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The mental health needs of ethnic minorities in the United States have been, and continue to be, grossly underserved. The available assistance often did not answer the pressing needs of those being served.  At their inception in the 1970's, the National Institute of Mental Health (NIMH) Minority Fellowship Programs (MFPs) were to create a nucleus of ethnic minority mental health practitioners trained at the doctoral level and equipped to provide leadership, consultation, training, and administration to those public mental health agencies and organizations particularly concerned with the development and implementation of programs and services for ethnic minority clients and communities.  The Minority Fellowship Programs have succeeded in educating many more professionals and in producing leaders in mental health services. The needs of ethnic minority populations for appropriate programs, however, increase. Therefore, this 20th anniversary of the Minority Fellowship Programs should be observed with an expansion of support for these projects. 

In 1973, the Center for Minority Mental Health at the National Institute of Mental Health (NIMH) was alarmed by the lack of mental health professionals who could help an increasing racial/ethnic and culturally diverse population, with ever expanding needs for mental health services and research.  Many of the problems faced by this population could best be addressed by ethnic minority mental health providers and researchers, and only a small cadre of these profes-sionals was in place.  In 1973, the Center for Minority Mental Health invited the American Sociological Association (ASA) to submit a grant proposal to support doctoral level training of ethnic minority sociologists; and in 1974, a small training grant was awarded by NIMH to ASA to support this training.

The experiment quickly expanded as invitations to submit train-ing grants were extended to the core mental health professions of psychiatry (American Psychiatric Association), nursing (American Nurses Association), social work (Council on Social Work Education), and psychology (American Psychological Association).  Each did with enthusiasm, and thus began what has been the most consistent, focused, and effective national program to train ethnic minority mental health providers and researchers. 

The multicultural composition of the United States population creates the need for sensitivity to ethnic differences whether in law enforcement, medical treatment, or the delivery of mental health services. One's culture has a specific influence on the definition of illness and the selection of specific forms of treatment.  Psychologists, nurses, social workers, and psychiatrists needed to be trained to be aware of and to use these cultural difference to treat mental illnesses.

Minority mental health care providers are most able to effectively take into account cultural diversity as well as mental health/illness factors.  This aspect of treatment is needed because without adequate intervention, those persons who suffer from mental illness in minority communities will continue to be, at best, recipients of marginal clinical services that are not culturally relevant, sensitive, or clinically appropriate. 

Minority communities in this country are riddled with the problems of inadequate education and early school dropout, dysfunctional families, violence, substance abuse, and teenage pregnancy. These difficulties are caused and/or exacerbated by poverty within most of these communities.  Add to that the absence of mental health services and bad situations are made worse. 

Drug abuse is one of the most pressing health/social problems plaguing America today.  It is multigenerational and affects all races, ages, and communities. (Chasnoff, 1990).  Health professionals, communities, and families have mobilized in an attempt to alleviate or prevent substance abuse problems, particularly where youth are concerned. 

According to recent studies, certain characteristics make some groups more at risk for alcohol and/or drug abuse.  Race or ethnicity alone does not constitute an increased risk for drug or alcohol abuse.  However, when race is combined with poverty, high exposure to drug use behavior, poor self-image, high unemployment, poor academic achievement or a lack of parenting skills, a synergistic effect occurs (Gross & McCaul, 1991).  African-Americans, for example, with chronic illness such as sickle cell anemia, have higher incidence of substance abuse.  Schizophrenia and depression are frequently intertwined with substance abuse.  Co-morbidity compounds the illness making interventions more difficult.   This combination of factors may have a cumulative effect and increase the risk of substance abuse in minority youth and families.  

The Minority Fellowship Programs are models for training support and for integrating the many different disciplines that need to be a part of the solution to the mental health services needs of under-served communities.  These specialists have a unique, unrecognized role of being the "primary care providers" for these communities.  The MFP graduates have contributed significantly to an improved quality of life for many patients within the minority community who suffer from mental illness.  Absent their continuing contributions, there would be an increase in the cost of care for treatment and rehabilitation and a declining number of people who offer adequate services for those who suffer from mental illness.

he Minority Fellowship Programs were created and supported to deal with three objectives of the National Institute of Mental Health concerning minority mental health care:
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the pool of ethnic minority doctorally trained mental health professionals and ADVANCE \d0

researchers, 
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A recognized need for expanded research in ethnic minority mental health.
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The numbers of clinically trained fellows are impressive:  184 minority psychiatry residents; 349 psychologists graduated, 175 funded and now in training; 61 nurses graduated, 126 funded and currently in training; and 67 social workers graduated, 128 funded, 10 in training, and 31 working on dissertations.  The careers pursued following the training are equally noteworthy.  

Recognized by the American Psychological Association were an Asian alumna for her outstanding research on the psychological impact of the Japanese-American internment during WW II and a Black alumnus for his work in both understanding public policy's effects on minority families and the development of more useful programs to serve low-income and minority populations. 

