inconsistency of mental health symptoms coinciding with racial and ethnic minority
cultures will allow understanding to address the specific services needed (Ashaye et al.,
2003). As government-funded FEP programs, health care professionals, public officials,
and community organizations accept the culture, ethnicity, and spiritual awareness from
racial and ethnic minority assessments, mental health practices on outcomes of care will
increase. Having mental health outcomes evaluated regularly guarantees client care when
using stratified quality measures of treatment for addressing inequalities among racial

and ethnic minorities in need of quality progression (Kilbourne et al., 2018).
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Unfortunately, some mental health programs that rely on government
expenditures do not receive adequate funding to subsidize a large number of individuals
seeking mental health services. This leads to clients facing challenges such as being
misdiagnosed or having a diagnosis delayed, which could cause a delay in treatment, not
accessing mental health services, and ultimately, underutilizing services (Saha et al.,
2007). The provision of mental health care faces challenges from family pressure and
awkward religious ideas. Families and patients often express conflicting opinions on
how to deal with mental illness and accessing mental health services; because of these
dynamics, family and cultural-religious beliefs prohibit clients from seeking mental
health treatment. This leads to faith-based communities advocating for nonmedicinal
practices that engulf patients facing prejudice and underutilizing mental health services.
Unfortunately, these characteristics leave health care providers in an awkward position of
wanting to assist the client or referring the client to another provider, prolonging a
treatment plan (Hankerson & Weissman, 2012).

The study has identified ways of accessing FEP mental health services. The
programs should primarily employ multilingual and racial and ethnic minority health care
providers who represent clients appropriately. Program A has adequate health care
providers representing racial and ethnic minorities. Program B will need to increase its
health care provider representation to accommodate the racial and ethnic minority clients
who access mental health services. Some ways to accomplish this are ensuring non-
English clients have interpreters on site when a client is in need, having government-
funded FEP program organized sessions for cultural competency training, and offering

English and Spanish courses for their local communities. Also, it is important for FEP
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programs to acknowledge inadequate funding as agencies supplement their programs
through government and grant funding. The programs do offer free services to reduce
economic stress for utilizing other services such as transportation, assistance with
housing, education, and supportive employment. Programs also provided clients with the
ease of transportation, enabling patients to access mental health care. The FEP programs
also organized transitioning services for clients who seek additional supportive services
to internal and external agency programs. These programs reported that their
transitioning services were well-established ensuring that clients seeking specialized
advanced care were managed timely and appropriately. Finally, the health care providers
organized outreach activities and mental health awareness through creative practices by
educating their communities from radio stations, social media, family activities, and
faith-based events. In addition, they provided mental health guidance to schools,
criminal justice systems, housing authorities, and hosting community events for clients,
patrons, and families. These programs have taken and administered services to clients
who are unable to access and who underutilize mental health services to ensure they
receive adequate care.
Data Collection

The primary data collection tool used in this study consisted of one-on-one,
semistructured face-to-face interviews. A digital recorder was used during the
interviews. The digital recorder had a built-in microphone that promoted high-quality
audio and suppressed unwanted noise. The researcher used the digital recorder to support

the ability to preserve and transcribe the interviews verbatim for data analysis.
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A naturalistic observation model was applied by observing health care
professionals, state representatives, and the CSC team’s behavior in the FEP government-
funded CSC programs. The researcher observed how the programs implement culturally
sensitive materials and diverse clientele. The researcher observed building structure and
ease of accessing each program within the business complex in Virginia and the urban
area of the District of Columbia. Also, the researcher viewed racial and ethnic minorities
who were health care professionals and providers in addition to the number of racial and
ethnic minorities accessing the FEP programs. Also, the researcher evaluated the number
of racial and ethnic minorities who accessed these mental health services and described
the ease of accessing programs demographically.

