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Presentation Notes
Thank you for taking time our of your busy schedule to view this presentation on  ( insert: name of module)  
We believe that the adoption of these core competencies into practice will improve the outcomes for children with behavioral health needs and their families.  These foundational modules are developed to be viewed by family members, higher education students, paraprofessionals and professionals. 
 A list of resources and references have also been provided.   
This module will be presented by (Insert their name(s) and affiliation).



Mission 

The NH Children’s Behavioral Health 
Workforce Development Network is  
to build a sustainable infrastructure for  
the professional development of the 
children’s behavioral health workforce 
based upon the core competencies and 
infused with the system of care  
core values and guiding principles.  
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Presentation Notes
READ THE MISSION
The need is for NH to have an adequate workforce and an infrastructure to support those who work with children, youth and families.  



NH Children’s Behavioral Health  
Core Competencies  

 

System of Care Core Values and Principles 
7 Key Domains 
Levels: Foundational  
                 Intermediary  
    Advanced 

Presenter
Presentation Notes
The NH Children’s Behavioral Health Core Competencies were developed in 2011 by a representation of diverse stakeholder groups including child-serving community mental health providers, family organizations, state policy makers, and university staff. The goal was that the Competencies  would be the first step in developing a systematic and comprehensive human services development infrastructure. The Competencies were developed using the System of Care Core Values and Principles as the foundation.
There are 7 domains:  Family Driven and Youth Guided Practice: Cultural and Linguistic Competence; Childhood Development and Disorders; Screening, Assessment and Referral; Treatment Planning, Interventions and Service Delivery; Systems Knowledge and Collaboration; and Quality Improvement. 
The competencies are organized for professional staff  by levels of knowledge and skills in each domain. 
There are 3 levels: foundational, intermediary and advanced.
The levels are designed to identify the skill level of practitioners –they are fluid, and not specifically tied to certain formal education and training or position titles. 
A copy of the report can be accessed and a link is provided at the end of this presentation. 






Foundational  
Competency Modules  

 
Cultural & Linguistic Competence 

Foundational Level  
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Presentation Notes
This is one of a series of modules designed to support the development of core competencies in the children’s behavioral health workforce. 



Cultural & Linguistic Competence 

Amy Parece-Grogan, M.Ed. 
Behavioral Health Cultural & Linguistic Competence Coordinator 

Office of Minority Health & Refugee Affairs 
Amy.Parece-Grogan@dhhs.state.nh.us 

603-271-9575 
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Presentation Notes
The module’s introduction ----include presenters name and title, etc. 
Slide represent what will  the learning objectives would be …. 

CREATOR OF THE MODULE WILL PROVIDE A SCRIPT FOR THE PERSON TO DO THE VOICE OVER THAT INCLUDES A BRIEF SUMMARY OF THE MODULE AND THE LEARNING OBJECTIVES AND INTRODUCES THE PRESENTER .

THEN THE PRESENTER WILL DO THE AUDIO ON SLIDE 6 ON GOING….

mailto:Amy.Parece-Grogan@dhhs.state.nh.us
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corresponding website 
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Presenter
Presentation Notes
My name is Amy Parece-Grogan and I am the Behavioral Health Cultural & Linguistic Competence Coordinator for New Hampshire.  I work for the Families & Systems Together (FAST) Forward for Children and Youth project, and the Children’s Behavioral Health Collaborative.  My job is to help all the various partners and stakeholders to infuse Cultural and Linguistic Competence or CLC throughout the entire System of Care.  My contact information will be provided at the end.

Throughout this module many pictures and references are hyperlinked, including the two pages of resources at the end.  So feel free to pause the video, click on a link, and explore that topic further.  




Many Dimensions of Culture 

Ethnicity 

Race Language 

Socio-
Economic 

Status (SES) 
Geography 

Spirituality 
Sexual 

Orientation 

Presenter
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Let’s start by briefly considering the many dimensions of culture -- this graphic represents just a few such as gender, spirituality or religion, and sexual orientation.  

Culture helps to shape the way we experience the world, make decisions, and relate to one another.  

Because of the importance culture plays in an individual’s identify, the behavioral health world must be appropriately prepared to be able to provide high quality services and therapeutic interventions – which means being culturally and linguistically competent, both as individuals and as institutions or organizations.

Thus Cultural and linguistic competence is a core competency of New Hampshire’s Children’s Behavioral Health Collaborative and a core value of the System of Care.  

Let’s consider the many elements of culture for NH - What do we know about geography, SES and spirituality or religion for the state overall?