Among the MFP psychiatrists, a Hispanic alumnus is Chief of the Inpatient Drug Dependency Treatment Unit at the New Orleans VA Hospital; an American Indian alumna established an effective sub-stance abuse program on a Navajo reservation in New Mexico while employed by the Indian Health Service; and a Black alumnus was the Director of Forensic Services in the Department of Mental Health of Connecticut and CEO at the Whiting Forensic Institute.  He is now a Deputy Medical Director and Director of the Office of Psychiatric Services and Minority/National Affairs at the American Psychiatric Association.

All graduates of the Nurses MFP work in areas that serve ethnic minorities and high risk populations in urban and rural areas.  More than half of the Clinical Fellows are in academia and actively recruit minority undergraduates for psychiatric/mental health services.

The MFP social workers include the dean of a graduate school of social work, five directors of social work programs at the under-graduate level, and two administrators of mental health and substance abuse services.

The MFPs, housed centrally in each of the core professional associations, are directed by recognized scholars and leaders in the field who hold senior level positions within their organizations and are endorsed by the association's leadership.  This visible administration has been a cornerstone of the outreach and program success that has been achieved.  These programs have provided consistent and focused leadership, national visibility, and training support for ethnic minority mental health professionals. 

In carrying out the Minority Fellowship Programs, each professional organization has had many successes.  The fellowship programs have produced many mental health practitioners who lead, consult with, train, or administer public mental health agencies and organizations.  These MFP graduates, in addition, have helped their associations expand their outlooks and address minority issues; they have met and exceeded expectations.

The collaboration among the four central mental health disciplines produces a geometric benefit in the training of these professionals. They are the leaders and policy makers, not only about minority issues, but also general mental health issues.  Now there is a large network of ethnic minority mental health professionals who are dealing with the problems of substance abuse, homelessness, violence, AIDS, and dysfunctional families; and they are talking to each other about these dire questions both in terms of helping  minority people and of aiding all who need help.  

Research is critically important to minority mental health programs as well as to other mental health programs.  It can answer all kinds of questions: the kinds of care that are more effective, the ways assistance can be delivered optimally, or who seeks care and who should seek care.  Many Minority Fellows do significant research thus supporting minority concerns and research issues at the same time and for the same dollar. 

The cost of the Minority Fellowship Programs is low compared to the cost of inadequate mental health care resources and unmet needs.  Each program receives approximately $250,000 annually to provide tuition and stipends to trainees.  Trainees in nursing, social work, and psychology receive pre-doctoral traineeship stipends of $8,800 and tuition of $1,800 annually.  Psychiatry has a post-doctoral program with stipends ranging from $18,600 to $32,300 annually, depending on years of experience.

The present investment of approximately $1 million annually to train minority mental health professionals is small when comparing its value and return on investment to the $273 billion dollars (Leonard Davis Institute of Health Economics, 1994) of mental health care costs.  ($91 billion for direct costs of providing services and $182 billion for social accounting costs which include job-related injuries and loss of employment days, hospitalization costs associated with violence, social support services, rehabilitation, incarceration, housing, and the cost of associated human and non-human resources.)  Without continued and increased support for these cost-effective programs, the mental health needs of minority communities increasingly will be underserved. 

The cost of mental health services has risen over the last decade.  Conservative estimates indicate an annual expenditure of 10 percent of the total health care cost or 1 percent of the gross national product (GNP).  This $273 billion dollars ($91 billion for direct costs of providing services and $182 billion for social accounting costs) is a substantial part of health care costs.

Mental health care costs will continue to be an issue in the future.  Currently, 15-20 percent of all adults suffer from a diagnosable mental disorder; 22 percent of all adults develop a mental disorder yearly; 37 percent of alcoholics develop at least one co-occurring mental disorder; and 72 percent of drug abusers will develop alcohol addiction, a mental disorder order, or both.  

For minorities, the realities of mental illness are more discouraging.  Minorities have proportionately higher incidence of conditions, such as addictive behaviors, or conditions with mental health consequences, such as AIDS or violence.  Blacks, who make up 12 percent of the U.S. population, have 27 percent of the reported AIDS cases. Among Hispanics, who compose 8 percent of the U.S. population, there are for 16 percent of AIDS cases (CDC, 1991 as cited in Jemmott & Jones, 1992).

To further illustrate the critical difference in access to mental health care, consider this statistic: in 1989, among whites there was one mental health professional for every 1,170 people; among ethnic minorities, there was one mental health professional for every 3,245 people.  

There were almost three times as many caregivers available to whites as to minorities.  

One proven way to meet the need for mental health services is to increase appropriations to fund the training of minority mental health professionals. Funding for clinical training in FY93 was $2.9 million which is a 73 percent reduction from the 1992 budget of $10.8 million.  During FY94, there was a further reduction of 15 percent, leaving only $2.5 million for clinical training.  Despite the reduction, four Minority Fellowship and other programs were funded. Minority programs received approximately $1 million to support all four programs. When this figure is multiplied by 20 years, for $20 million, the MFPs have produced more than seven hundred mental health professionals, are training several hundred more currently, and have had uncounted but substantial influence on delivery of mental health services to minority communities and programs.