The researcher analyzed the participant’s responses based on the qualitative
research question. The results illustrated comparable information from participants and
the literature review, such as having programs and facilities partnering among
communities, families, and behavioral health providers and ensuring culturally competent
services were put in place and recognized (T. B. Smith & Trimble, 2016). The study also
showed educating the community and families about mental health stigma and decreasing
the shame of receiving services (Schatell, 2017). The study also documented in the
literature review that limited mental health professionals were not well represented
among racial and ethnic minorities (Wahowiak, 2015), a finding that was also validated
by several participants. Another finding was to ensure culturally competent and
culturally represented providers shared a connection with clients and their families. This
would allow clients to feel comfortable seeking and accessing services. The collective

and collaborative effort to ensure clients receive mental health services was an essential
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technique adhered to by participants. The data showed that this was vital and should be
implemented. The participants were knowledgeable and had experience directly related
to the research study and provided valuable in-depth and personal research data regarding
challenges and barriers. Each participant reflected on challenges and social issues among
racial and ethnic minority communities, mental health disparities, stigma, and treatment
outcomes from the FEP government-funded CSC programs.

The researcher also recognized how the literature review, the ecological model,
and public administration combined throughout this study. The literature review
contributed to the research on racial and ethnic disparities in mental health care; mental
health support from family, the community, and health care professionals; cultural
barriers; and access to mental health care. The study identified and summarized vital
factors that contributed to existing research yet pinpointed gaps for future research, for
instance, examining the cultural competency training curriculum and how it impacts
health care professionals, clients, and their families; increasing the retention of racial and
ethnic representation among health care providers; and how that has affected the
utilization of mental health services among minorities. In addition, the researcher
collected data on the increase of government funding to impoverished communities to
show how services were being accessed more by racial and ethnic minorities. The
performances of public administration and the ecological model influence the operations
of effective communication among diverse cultures, making appropriate decisions for the
public, and using the strategies of implementing policies and practices necessary to
strengthen an individual’s knowledge and skill while promoting mental health access to

racial and ethnic minorities (Crump et al. 2007). Public administration fosters the
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coalition and network of organizational practices that influence the legislature
(Frederickson, 2005). Therefore, the public administration pillar, social equity, was met
with challenges for racial and ethnic minorities about accessing care, which increased
disparities in services, education, supportive employment, and socioeconomic status
(“Role of Social Equity in Public Administration,” n.d.). The distribution of equity and
efficiency comes from providing resources of equal and effective access to mental health
services. This guarantees due process, promoting awareness and consistency in
delivering services. Another pillar, efficiency, provides accountability and affirmation of
the government’s unique qualities of justice and fairness. It is important for public
administrators to ensure FEP programs are conducted most effectively by communicating
with government officials and the population serviced regarding applying principles of
equity for racial and ethnic minorities accessing mental health services, increasing racial
and ethnic minority health care workers to those underrepresented populations, and
integrating cultural competency (Bryson et al., 2014).

Employing critical race theory (CRT) in mental health disparities generates
analyzed procedures and principles through a race-conscious lens that can facilitate
critical inquiries that confront the dangers that explicitly influence racial and ethnic
minorities (Yosso, 2005). CRT in mental health disparities must take an active role in
praxis as it maintains attention and success to advance mental health, manage cooperative
efforts, and foster access to racial and ethnic minorities who seek mental health services.
Racialized approaches are a complete series of activities formed to evade deeply

embedded, insistent historic public obstacles (McGee & Stovall, 2015).
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CRT acknowledges that racism and discrimination uncaringly influence the
mental health of racial and ethnic minorities by deteriorating their expression, self-
assurance, and mental efficacy. New efforts in sociology and public health have inspired
a rising concern that racism contributes to hindering racial and ethnic minority health
(Brown, 2003). Brown (2003), believed well-established coping strategies cannot fully
mitigate the effects of racial discrimination and that only the elimination of racism will
improve race-related anxiety for racial and ethnic minority populations.

Given that racially discriminatory practices are multifaceted, CRT’s
multiframework can assist in connecting and accentuating the correlation between race
and mental health. For instance, the power that racial stratification has on health
outcomes could clarify theories and cross-theme methodologies provided by CRT (Ford
& Airhihenbuwa, 2010). The public health community has approved the theories of CRT
to examine organizational racism in health care, applying their results to advance a health
care praxis that increases community-based participatory studies and hence the outcomes
in the development of methods that help racial and ethnic minority communities
(Roberts, 2005). CRT focuses on the mental and psychological stress and incompetence
that racism intensifies in racial and ethnic minorities when they suffer discriminating
levels of racial stereotyping, prejudice, and other forms of preconception (D. D.
Matthews et al., 2013).