Many Dimensions of NH 
• Geography 

– Coos County:  18 people per square mile 
– Hillsborough County:  457 people per square mile 
 

• SES / People living in poverty 
– NH:  8% 
– Cheshire County:  11%  
– Rockingham County:  5% 
 

• Spirituality/Religion 
– Catholic: 29% 
– Mainline Protestant: 23% 
– Unaffiliated: 26% 

(http://religions.pewforum.org/maps) 

Presenter
Presentation Notes
New Hampshire can look quite different when looked at by different factors.
With regards to geography, the northern part of the state is rural, while the southern part is more populated.  In fact, the difference here is multifold.  While Coos County’s population density is 18 people per square mile, Hillsborough County’s population density is 457 people per square mile – that’s 25 times as many people. 

Overall in New Hampshire, 8% of our residents live below the poverty level.  That percent rises to 11% in Cheshire County and drops to 5% in Rockingham County.

For spirituality or religious identity; 29% percent of NH identifies as Catholic and 23% identifies as Mainline Protestant.  A little over ¼ of NH’s population is unaffiliated with a religious tradition.  

Another, often more visible, element of culture is race and ethnicity.  Let’s consider together the racial and ethnic demographic make-up of New Hampshire.  

http://religions.pewforum.org/maps
http://religions.pewforum.org/maps


New Hampshire is Changing 

Minorities produced   

50%  

of NH’s gain from 
2000-2010 

Minorities represent 

8%  
of NH’s population 

Presenter
Presentation Notes
The demographics in NH have been changing.

The Carsey Institute summarizes the racial/ethnic demographics trends as follows:
Racial/ethnic diversity is increasing
That diversity is spatially concentrated
And diversity is increasing from youngest to oldest

In fact, for the state overall, racial and ethnic minorities produced 50% of our state’s population gain from 2000 to 2010.  
And racial/ethnic minorities made-up 8% of the state’s population in 2012, up from 4.9% in 2000.

Manchester and Nashua are our more diverse urban centers – with Manchester at 18% minority and Nashua 21% in 2010.




http://www.carseyinstitute.unh.edu/publications/Report-Johnson-Demographic-Trends-NH-21st-Century.pdf


NH’s Growing Diversity 
Percent minority by  
census tract 2010 

Percent minority under 18  
by census tract 2010 

Presenter
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The geographic concentration is very evident in these maps which reveal varying levels of diversity, with the highest concentration in our urban centers.

In 2010, Manchester was 18% minority and Nashua was 21% minority. 

What may be surprising is that there are currently census tracts in our state that are over 40% minority.

This is even more pronounced among our under 18 population, reflected in the figure on the right, where we see even more areas of higher diversity.



NH’s Minority Population 

Source: 2010 Census 
Analysis: K.M. Johnson,  
Carsey Institute, UNH 

Children, under 18 Adults, 18 and over 

"Other" category includes individuals who report more than one race. 

12.2% minority 6.3% minority 

Presenter
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This slide also summarizes New Hampshire’s higher diversity in our youth.  

Remember, the state as a whole was about 8% minority.

You’ll notice that youth minority population is just about double that of the adults.  

http://www.carseyinstitute.unh.edu/publications/Report-Johnson-Demographic-Trends-NH-21st-Century.pdf
http://www.carseyinstitute.unh.edu/publications/Report-Johnson-Demographic-Trends-NH-21st-Century.pdf
http://www.carseyinstitute.unh.edu/publications/Report-Johnson-Demographic-Trends-NH-21st-Century.pdf


 NH’s Minority Population is Young 

New Hampshire Population (White Alone, Not Hispanic)
Source: 2010 Census
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Finally, it’s important to understand that not only is the state becoming more racially and ethnically diverse.
The minority population is both young and growing.  
These population charts demonstrate the older white non Hispanic population (on the left), compared to the minority population (on the right) who are younger and of child-bearing age.
This has implications for our educational and behavioral health systems.



NH’s Public School Enrollment 
State-Wide 

American Indian or Alaskan Native
Asian or Pacific Islander
Hispanic
Black, non-Hispanic
White, non-Hispanic
Multi-Race

Manchester 
American Indian or Alaskan Native
Asian or Pacific Islander
Hispanic
Black, non-Hispanic
White, non-Hispanic
Multi-Race

(New Hampshire Department of Education, 2012) 

12% Minority 
33% Minority 

Presenter
Presentation Notes
In fact, during the 2012-2013 school year the New Hampshire Department of Education reported that the percent of enrolled minorities was almost 12%; with Manchester’s and Nashua’s minority population at 33%.

http://www.education.nh.gov/data/attendance.htm
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So this module is titled Cultural and Linguistic Competence.

It’s about understanding your journey towards becoming more culturally competent as an individual, and about steps you can take for your organization to become more culturally effective and capable of providing Culturally and Linguistically competent care to clients.

Let’s start with a definition of cultural and linguistic competence.  



What is Cultural & Linguistic 
Competence (CLC)? 