In 1981, Congress required that clinical trainees who received NIMH stipends pay back one month of service of each month of trai-neeship support (except for programs lasting for fewer than 180 days). This requirement continues with the Center for Mental Health Services.  For social work, psychology, psychiatry, and psychiatric nursing, 93 percent of the trainees who have completed training have either completed or are doing their payback service.  An added achievement is that 75-80 percent of the former trainees reporting are working in either public or private nonprofit mental health settings(see table).

*Based on data available as of April 1, 1993

**This category includes those not seeking employment (usually due to raising children), those seeking employment, and retired persons.

Report to Congress on Mental Health Cliniacl Training Program Payback Requirement, Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, Public Health Service, DHHS, June 18, 1993.

Graduates of the Minority Fellowship Programs make up a sub-stantial number of the these trainees.  They have consistently found employment in predominantly minority communities. Salaries for program graduates are comparable to salaries within their fields. 

A 1992 survey showed that recruitment and retention are the two leading workforce problems in the public mental health system.  The Minority Fellowship Programs are making inroads in dealing with shortages of competent professionals to work in the public mental health system.  The payback service mechanism described above has been and continue to be an effective means for getting trained mental health professionals to work in this system.  Many times, the doctor, psychologist, social worker, or nurse continues to practice in the public system after the payback obligation has been met.

For example, Gary Davis, DSW is the Director, Bureau of Indian Health Hospital in Pawnee, Oklahoma; Carmen Vazquez, Ph.D. is the Director of Psychology Internship Training Program at Bellvue Hospital Center in New York City; Dr. Jennie Jo is the Director of the Native American Research and Training Center, University of Arizona at Tucson; and Michelle O. Clark, M.D. is Medical Director  of the Adult Outpatient Service of the West CMHC in San Francisco. 

The Minority Fellowship Programs are structured to use affiliations with the national associations in cost effective ways.  Each association offers funding, visibility, and legitmacy to its MFP program.  The selection processes use the best professionals in graduate and medical schools, the training programs create contact between fellows and august mentors, and the in-house offices champion funding of projects addressing mental health care needs of minorities.

The Minority Fellowship Programs are national in scope and are not limited to a specific facility.  Therefore, the training promotes contact among the fellows and discussion of problems and solutions on a national scale.  The Programs have graduated more than seven hundred mental health professionals who have interests in furthering the care offered to ethnic/minority people.  This professional network is used in dealing with the problems cited earlier.

The MFPs represent the best form of collaboration among the four core mental health disciplines.  They promote both training and practice utilizing collectively the unique insights of psychology, social work, nursing, and psychiatry. Each profession contributes, and all benefit.

An additional reward from MFPs will be the continuation of targeting training in specific areas such as substance abuse or geriatrics.  The Substance Abuse and Mental Health Services Administration (SAMHSA) awarded each MFP $50,000 for training in the treatment of substance abuse last year.  Funds for training in AIDS, violence, etc. will have an already-in-place and functioning program to administer this money appropriately.

Health care in America will be transformed by the same demo-graphic trends sweeping through American society.  The population is aging, the work place is feminizing, and there is increasing ethnic heterogeneity (Friedman, 1991).  The growing number of underserved and underrepresented citizens and immigrants, often ethnic minorities, create an increase demand for specifically designed health care services, particularly psychiatric/mental health services. The MFPs have been addressing these needs well all along. The MFP system should continue even though health care organization is changing.  The MFPs work, have met and surpassed their goals, and should be continued.

The mental health needs of minority communities continue to grow.  The pervasive influence of violence, poverty, and lack of appropriate education compounds the situation.  Who will see that a dysfunctional family's problems do not deteriorate into spouse or child abuse?  Who will make certain that a recent "graduate" of the welfare system continues in her substance abuse program?  There are millions of these situations, and the number is increasing every day. Providing adequate and appropriate mental health care services is an elusive goal.

How can national health policy address this goal?  Certainly, it is more difficult to achieve within the context of a fragmented national mental health policy which is shown by conflicting prior-ities among public agencies that fund services for low-income persons with mental illness, an uncoordinated service delivery system, and continuing stigma.  The Minority Fellowship Programs have contributed substantially to delivering services to an inadequately served population. They have accomplished this by cooperation among four professions who have adopted a larger goal of bringing services to a needy population. The MFPS stand ready to offer services to minority populations as part of a health reform program that offers care for mental illnesses and substance abuse.  These programs have created and implemented many heath care delivery services which should be used and expanded.

The Minority Fellowship Programs have met the goals for which they were inaugurated.  For twenty years, the psychologists, psychiatrists, social workers, and nurses have carried out these programs successfully; people of minority backgrounds have benefited from the availability of more mental health professionals; new and innovative programs have made big differences; and the cost-effec-tiveness of MFPs have been proven.  Do not curtail a program that is working.  Increase the funding for a group of training programs that have produced mental health professionals who make a difference.
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