The ecological model acknowledges the importance of change and the
possibilities of maintaining and implementing change for racial and ethnic minorities
who access mental health services, support from families, caregivers, health care

providers, and better representation for underserved populations. The five categories of
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the ecological model consist of individuals, interpersonal, organizations, community, and
society:

e Individual—would work if the behaviors, beliefs, and attitudes of people adjust in
a more supportive manner.

e Interpersonal—works if family members, friends, and health care professionals
change their behaviors, attitudes, and beliefs concerning mental illness.

e Organizations—influence internal and external programs and organizations by
amending engagement practices with schools, workforce development, support
services, faith-based organizations, and communities as a whole.

e Community—modifying local policies and guidelines to improve racial and
ethnic minorities accessing mental health services, by incorporating cultural
competency training, providers representing racial and ethnic minorities, and
increase community knowledge about mental illness.

e Society—involves changes of government-funded FEP policy on a national level,
which would include new legislative guidelines.

This study identified all five ecological categories, showing that change is
possible and sustaining change is possible if mental health providers adjust to the support
of individuals, interpersonal mechanisms, organizations, local communities, and public
policies. Therefore, it is essential to address the issues racial and ethnic minorities endure
within the ecological model. The FEP program identifies the implications based on the
ecological model phases described as the following (Thompson et al., 2015):

¢ Individual phase identifies how racial and ethnic minorities with mental illness

encounter challenges of stigma, lack of mental health literacy, inconsistent
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treatment, and low self-esteem. It is vital to inspire racial and ethnic minority
individuals to uplift themselves, practice self-care, and acquire benevolence
within self that reduces adverse effects, causing stigma (Thompson et al., 2015).
Organization phase recognizes FEP programs are government-funded programs
that deliver services to state, local, and community levels. Among these
programs, it is essential to deliver adequate mental health promotion toward
practical barriers. Some of these barriers comprise commitment, collaboration of
mental health services, standards, adequate racial and ethnic minority
representation, accessibility of primary resources, and services. When
distributing mental health promotion, the dedication of triumph and sustainability
is critical for racial and ethnic minorities (Thompson et al., 2015).

Macrosystem phase impacts the economic level, stigma, disparities of care, lack
of coverage, and access to care with minimal acceptance from society. This
causes discrimination toward racial and ethnic minorities, which leads to
mediocre second-rate mental health care services. Valuable intercessions
focusing on these developed elements afford a basis for diminishing negative
mental health outcomes (Thompson et al., 2015).

In essence, promotion and interference in racial and ethnic minority communities

accessing mental health services influence some phases throughout the ecological model.

The ability to promote, support, and impact mental health outcomes among racial and

ethnic communities is essential (Thompson et al., 2015). Preventing access to mental

health services, the inequity of racial and ethnic minority health care provider

representation, language barriers, stigma, and mental health illiteracy suggests mental
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health promotion from different levels of the ecological model can help tackle the
challenges of mental illness within the FEP programs. Mental health should be
community focused and population based as efforts of addressing racial and ethnic
minorities accessing care are essential. Accomplishing this concept requires
collaboration, additional and new policy guidelines from the government and support
from communities, faith-based organizations, families, health care professionals, and
clients.
Limitations of the Study

Although this study makes significant contributions to understanding how
government-funded CSC programs attempt to address racial and ethnic minorities’
underutilization and access to mental health services, it had several limitations. In
qualitative research, the researcher may serve as the most significant research instrument
and, at the same time, present limitations to the study such as unrecognized biases that
may influence study confirmability and interpretation of the data. Another limitation was
the sample size. The study selected three individual federal state FEP government-
funded CSC programs; only two of the three agencies participated. This introduces the
possibility of some new data from the missing interviews that could nuance the finding of
this study. Developing the theory and accurately reflecting the phenomenon under
investigation was also a limitation; the participants were mental health workers, and no
patient or client was a participant, so views of patients were not taken. The researcher
used naturalistic observation and in-depth interviews to capture data triangulation.
Categorizing each program and comparing the number of participants was implemented

by evaluating the underutilization and access to mental health services in Program A and
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Program B. The researcher initially identified the stakeholders such as health care
professionals, program coordinators, peer supporters, clinicians, and government
officials. Then, the researcher conducted in-depth face-to-face interviews to understand
what the stakeholders recognized as outcomes of their programs. The researcher
triangulated their responses by examining the results that were consistent among the
participants. The data suggest that if every participant perceiving the underutilization and
access to mental health services from different perspectives realizes the outcome, then the
results are authentic.

