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A taskforce of the National Rural Development Partnership

April 23, 2002

2:00pm EST

Agenda

I.
Welcome & Introductions

· Sandra Chapin, Truman Fellow, Department of Health & Human Services

Participants: Jim Hensley, Jackie Doig, Karen DeRosier, Rochelle Finzel, Joe Barker, Ella Innes, Elizabeth Lovas, Gloria Guillory, Mary Caferro, Dianne, McSwain, Wayne Coombs, Joan Meisel, David Hartley, Michael J. Jordan

II.
Special Presentation: Substance Abuse and Mental Health

David Hartley, Assistant Professor of Health Policy and Management at the Muskee School of Public Service at the University of Southern Maine. Rural health researcher for past 8 years in mental health area. Publications: Rural Health in the US, Rickets, 1999. Oxford Press. Chapter on mental health and substance abuse. Detailed tables on rural mental health services. Interesting points on chapter: Mental health problems don’t differ between urban and rural. One exception is that higher suicide rates in rural, children suicide rates as well. Clusters of suicides, very disturbing to entire community. 

Kids and Medicaid: increased stress associates with suicide rates is trauma, eg. Farm crisis. Stress on families. Other industries had impacts, mining, fishing, forestry, economic displacements that may result in increased need for rural health services. 

Well documented shortage of rural health providers, especially for children’s health,. Designated shortage areas. Mental health professional shortage areas, 76% are rural. Most of that is based on psychiatrists.  Psychiatrists aren’t the solution in rural so we’re looking for clinical social workers and counselors. Primary care physicians can help with prescriptions for anti-depressants. They don’t want to go to a mental health provider so they go to their docs. Kids seem to be a bigger problem than adults when trying to find a rural primary physician to prescribe drugs and give info. 

Many states are trying to figure out a way for psychologists to help with two way telemedicine. UW in Seattle do evaluations with kids this way. They’ll do interview with docs and parents with kid to get a proper diagnosis. 

Issue of Masters level MH providers. These folks can’ t prescribe medications, but we’re looking for a way for these folks to work with physicians to provide wrap around services.

Project: Specifically looking at different kinds of people who provide services: professional counselors, physicians, psychologists, etc. Were trying to figure how state laws determine what they can do or not do. Looking for barriers in state laws, for example, that say that Master’s degree level people can’t provide counseling services. So far, all of those professions are allowed to provide assessments and such in all states. Medicare in particular uses licensing laws to determine who gets paid and who doesn’t. Marriage and family counselors and folks with Master’s degrees often don’t get paid…and we have found no state laws that say that this should be the case. 

Q&A: There are so many different kinds of rural: for example coal mining vs. farming. 

David: The book he mentioned has summary numbers that obscure those subtle differences. Local culture has much more to say than even county averages. 

Policy incentives are needed to convince Medicaid to pay Master’s degree professionals for their services. The private sector is more flexible, but state and federal programs are much less flexible. It’s better to give responsibility to regions and localities. Regional planning is very important.

Coombs: Qualitative differences are easy to get with in-depth data and stories. Some folks want those quantitative figures. DH: stories give very unique and important data that you can’t get through numbers.

Joan Meisel, Associate Researcher with the California Institute for Mental Health 

I am talking about specific issues in the general TANF population, Research study: Stanislaus and Kern Counties, we conducted intense interviews with about 700 women on TANF during a two-year period. We’re determining the extent of substance, mental, and DV issues. Prevalence of serious issues: rates over 2 year period for:

Substance Abuse: 17%

Mental Health 26%

Domestic Violence 32%

Were talking about a substantial portion with issues in this area. DV is more prevalent in TANF than other two issues yet it tends to be overlooked. It’s critically important to include DV in any discussion of these other issues. In terms of lifetime history, 80% had experienced some kind of DV in their lifetimes. Includes: emotional control, 

Serious Physical abuse 60%

We also have very clear evidence that the presence of those issues has a direct connection with the ability for a TANF recipient to get employed and stay that way.

For some women, going to work is a way to attain enough financial independence to leave the batterer. It sometimes impairs the women from going to work or getting training. 

2nd part: case studies in 6 different counties in California. Site visits and looked at developments in those counties. 15 million dollars each county for SA and MH for local programs. Counties have a lot of flexibility and are supposed to work with local MH and SA systems to ID women and to provide services with that money. There was no money appropriated by state, but most counties have found dollars to provide funding through general funds and such. Identified best practices: In terms of identification that people working with TANF population understand why someone might not disclose that they have a DV or MH problem. Some people have a fear that self-disclosure could result in a loss of their kids or cash aid. Also, TANF staff are overworked and don’t have the time to build a relationship that would allow for the disclosure. Or they don’t have a desire to do that. Some recipients might not even know they have an issue. EG a woman was abused as a child and by two adult relationships and just thought it was the way it was. Some recipients may not see the advantage to disclose like there no way to change the situation. Its not a high priority in their lives and don’t see it as a significant barriers.