• Cultural competence is "the integration of knowledge, 
information, and data about individuals and groups of 
people into clinical standards, skills, service approaches and 
supports, policies, measures, and benchmarks that align 
with the individual's or group's culture and increases the 
quality, appropriateness, and acceptability of health care 
and outcomes” (adapted from Cross et al., 1989).  

 
• Linguistic competence is "the capacity of an organization 

and its personnel to communicate effectively, and convey 
information in a manner that is easily understood by diverse 
audiences including persons of limited English proficiency, 
those who have low literacy skills or are not literate, and 
individuals with disabilities” (Goode & Jones, 2004). 
 
 
 

Presenter
Presentation Notes
Read slide



I. Engagement & Communication  

Presenter
Presentation Notes
I find it helpful to think of cultural and linguistic competence as a provider’s ability to engage and respond effectively to the needs of each child, youth, and family.  The authenticity of the clinical interaction can only occur when paying attention to the client’s unique culture.  It is committing to appropriately and effectively interacting with people of different races, ethnicities, and languages.  You cannot have a real interaction without attending to culture.  

http://www.lssne.org/getdoc/960a52e5-df93-4c3d-b197-e1e25a360abf/LSS-I-Speak-poster2.aspx


I. Engagement & Communication 

• Demonstrate respectful & sensitive responses 
given unique culture 

• Engage based on unique life experiences 
• Resources value cultural & linguistic diversity 
• Appreciate cultural & linguistic diversity 
• Participate in various cultural traditions 

Presenter
Presentation Notes
To be successful we must demonstrate respectful & sensitive responses to youth and families given their unique culture.  We need to validate and engage youth and families based upon their unique life experiences.  It is our job to develop and provide resources that value cultural & linguistic diversity.  Brochures and flyers posted in multiple languages, bi-lingual staff, and interpretation services will help to open and retain lines of communication.  Demonstrating appreciation for a client’s cultural & linguistic diversity in all aspects of practice truly helps to engage them in the therapeutic process.  Finally, it is fun, educational and beneficial to the therapeutic relationship to participate in various cultural traditions with the populations you serve.   



II. English Language Learners (ELL)/ 
Limited English Proficiency (LEP) 

• Recognize youth’s and family’s need for 
communication access: 
–  Interpreters (for verbal communication) 

• Interviews 
• Meetings 

– Translators (to translate written material into 
preferred language) 

• Core/Vital documents 
• Informational brochures 

 

8%  
of NH’s population 

speak a language other 
than English at home 

Presenter
Presentation Notes
We refer to people learning English as English Language Learners (ELL) or persons with Limited English Proficiency (LEP).  It’s important to keep in mind that often times English is not a person’s second language; it may actually be the fourth or fifth language that he or she is trying to master.  The term ELL is commonly used when referring to youth, whereas the term LEP is a more universal term.  When we are working with LEP clients it is our responsibility to recognize the need for an interpreter.  The goal is to communicate effectively and understand each other.  

I also want to take a moment to distinguish between interpreters that provide verbal communication access whether it be in person or over the phone, and translators who provide written communication access by translating a document from English to the client’s preferred language.  

According to the US Census Bureau, 8% of New Hampshire’s population speak a language other than English at home.  As the service provider, it is your responsibility to recognize the need for interpretation services and arrange to have interpretation for all encounters – whether in-person or over the phone.  

Also, be sure to be aware of all the points of contact that you have with youth and families when you think about interpreter and translator services. This means… 




Points of Contact 
Initial point of 

contact & appt. 
scheduling 

Preparation for the 
visit 

Entering & 
navigating the 

community health 
center 

Registration 

Waiting in the lobby Assessment & 
clinical encounter 

Discussion & 
referrals 

Diagnosis & 
explanation of 

treatment 

Billing Pharmacy Reminders & follow-
up communication Client feedback 

Presenter
Presentation Notes

…consider the multiple points of contact you or other staff in your organization have with clients, and the importance of cultural and linguistic competence at each point.  

I’m sure you and your organization can add to this map.



II. Low Literacy Skills 

• Recognize youth’s and/or family’s level of 
literacy and aim to use language that is easily 
understandable 
– Material should be written at a 6th grade level 
– Utilize auditory ways of communicating 

35% 
of our population has 

inadequate or marginal 
functional literacy 

(Williams, MV; Parker, RM et al. 1995) 

Presenter
Presentation Notes
Persons with low literacy skills have a below average capacity to obtain, process, and understand basic health information.  35% of our population is categorized as having inadequate or marginal functional literacy.   

We need to recognize our client’s level of literacy and meet them where they are at.  We should aim to produce all written material at a 6th grade reading level, and we should utilize auditory ways of communicating as well.  