Also, the study involved the use of a naturalistic observation model, which has
various limitations. It was hard to control the behavior of participants because of
environmental pressures. It was challenging to determine whether the participants
behaved in the same manner when not under observation. Human beings tend to be on
their best behavior when under observation, meaning that the researcher could not get the
correct information. This method also required much time to capture participants’
behavior, especially when participants recalled that they were under observation.

Another challenge was obtaining accurate data from the National Outcome
Measures that provide vital information on how well the program is doing, whether or not
services are being implemented, how many clients are seen, and whether the program is
achieving the required quality outcomes of health care and prevention. It was difficult to
view the limitations and lessons learned from Program A and any of their objectives and

techniques to ensure their quality assurance was maintained at every level of government.

208



Recommendations

Accessing mental health services contributes to delaying or to forgoing mental
health care, stigma, cultural beliefs, a client’s desires, and available services. Another
factor associated with accessing care among racial and ethnic minorities is hesitating in
recognizing symptoms and seeking help, lack of appropriate mental health providers
representing racial and ethnic minorities, and the use of general or alternative services
such as faith-based leaders, peer counseling, and family member support. As mentioned
in the literature review and assessed data obtained by the researcher, stigma, language
barriers, and cultural competency about mental illness are factors associated with
underutilization and access to mental health services. Another distinction for addressing
racial and ethnic minorities’ underutilization of access to mental health services in FEP is
derived from cultural mistrust in community mental health services, suggesting that racial
and ethnic minorities as health care providers are necessary for better developed
culturally sensitive interaction (Addington et al., 2015). Additional supportive networks
and outreach strategies targeted families in both CSC programs and community settings
by identifying barriers or challenges in treatment engagement plans that increased
participation in evidence-based psychoeducation interventions (Kane et al., 2015).

The number of interventions could increase and remain constant when there is
improved access to general, behavioral, and mental health care. As indicated by a few of
the participants, lessening language barriers was essential when accessing mental health.
One suggestion is enforcing data collection of mental health care, therapeutic, treatment
options, and addressing other barriers to care. It is imperative to create programs and

collaboration and to address cultural preferences of racial and ethnic minorities to clients,
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their families and caregivers, health care providers, and community organizations. One
method is expanding the use of family advisory committees with diverse members of
racial and ethnic minorities providing feedback on initiatives to reduce disparities,
suggesting ways for staff to recognize minority patients’ concerns, and assisting with
creating strategies to reach individuals with mental illness. Another method for racial
and ethnic minorities accessing mental health services is contingent upon a suitable
workforce; there is a significant lack of workforce representation among racial and ethnic
minority health care professionals, paraprofessionals, and providers nationwide,
according to Substance Abuse and Mental Health Services [SAMHSA], 2014). The HHS
Office of Minority Health indicates the insufficiency of executing culturally competent
services for underrepresented racial and ethnic minority health care professionals, case
managers, peer specialists, and program coordinators (SAMHSA, 2015).

Unfortunately, mental health providers are limited in rendering and implementing
cultural competency training among racial and ethnic minority communities and within
their workforce (NCSL, 2018). The HHS Office of Minority Health describes cultural
competency as considerate and receptive services to health care principles, practices, and
the needs of diverse clients. The description identifies that when tailoring individual
services to specify cultural and language preferences, health care professionals adhere to
conceivable outcomes for diverse populations within the general, mental health, and
behavioral health communities. It is essential to include and implement cultural
competency among providers and services, for this eliminates inequities in mental health

and substance use treatment and services (NCSL, 2018).
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Studies dispense variations of delivery through government systems and service
industries within sociodemographics, which often uncovers communities, racial and
ethnic minorities, and public administrators’ cultural variances, theories, principles, and
language barriers. Government programs are proficient when executing and providing
services and programs to impoverished communities composed of racial and ethnic
minorities. Communicating and expanding cultural competence in public administration
generates innovative methods among government agencies. Cultural competence
expounds, assimilates, and transmutes cultural consciousness and understanding about
racial and ethnic minorities and the clear customs, socially exclusive abilities, values, and
procedures in progressive quality efficiency of government agencies of their initiatives,
resources, and service delivery integrated within various communities.