Best practices to ID women: unless there’s an element of trust you’re not going to get any self-disclosure and many of the means to ID are self-disclosure.

You need to ID issues in multiple different ways and times. Programs should be developed so that there are many places along the Welfare to Work path for a participant to talk about these issues.

Co-location is critical. MH,DV,SA providers right in the welfare office. Not possible for rural necessarily because you don’t have the volume. 

Wayne Coombs, Director of the West Virginia Prevention Resource Center. Mostly anecdotal evidence as a counselor. Recipients end up being most the people we end up helping. Agrees with Joan and David have said. My experience is that SA treatment for women needs to be different than for men. More than 80% of women have trauma in their past and its not necessarily the same with men. I find it hard to separate all three issues, they all tend to occur together in my experience. IN WV the big question is how to do treatment. The state doesn’t have a system in place to provide the kind of treatment needed. In WV often churches are useful…preachers and ministers are brought into the counseling fields because people don’t want to go to professionals to seek help. Unfortunately, the mental health system in this state is in shambles. Were trying to approach it through a systems evaluation. Even though it may not be entirely professional. 

Joan:  In Shasta county they put out an RFP to many of the faith based organizations in county and have been contracting with a lot of those programs. In SA field there’s an unfortunate tension between formal licensed programs and faith based programs. 

WC: we’ve had the same issues. Many ministers though may contact professionals because they don’t feel they have the right skills and knowledge.

Joan: agrees that services have to be gender based because of the trauma involved…

And when we talked to SA providers they talk about whatever support groups that DV comes up at the first meeting when with women. 

Dave: endorses local problem solving at the local level that is not necessarily professional. He’s aware of a program called Farm Partners in upstate NY. They give milkmen and postmen, who already visit with locals on-the-job, the skills to talk and help identify people who have substance abuse, mental health, or domestic violence issues. In UK in small towns they get 8-10 families to join a “quality circle” and talk about local business and they end up talking about personal issues and building network. These are some examples that will be much more effective than trying to find rural service providers.

WC: Sharon Yates, in rural WV, took over a DV shelter and has people that provide support groups. It’s also a residential center with job training. She hired most of the women she helped. They are currently working on developing various housing projects. 

Michael J. Jordan, Mental Health Coordinator for the Nez Perce Tribe TANF Program.  Graduate student in doctorate program at UW. Provides MH services and he does a psycho-social assessment to get at MH issues. Indian folks have some cultural differences. When we’re talking about trust issues it’s key. When you’re dealing with folks that are getting TANF they will never be successful until we deal with the issues of depression, anxiety, and such. Some of the intergenerational grief of loss related to SA and DV. Also how the community accepts and tolerates the issues. Agrees that single parents, female, and young, with children are most of the women he deals with. Done about 60 interviews so far. Many relationship issues as well. There’s not a class in school to teach us how to have a good relationship. Throw I the education piece, custody issues, One of the things that needs addressing is the issue of working with other agencies with the legal and licensing issues with providers. Medicaid and the financial burden that is put on these folks if they seek out help. They are aware they do need help, but there’s a cost associated with the help. We need a half way house where at-risk kids can go if they are not safe and be provided with counseling and such. Can’t emphasize enough the cultural issues. Minorities, particularly Indians, under-utilize mental health services because of trust issues also because they feel providers don’t provide a cultural component that includes spiritual healing. Also, dealing with children with disabilities and education families that there are laws that protect these kids and that they have a say in the direction of their child’s education. Education is a key issue in the area of mental health. We need to train folks in community to help in the initial screening phase and flag cases and also train folks to provide ongoing mental health services. Post Traumatic Stress Disorder: grief of loss about loss of land and loss of traditional practices. .Its been going on for generations. 

III.
Discussion

Joan: With the Administration’s proposal substance abuse and mental health activities are only allowed for 3 months within the 24-month period. There’s a domestic violence provision. They can engage in these activities for a longer period, if their children are engaged in and are at-risk of being abused. 

IV.
Future Meetings

· May Conference Call: Welfare Reauthorization Briefing: Proposed Legislation on Capitol Hill
Do you have any questions, comments or concerns?  Please feel free to contact: 

Sandra Chapin

NRDP Truman Fellow

Department of Health & Human Services

Phone: 202-205-3505
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