Health Literacy Learning Toolbox 

Presenter
Presentation Notes
The Disparities National Coordinating Center has a Health Literacy Learning Toolbox that has a great list of resources to address issues of health equity. This Toolbox focuses on health literacy as an important determinant of health outcomes. It includes a quick primer on health literacy, and provides links to a set of freely available articles, tools, and resources. 

http://www.cmspulse.org/resource-center/tools/health-literacy/documents/Health_Literacy_Toolbox.pdf


III. Social Justice 

• Understand the different types of barriers that 
youth and families may face and how those 
barriers relate to their views of behavioral 
health 

Presenter
Presentation Notes
Social justice is based on notions of equality and equal opportunity.  We must work to understand and acknowledge the historical disadvantages and marginalization that minority populations have encountered, barriers that youth and families perceive they face, and how those barriers relate to their views of behavioral health.



Rationale for CLC 
1. To respond to current and projected demographic 

changes in the U.S. 
2. To eliminate longstanding disparities in the 

health status of people of diverse racial, ethnic, 
and cultural backgrounds 

3. To improve the quality of services and health 
outcomes 

4. To meet legislative, regulatory and accreditation 
mandates 

5. To gain a competitive edge in the marketplace 
6. To decrease the likelihood of liability/malpractice 

claims 
 (The National Center for Cultural Competence) 

Presenter
Presentation Notes
People have explored the rationale for CLC and now we know there are many reasons to provide culturally and linguistically appropriate services.  

For some, it may be to respond to current and projected demographic changes in the U.S.,  to eliminate longstanding disparities in the health status of people of diverse racial, ethnic, and cultural backgrounds, or to improve the quality of services and health outcomes.  While for others it may be to meet legislative, regulatory and accreditation mandates, to gain a competitive edge in the marketplace, or to decrease the likelihood of liability/malpractice claims.  The bottom line is cultural and linguistic competence improves the quality of services.  

We briefly learned about item number 1, now we are going to discuss numbers 4,3, and 2.  

http://nccc.georgetown.edu/foundations/need.html


States Requiring CLC Training  
of Health Professionals 

 
• Connecticut 
• New Jersey 
• New Mexico 
• California 

 
• Oregon 
• Washington 
• Maryland 

www.thinkculturalhealth.hhs.gov/Content/LegislatingCLAS.asp 

(strongly recommended) 
 

Presenter
Presentation Notes
A number of states have proposed or passed legislation pertaining to cultural competency training for one or more segments of their state's health professionals. At least six states have moved to mandate some form of cultural and linguistic competency for either all, or a component of its health care workforce.

https://www.thinkculturalhealth.hhs.gov/Content/LegislatingCLAS.asp


Accreditation Guidelines 

Presenter
Presentation Notes
Accreditation organizations, like the National Quality Forum and the Commission on Accreditation of Rehabilitation Facilities, are developing equity measures and culturally competent care standards and requirements to assure the delivery of culturally and linguistically appropriate health care services.  These standards apply to behavioral health services as well.  

http://accreditationreadiness.com/carf-resources-1/cultural-competency-and-diversity-planning
http://www.qualityforum.org/Publications/2009/04/A_Comprehensive_Framework_and_Preferred_Practices_for_Measuring_and_Reporting_Cultural_Competency.aspx


Association Guidelines 

Presenter
Presentation Notes
Professional associations are issuing guidelines of their own on these topics.

The National Association of Social Workers has Indicators for the Achievement of their Standards for Cultural Competence in Social Work Practice and the American Psychological Association has Guidelines for Providers of Psychological Services to Ethnic, Linguistic, and Culturally Diverse Populations.

http://www.apa.org/pi/oema/resources/policy/provider-guidelines.aspx
http://www.naswdc.org/practice/standards/NASWCulturalStandards.pdf


Association Competencies 

Presenter
Presentation Notes
Cultural and linguistic competence is included in the American Counseling Association competencies, the Psychiatric Mental Health Nurse Practitioner competencies, and it is included in the American Association for Marriage and Family Therapy core competencies.  

http://www.apna.org/files/public/NOPH_COMPETENCIES.pdf
http://www.counseling.org/knowledge-center/competencies
http://www.counseling.org/knowledge-center/competencies
http://www.aamft.org/imis15/Documents/MFT_Core_Competencie.pdf


What’s Your Association Saying??? 

“Addressing cultural diversity, human rights, disparities and social and 
economic justice constitutes a core component of the social work 
curriculum and practice.”  - Elizabeth J. Clark, PhD, ACSW, MPH 
       Executive Director, National Association of Social Workers 

“Psychologists exercise reasonable judgment and take precautions to 
ensure that their potential biases, the boundaries of their competence 
and the limitations of their expertise do not lead to or condone unjust 
practices.”       – APA Code of Ethics 

 

“Psychologists recognize that fairness and justice entitle all persons access 
to and benefit from the contributions of psychology and to equal quality in 
the processes, procedures and services being conducted by psychologists.”  
      – APA Code of Ethics 

Presenter
Presentation Notes
So what’s your Association saying?....