Integrating cultural competence within public agencies is imperative when
providing services and materials and delivering programs to racial and ethnic minorities
facing linguistic barriers, socioeconomic disparities, mental health, and health care
disparities, unequal workforce, and social justice (C. P. Jones, 2002). Private industry,
mental health providers, individuals, communities, and government of all levels need to
understand racial and ethnic minority cultural values and their belief systems by
familiarizing themselves with elements of cultural competence. Assimilating a
government and workforce cultural competency curriculum for mental health providers
and health care professionals and providing programs on racial and ethnic minority
communities instills an organizational structure by applying and administering diversity

of cultural experience. Public administrators need to understand diversity and cultural
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experiences and realize their importance when generating inclusive practices, distinct
principles, behaviors, values, and appropriate cultural methods improves outcomes.

It is important to recognize cultural competence. Recognizing cultural
competence as an essential element is critical when educating society and diversifying the
population. Communities, health care professionals, providers, and government entities
are not equal in their perception, ideas, protocols, delivery of services, and indulgence
when it comes to racial and ethnic minorities. To recognize this issue, society,
government officials, communities, and health care professionals must renovate,
innovate, and provide quality services of cultural competence. To appreciate social
competencies and experiences, awareness is eminent and must employ racial and ethnic
minorities’ perspectives and cultural disparities to achieve change.

People should understand, gain knowledge, and include cultural elements of racial
and ethnic minority competencies when delivering services from communities,
government agencies, health care providers, and public administrators. This allows for
supportive constructs when addressing, developing, and educating the social proficiencies
of racial and ethnic minorities. By integrating these components, government agencies
can employ cultural knowledge and create awareness among professionals, communities,
and society as a whole. Combining cultural experience to understand and achieve
cultural competence in public administration and government agencies is inevitable and
demands the detection of numerous actions. Being aware of cultural competence, an
individual’s traditions, and his or her behaviors expressed within communities,

organizations, public agencies, and health care programs is significant.
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From an organizational perspective, cultural competence implies a collection of
consistent activities, practices, and approaches that permits public administrators, mental
health providers, and community officials to work with racial and ethnic minority groups
effectively. The assurance of improving cultural competence is essential when sustaining
periodic reviews and modifications. Individual public agency initiatives propose plans to
assist public administrators to cultivate social interests, workforce development, and
health care programs to acclimate them to behavioral mental health services. Cultural
competence requires constant dedication to candidness and education, being proficient,
taking risks, encountering ambiguity, distress, and not permitting prompt resolutions or
simple explanations.

In essence, cultural interest is not maintained without a government-funded
agency obligation and sustenance. Enhancing the effectiveness of racial and ethnic
minorities, government-funded FEP programs examine the provisions of cultural
competence constructed throughout programs, health care providers, clients, and
communities across profound measures. FEP programs need to ensure guidelines of
authorization through the government while agencies go beyond the obligations and
disposition to guarantee acceptable requirements of racial and ethnic minorities served.
By committing to this effort, cultural competence expands and enhances the deliverance
of mental health services through an appropriate all-inclusive assessment of society. In
general, cultural competence has an underlying influence on providers, staff, government
officials, and communities by forming relationships constructed on empathy and

awareness of racial and ethnic minority cultural beliefs and the pressure communities,
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government, and organizations endure along with the viewpoints, assessment, and
policies managed.

In essence, the researcher also recommends government-funded programs
integrate the HHS Office of Minority Health free accredited internet learning program of
Improving Cultural Competency for Behavioral Health Professionals (Think Cultural
Health, 2019). The program was created to offer information and services connecting
cultural competencies. This toolkit allows health care organizations to summarize the
framework when evaluating and guiding ambulatory care, mental, general, and
behavioral health care along with hospital settings.