CLC Increases Quality 
• The acquisition of multicultural competence: 

– Improves client engagement 
– Improves retention in treatment 
– Enhances development of the therapeutic alliance 

                  (Huey & Polo, 2008, 2010) 
• The absence of cultural understanding: 

– Leads to misdiagnosis 
– Lack of cooperation 
– Poor use of health services 
– Alienation of the adolescent from the system of care 
      (Davis & Voegtle, 1994) 

• Improving quality is linked with addressing disparities 
 

Presenter
Presentation Notes
In our list on the rationale for cultural and linguistic competence, another reason is to improve the quality of services and health outcomes

The acquisition of multicultural competence and the adaptation of psychotherapy, whether in content, language, or approach, can improve client engagement and retention in treatment and can enhance development of the therapeutic alliance.  Failure to understand the cultural background of adolescents and their families can lead to misdiagnosis, lack of cooperation, poor use of health services, and general alienation of the adolescent from the system of care.  Cultural competence is critical in achieving good health and well-being.




Mental Health Disparities 

• A disparity is a difference between two 
populations of people in prevalence, access, 
diagnosis, quality of care, and treatment of an 
illness not justified by differences in health or 
preference. 

      (Adapted from the Minority Health & Health Disparities Research & Education Act, 2000) 

 
• SAMHSA’s focus is on difference in access, 

use, and outcomes in grant programs. 
   (Substance Abuse & Mental Health Services Administration Webinar, 2013) 

 

Presenter
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Finally, addressing longstanding disparities is an additional compelling reason for becoming culturally and linguistically competent.

Mental health disparities exist and need to be addressed in order to improve the quality of care and services provided to minority populations.  Populations can be defined by factors such as race or ethnicity, gender, education or income, disability, geographic location (e.g., rural or urban), or sexual orientation. 



Unmet Need for Mental Health 
Treatment by 3 Months 

“Among children with unmet need, significant disparities in 
initiation of an episode of mental health care were found, with 
whites approximately twice as likely as blacks and Latinos to 
initiate care.” (Racial/Ethnic Disparity Trends in Children’s Mental Health Care Access and 
Expenditures from 2002 to 2007, 2013) 

Presenter
Presentation Notes
Disparities in mental health are just as dangerous and debilitating as in any other chronic disease.  This graph depicts the unmet need for mental health treatment.  
Read quote.
Research indicates that disparities exist in access and use of mental health services.  
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feel like you matter to people? 

2013 NH Youth Risk Behavior  
Survey Results 

NH Youth Risk Behavior Survey, 2013 

Presenter
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In addition to differences in access, use, and outcomes of health care services, we can see disparities in peoples’ perceptions of their community and neighborhood environments with a potential impact on their education and emotional well-being.  

When NH youth were asked if they felt like they mattered to people in their community only 1/3 of Latinos agreed; compared with almost half of the white, non Hispanic population

http://www.education.nh.gov/instruction/school_health/documents/nhyrbsdetailtables.pdf
http://www.education.nh.gov/instruction/school_health/documents/nhyrbsdetailtables.pdf


2013 NH Youth Risk Behavior  
Survey Results 
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Presenter
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Four times as many minority youth, as compared to white non Hispanic, did not attend school because the felt they would be unsafe.  

http://www.education.nh.gov/instruction/school_health/documents/nhyrbsdetailtables.pdf
http://www.education.nh.gov/instruction/school_health/documents/nhyrbsdetailtables.pdf


 New Hampshire Youth Risk Differs 
by Race and Ethnicity 

Did not go to school because felt would be unsafe at school or on the way 
to or from school.
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Source: New Hampshire Youth Risk Behavior Survey, 2011
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Here are youth responses to the same question in a different year.  You can see that the minority response is broken out further by race and ethnicity. 

We need to listen and respond to what New Hampshire children are telling us.  The community and environmental impact on various cultures can be revealed by stratifying the data by race and ethnicity.  



Race, Ethnicity, and Language  
(REaL) Data 

Presenter
Presentation Notes
Now let’s consider the importance of data.
In order to be able to identify disparities, we need to be able to stratify the data we have, to be able to review outcomes for different populations.  

This means you need to ask people to identify their race and ethnicity so it is part of your client’s demographic profile.  
You need to ask what is the preferred language for their clinical encounter, so that you can be prepared to provide language access, or an interpreter, at the time of the visit.

You can then use your REaL (that’s Race, Ethnicity, and Language) data to analyze your outcomes to identify disparities, and then influence decision making for quality improvements.



How to Ask the Questions 

"We want to make sure that all our patients get the best care possible. 
We would like you to tell us your racial/ethnic background so that we 
can review the treatment that all patients receive and make sure that 
everyone gets the highest quality of care." 

Presenter
Presentation Notes
Collecting REaL data is new to us in New Hampshire.  
The Health Research and Educational Trust Disparities Toolkit team produced a disparities Toolkit. The Toolkit is a Web-based tool that provides information and resources for systematically collecting race, ethnicity, and primary language data from clients. Here you can see they provide scripts to help guide you through the process of collecting this data.  


http://www.hretdisparities.org/Howt-4176.php


Ethnicity & Race 

Presenter
Presentation Notes
There are best practices or standards for how to collect data on race and ethnicity.

Section 4302a of the Affordable Care Act describes the latest data collection standards for ethnicity, race, sex, primary language, and disability.  

Ethnicity should always be asked first, and then race.  

One or more response category may be selected.  



Language 

Presenter
Presentation Notes
And here is the standard for collecting data on language.  

Remember, having a clinical encounter is a more complex interaction than checking out at the grocery store or conducting a bank transaction.
While some limited English proficient people may be fairly conversant in regular social situations, a therapy session introduces constructs and terminology that may be new for the client.  The client may be more anxious and have a difficult time understanding these new concepts to be able to fully benefit therapeutically from the encounter.  

Thus, it is important to identify the client’s preferred language for the services you will be providing.  
Once you have learned that, you should make a note or create a flag in your database if an interpreter is needed for encounters with that client.  



IV. Best Practices 
• Increase personal 

knowledge of culturally 
responsive practice  

• Understand limitations of 
commonly used behavioral 
health practices 

• Identify priorities, 
strengths, and needs of 
youth and family 

• Utilize interventions that 
are appropriate to the 
youth’s and family’s culture 

Half 
full! 

Half 
empty! 

Twice as  
big as it 
needs to be! 

Who cares? I 
don’t even 
like water! 

Presenter
Presentation Notes
It’s important to use best practices in our work; some are listed here.

Best practices for cultural and linguistic competency start with you assessing, evaluating, and understanding your own personal biases.  We need to be aware of the personal beliefs we bring into the room when meeting with youth and develop a personal action plan to stop and remember: “This is my way of looking at the world and this particular situation, and may not prove useful for this youth.”  

This list is in regard to an individual’s interaction with a client.  Addressing organizational policies is also a best practice.



CLC is not a piece 
of the puzzle. 

It’s the 
GLUE! 

CLC is Best Practice 

Presenter
Presentation Notes
Cultural & linguistic competence is not a piece of the puzzle; even if you view it as the piece that holds everything else together.  CLC is the puzzle glue.  It is a layer to every individual and every department that is intended to strengthen the organization as a whole and better serve our changing community.  



Elements of a Culturally  
Effective Organization 

 
• Workforce diversity 
• Value diversity 
• Cultural Competence trainings for all staff 

on a regular basis 
• Assessments on a regular basis 
• Community engagement 
• Language access 
• REaL data collection 
• Organizational policies 

(combined National Center for Cultural Competence &  National Quality Forum) 

Presenter
Presentation Notes
There are various elements that are listed here that contribute to an organization being able to serve clients effectively with regards to cultural and linguistic competence.

Culturally & linguistically effective organizations have a defined set of values, principles, guidelines, and policies.  These organizations have a diverse workforce that is reflective of their community and they demonstrate behaviors and attitudes that value diversity.  All staff work on improving their cultural competency; trainings are offered on a regular basis to help individuals recognize their personal biases.  Organizational assessments are also conducted on a regular basis, and are used to evaluate where your agency is at and develop your next steps in your action plan.  Culturally effective organizations engage the community in decisions and evaluations.  They provide language access and collect data on race, ethnicity, and language so that they can identify and address disparities and improve quality.  These are the elements that we strive to incorporate into organizational policies.  

http://www11.georgetown.edu/research/gucchd/nccc/
http://www.qualityforum.org/Home.aspx


(http://captus.samhsa.gov/access-resources/culturally-competent-organizations) 

SAMHSA states that culturally 
effective organizations: 

1. Continually assess their organizational 
diversity 

2. Invest in building capacity inclusion 
3. Incorporate community culture and diversity 
4. Implement prevention strategies 
5. Evaluate the incorporation of cultural 

competence 
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The Substance Abuse and Mental Health Services Administration states that culturally effective organizations:

Conduct a regular assessment of members’ range of values, beliefs, knowledge, and experiences within the organization that would facilitate working with diverse communities.  
These organizations have policies, procedures, and resources that facilitate the ongoing development of cultural competence and inclusion.  The organization is willing to commit the resources necessary to build or strengthen relationships with groups and communities.  Members are representative of the community population.  
They collaborate with other community organizations, and organization members are involved in supportive relationships with other community groups.  The organization is seen as a partner by other community organizations and members. 
Community members and organizations have had an opportunity to create and/or review audiovisual materials, public service announcements, training guides, printed resources, and other materials to ensure they are accessible to, and attuned to their community population.
Lastly, culturally competent organizations have a regular forum for a wide variety of community members to provide both formal and informal feedback on the impact of interventions in their community.



http://captus.samhsa.gov/access-resources/culturally-competent-organizations


 
 (Ensuring Cultural Competency in New York State Health Care Reform 2012)  

Benefits to Culturally &  
Linguistically Effective Care 

Access, Engagement, Retention  
• Active outreach and enrollment  
• Improved engagement, adherence, retention in care  

 
Quality  

• Improved outcomes of care  
• Improved patient-provider communication  
• Reduced risk of medical errors and malpractice  

 
Cost  

• Bilingual clinicians shown to result in lower costs  
• Culturally adapted interventions associated with 

benefits that outweigh costs  
• Reduced provision of unnecessary services 
• Reduced malpractice risk  

Presenter
Presentation Notes
There are many benefits to providing culturally and linguistically effective care.  Access, engagement, and retention is improved.  When youth feel they are welcome and appreciated they are more likely to engage in services and stay connected.  Improvement is seen in the quality of care as well as the outcomes that result from the improved care.  Overall costs of services are reduced because clients are assessed, diagnosed, and treated appropriately upon their first encounter with providers.  

http://ssrdqst.rfmh.org/cecc/sites/ssrdqst.rfmh.org.cecc/UserFiles/Ensuring%20Cultural%20Competency%20in%20New%20York%20State%20Health%20Care%20Reform.pdf


Start with an Assessment 

Presenter
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So where do we start?  An assessment is a great place to start both on the individual level and the organizational level.  If you visit the National Center for Cultural Competence website you will find all different types of assessments.  

http://nccc.georgetown.edu/resources/assessments.html
http://nccc.georgetown.edu/resources/assessments.html


Need a Blueprint? 
 

Implement and adhere to the National 
Culturally and Linguistically Appropriate 
Services (CLAS) Standards 
 

 Outlines steps for organizations to take 
 Key Title VI guidance, but applicable to all 

types of communication assistance (e.g., 
deaf, hard of hearing, blind, low vision, 
limited English proficient) 

 Provides Americans with Disabilities Act 
Compliance 

 Employed by all members of an 
organization 

 Regardless of size 
 At every point of contact 

Presenter
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Work with your organization to implement The National Culturally and Linguistically Appropriate Services Standards, also known as CLAS Standards.  These standards outline steps to help you improve the quality of care you provide on an individual level as well as an organizational level. Four of the 15 standards assist you with compliance to Title VI of the Civil Rights Act.  All human and social services are included in the CLAS Standards description of health and health care. 

The US Department of Health and Human Services Office of Minority Health provides a Blueprint for Advancing and Sustaining CLAS Policy and Practice.  A link to this blueprint is provided here.

https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf


The National 
CLAS 

Standards 

Presenter
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The CLAS Standards were designed for all health serving entities; the Office of Minority Health uses a very broad definition.  All human and social services are included in the CLAS Standards description of health and health care. Here is the complete list of all 15 standards, and here is a section from page 10 of the blueprint describing the intended audience.  

https://www.thinkculturalhealth.hhs.gov/Content/clas.asp
https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf
https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf


Another way to think of CLAS? 

Da
ta

 
Partner w/ community 
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Here’s an example of culture showing itself – I’m using my own assumptions of someone inviting guests over their house…

Let’s use a house as a visual graphic to help us understand CLAS standards.  The Principal Standard is the roof and frame –it supports all the other standards.  The Principal Standard states: Provide effective, equitable, understandable and respectful quality care and services that are responsive to diverse cultural health beliefs and practices, preferred languages, health literacy and other communication needs.  

The foundation is where we advance, recruit, and educate leadership and workforce through policy, practices, and allocated resources. Next, we have to look outside our house.  Think about how you welcome someone to your house. You inform them of your street number and provide them with understandable directions to your house – CLAS states to inform all individuals of the availability of language assistance and provide easy to understand materials in languages commonly used by the populations you serve.   

When you have a guest visit your house you offer refreshments and ensure that you stocked the refrigerator.  CLAS asks that you offer language assistance and ensure the competence of your workforce.  Just like in your home you have house rules and goals, CLAS states that you should have policies and goals.  And just like you enjoy renovating and updating your house, CLAS asks that you conduct regular on-going assessments and collect current demographic data.  