The pledge of implementing mental health requirements for all races, ethnicities,
cultures, and genders in every FEP government-funded programs can reduce the social
impacts of mental health. As health care providers, public administrators, and
government officials, it is imperative to educate families and offer support to encourage a
confident connection between the client and the health care worker. The significance of
collecting protective factors of building resiliency among clients and their families
increases access to care, a commitment from health care professionals on learning, and
acknowledging and implementing cultural competence when addressing the mental
health needs of clients. Ensure federal health care agencies implement policies on
evaluating the FEP program’s cultural competency training and educational designs;
develop recruitment and retention of racial and ethnic minority health professionals; and
ensure phone interpreting services are secure and confidential and readily available for
patients and their families. In addition, increase the number of IPADs for every health

care provider to assist with language barriers.
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Conclusion

The most concerning disparity in accessing mental health is the unmet need for
mental health care in communities of racial and ethnic minorities. The commitment to
adopting mental health requirements for all races, ethnicities, cultures, and genders in all
FEP government-funded programs is to reduce the social impacts of mental health. It is
imperative to educate families and receive support to encourage a secure connection
between the client and the health care worker. Important considerations include
increasing protective factors of building resiliency among clients and their families,
increasing access to care, a commitment from health care professionals on learning,
acknowledging, and implementing cultural competence when addressing the mental
health needs of clients. The researcher is hopeful that the FEP government-funded
programs will work to ensure the stressors from racial and ethnic minority clients would
subside by increasing representation for non-English clients. Also, it is important to
educate care providers and the public about mental illness and how to eliminate the
disparities, misconceptions, and stigma while exploring and implementing policy options
and recommending strong supportive guidelines for racial and ethnic minorities suffering

from mental health who are afraid of accessing services.
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APPENDIX A

Informed Consent

CONSENT TO PARTICIPATE IN RESEARCH

An Effective Study of Public Agencies in Coordinated Specialty Care
Programs

You are welcomed to participate in a research study conducted by Monique S. Browning,
who is a doctoral candidate from the Online Professional Studies of the Doctor of Public
Administration program at California Baptist University. Ms. Browning is conducting
this study for her doctoral dissertation. Dr. Thomas Frederick is her faculty sponsor for
this project.

Your involvement in this study is exclusively voluntary and can withdraw from the study
at any given time without penalization. You should read the information below carefully
and ask questions about anything you do not understand, before determining if you are
interested in participating or not participating. You are asked to participate in this study
because your organization is a government-funded specialty care program.

PURPOSE OF THE STUDY

The purpose of this study will be to describe the outcomes of racial and ethnic minorities
served in first-episode psychosis government-funded coordinated specialty care
programs. The best practices in the literature focus on shared areas, specifically about
how effective it is to communicate with diverse patient populations, improve
relationships, best practices, and health outcomes. Included in this research will explore
the effects of mental health services in meeting the needs of racial and ethnic minorities
and the importance for the federal and state government to incorporate policies to
educate, outreach, and build a diverse workforce in the mental health system while
eliminating disparities.

PROCEDURES

If you agree to participate in this research, I will conduct an interview with you at a time
and location of your choice. The interview will involve themes concerning:

1. Racial and Ethnic disparities in mental health care.

2. Mental health support from family, the community, and health care professional

and providers.

3. Health Literacy

4. Cultural barriers amongst racial and ethnic minorities.

5. Accessing Mental Health care.

It should last approximately two hours. With your permission, I will audiotape and take
notes during the interview. The recording is to accurately record the information you
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provide and will be used for transcription purposes only. Please note the audio recording
will be stored in a secure location behind a firewall, and the recordings will be
transcribed by a reputable and professional software company (REV) where the
transcription will be stripped of any personal identifying information. If you choose not
to be audiotaped, I will take notes instead and code the information to protect each
participant’s identity. If you agree to be audiotaped but feel uncomfortable or change
your mind for any reason during the interview, I can turn off the recorder at your request.
Alternatively, if you do not wish to continue, you can stop the interview at any time.