Your conflict-resolution processes and your progress in implementing and sustaining CLAS standards are represented by the windows on the house because you want these standards to be transparent.  Lastly, your deck represents where you partner with the community to design, implement, and evaluate policies, practices, and services.  Think of CLAS Standards as the hospitality and class that you provide when a guest visits you in your home.  



 
 

Examining 
values 
and 
beliefs 

Developing  
and applying 
an inclusive 
approach to 
heath care 
practice 

Recognizing 
the context 
and 
complexities 
of provider-
patient 
interactions 

Preserves the 
dignity of 
individuals, 
families and 
communities 

CCCE Committee report: http://www.oregon.gov/oha/oei/pages/cultural-competency-education-committee.aspx  

When are we competent? 

Presenter
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So when are we culturally and linguistically competent? It’s a life-long process.  

Cultural and linguistic competence is a continuous process of self and organizational assessments in comparison with our changing demographics.  It is work that as professionals in the behavioral health field we need to continually be engaged in. We like to think of cultural competency on a continuum in which everyone has room for growth and learning. 

http://www.oregon.gov/oha/oei/pages/cultural-competency-education-committee.aspx


Resources 
 

• National Center for Cultural Competence - Assessment 
– http://nccc.georgetown.edu/documents/ncccorgselfassess.pdf 

• Office of Minority Health 
– http://www.minorityhealth.hhs.gov/templates/browse.aspx?lvl=1

&lvlID=3 
• Think Cultural Health 

– https://www.thinkculturalhealth.hhs.gov/ 
• A Blueprint for Advancing & Sustaining CLAS Policy and Practice 

– https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStan
dardsBlueprint.pdf 

• Substance Abuse & Mental Health Services Administration (SAMHSA) 
– http://captus.samhsa.gov/prevention-practice/strategic-

prevention-framework/cultural-competence 
 

Presenter
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Here are a few resources to help guide your organization in creating and/or updating culturally and linguistically appropriate services.  Remember that an assessment is great place for you and your agency to begin this work.

http://nccc.georgetown.edu/documents/ncccorgselfassess.pdf
http://www.minorityhealth.hhs.gov/templates/browse.aspx?lvl=1&lvlID=3
http://www.minorityhealth.hhs.gov/templates/browse.aspx?lvl=1&lvlID=3
https://www.thinkculturalhealth.hhs.gov/
https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf
https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf
http://captus.samhsa.gov/prevention-practice/strategic-prevention-framework/cultural-competence
http://captus.samhsa.gov/prevention-practice/strategic-prevention-framework/cultural-competence


Resources 
• National Association of Social Workers Code of Ethics 

– http://socialworkers.org/pubs/code/code.asp 
• American Psychological Association 

– http://www.apa.org/ethics/code/index.aspx 
• Substance Abuse & Mental Health Services Administration 

(SAMHSA) 
– http://captus.samhsa.gov/prevention-practice/strategic-

prevention-framework/cultural-competence 
• National Technical Assistance Center for Children’s Mental Health 

– http://gucchdtacenter.georgetown.edu/about.html 
• Technical Assistance Partnership for Child & Family Mental Health 

– http://tapartnership.org/COP/CLC/ 
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And here are some more resources listed for your convenience.

http://socialworkers.org/pubs/code/code.asp
http://www.apa.org/ethics/code/index.aspx
http://captus.samhsa.gov/prevention-practice/strategic-prevention-framework/cultural-competence
http://captus.samhsa.gov/prevention-practice/strategic-prevention-framework/cultural-competence
http://gucchdtacenter.georgetown.edu/about.html
http://tapartnership.org/COP/CLC/


Credits: 
 

Amy Parece-Grogan, M.Ed. 
Behavioral Health Cultural & Linguistic Competence Coordinator 

Office of Minority Health & Refugee Affairs 
Amy.Parece-Grogan@dhhs.state.nh.us 

603-271-9575 
 

Trinidad Tellez, MD 
Director, Office of Minority Health & Refugee Affairs 

NH Department of Health and Human Services 
 

Introduction by Deborah Davidson, NAMI NH 
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Thank you for taking time out of your schedule today to learn about what it means to be culturally and linguistically competent.  Please feel free to contact me with any questions you may have.

mailto:Amy.Parece-Grogan@dhhs.state.nh.us


Thank You! 
The NH Children’s Behavioral Health  
Core Competencies and this module   
are made possible through grant funding  from  
• The Endowment for Health 
•  F.A.S.T. Forward, a SAMHSA grant awarded to 

the NH Department of Health and Human 
Services and   

• the work of many people who are passionate 
about helping children, youth and families. 

Presenter
Presentation Notes
THIS GOES AT THE END OF THE MODULE…
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