I expect to conduct only one interview; however, follow-ups may be needed for added
clarification. If so, I will contact you by email or phone unless otherwise requested by
the participant. If participants wish to use their full names in the study, this request will
be adhered to as well. Participation is voluntary, and the interviewee has the right to
terminate the interview at any time.

Once I have conducted the interviews, you will be assigned a subject number in order to
de-identify you from your responses. The subject number and your identity will be kept
in my researcher’s codebook that only I have access to. This subject number will be
connected with a fictitious name given to your agency so that your responses will be
confidential.

POTENTIAL RISKS AND DISCOMFORTS

I expect any risks, discomforts, and inconveniences will be minor, and I believe they are
not likely to occur. If discomforts become an issue, you may discontinue your
participation.

PROSPECTIVE BENEFITS TO SUBJECTS AND/OR TO SOCIETY

It is not likely you will benefit from participating in this study, the research should help
us learn how to improve mental health disparities among racial and ethnic groups being
served in first-episode psychosis government-funded coordinated specialty care
programs.

This study will not include procedures that will improve your first-episode psychosis
government-funded coordinated specialty care program, disparities, the socio-economic
status, stigma, or equity of the programs.

COMPENSATION FOR PARTICIPATION

The government-funded specialty programs will not receive any payment or other
compensation for participating in this study. There is also no cost to your government-
funded specialty care program for participation.
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CONFIDENTIALITY

Any information obtained in connection with this study that can be identified with your
government-funded specialty care program will remain confidential and will be disclosed
only with the permission of your program or as required by law. Confidentiality will be
maintained by applying a number code to let Ms. Browning and Dr. Thomas Frederick
(Supervisor) know which program is monitored. We will not use the facility name in
any of the information we receive from the assessment or in any of the research reports
once the study is finalized.

Information that can identify the program individually will not be released to anyone
outside the study. Ms. Browning will, however, use the information gathered in her
dissertation and any publications. Ms. Browning may also use any information from this
study in any way she thinks is best for publication or education. Any information used
for publication will not identify the program individually.

The recordings made will not be heard by anyone outside the study unless we have a
signed separate permission form allowing Ms. Browning to use them. The records and
transcripts will be deleted from the secure firewall database, and the transcription
software account will be eliminated, five years after the study.

DATA STORAGE TO PROTECT CONFIDENTIALITY

The notes taken during the interviews and all tape recordings will be kept in a Sentry Safe
Fire-Safe Chest, as well as on a password-protected computer file under the code name
CBU-DSCEF (California Baptist University — Data Store Confidentiality File). No one but
myself and my supervisor, Dr. Frederick, will have access.

TIME INVOLVEMENT

Your initial participation will take approximately two hours. It may extend to a few more
hours if you agree to follow-up interviews.

HOW WILL THE RESULTS BE USED

The results of the study will be used in research reports that would be published in
scholarly journals and books, or presented at professional conferences. The research may
be the basis of policy recommendations. In these reports, every effort will be made to
keep the confidentiality of the participants while accurately representing their words and
their conditions.

PARTICIPATION AND WITHDRAWAL
You can choose whether or not you want your program to participate in this study. If you

volunteer the government-funded program to be in this study, you may withdraw at any
time without consequences of any kind. The government-funded specialty care program
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staff may decline to answer any questions they do not want to answer. There is no
penalty if the government-funded specialty programs withdraw from this study, and the
program will not suffer the loss of any benefits to which the government-funded specialty
care program is otherwise entitled.

PRINCIPAL INVESTIGATORS

If you have additional questions or concerns about the study, please contact

Ms. Monique S. Browning
Principal Investigator
Online Professional Studies
Public Administration
California Baptist University
Riverside, CA
XXX-XXX-XXXX
XXXXX(@XXXXX.XXX

RIGHTS OF RESEARCH SUBJECTS

The California Baptist University Institutional Review Board is a committee tasked with
the review of research and the protection of human participants. If you should have any
questions regarding the nature of the research, your participation, or rights as a research

participant, please contact the IRB via email at IRB@calbaptist.edu.

I understand the information defined above. The government-funded specialty care
program’s questions have been answered to the program’s satisfaction, and agree to
participate in this research study. The government-funded specialty program has
received a copy of this form.

Printed Name of Subject
Signature of Subject Date
Signature of Witness Date
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APPENDIX B
Semistructured Interview Questions

1. Describe the CSC program geographic service area and any unique characteristics
of the community. Describe how the CSC program ensures that services reflect

cultural diversity (racial and ethnic minorities) and any special needs of individuals
with SML

a) As an individual working with the FEP program, please describe the
program’s perspective on racial and ethnic minority challenges affecting the
delivery of mental health services.

2. What do the Commissioner and the agency leaders say are the 2-3 significant
strategic steps they see as most important for realizing the vision for the delivery
of mental health services for racial and ethnic minorities in the FEP programs?

a) Describe efforts of coordination/collaboration with health professionals,
program administrators, state behavioral officials, and CSC team leaders of
CSC programs that have been undertaken to improve the mental health
services and reduce fragmentation for racial and ethnic minority groups and
their families?

3. What progress has been made, and what assistance has the State provided when
addressing racial and ethnic disparity issues?

4. How does the CSC program ensure services are responsive to cultural diversity and
racial and ethnic minorities?

a) Does staff reflect the cultural diversity of racial and ethnic minorities?

b) Does the state have a cultural competency development and improvement
plan?

c) What are the minimum standards for staff cultural competence?

d) Is there a cultural competency training program from service providers?

e) Are there ethnic services mandated? If so, what are they?

f) What funding strategies or target dollars address the needs of underserved
racial and minority groups? Please provide specifics.

5. How have ethnic and racial minorities been used in collaborative efforts to develop
CSC programming?
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a) What plans, initiatives, or actions are used to ensure racial and ethnic
minorities have the knowledge, skill, development, access, resources,
support, and time to contribute meaningfully to first episode-psychosis
programs? Please provide at least three examples.

b) What involvement strategies (funding for training, transportation, language
barriers, etc.) are available to racial and ethnic minority groups and their
families?

Describe the outreach and specialized programmatic efforts, if any, specifically

conducted for racial and ethnic minority groups with ESMI who are homeless or live
in impoverished communities, have lack of transportation, language barriers, lack of
support, minimal health care coverage, stigmatized, and have limited quality of care?

Describe how consumers and their families (racial and ethnic minorities) are involved
with

the consumers’ treatment plans? Describe any specific services available for family
members of racial and ethnic minorities with ESMI, including services in languages
other than English. Are interpreters available as needed?
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APPENDIX C

Naturalist Observation Checklist for Program Providers

Location Date

Provider Observation

Frequency
(Always, Often,
Sometimes,
Never)

Duration
(minutes/hours)

Rating
{a-5)

Outreach — Distribution of flyers, development of
websites, being on local news programs.

Participant Enrollment — Being educated about the program,
introduction to team members. Team Lead, Primary Clinician or
Psychiatrist conducts intake.

Treatment Planning — Who (Team lead, Primary, and Rehabilitation
Clinicians, Recover Coach/Skills Trainer, Supported Employment and
Education Specialist or the entire team) is present?

Family Involvement — Family members and family support

Communication — Differentiating CSC programs in general (treatment
As usual, recovery-oriented, person-centered approach). Face-to-face
Communication between team members, email, or phone (via text).

Technology in Services — websites to disseminate information, educate
the community, using laptops, skill-building videos, webinars, resume
workshops and music therapy




Successful Participants — Providers expressing participant success when
Meeting goals, provider mentioning participant engagement in the program,
and community success. Provider expressing participant insight in their
illness, and managed care (medication, independent living, support groups
making appointments).

Measuring Success — Provider reporting improvements, updates to recovery
Plans. Tracking engagement in employment status, education, family
Involvement, medication adherence, questionnaire depression scale.

Factors in Success — Flexible team members, team collaboration, solid
Communication, passionate team lead, and administrative leadership. Family
Involvement. Group or social club interactions

Accomplishments — Community understanding of the roles of the program.
Successful discharges decreased the dropout of treatment and the program.

Challenges to Success —

Recommendations: Design/Scope —




