Interventions Working Group
I. Research clinic on AA MH – extreme difficulty in getting cooperation from the MH centers that we are working with, in part because we don’t have funding.  Therapists are enthusiastic but administrators are not so receptive because it’s difficult for them to release their staff for this study.  So having a clinic devoted to doing research would be good and it would be good for the public also.  

a. RAMS “satellite” clinic – Asian Family Institute – essentially a private practice.  This existing set up may be conducive for conducting research.  If we brought in research funds, we may be able to convert this set up for research.  



- financial issues



- therapy for clients – how would they receive therapy



- high turnover rate

II. Third wave (mindful therapy/acceptance based therapy) – approach the stressor, change the response to the stressor (accept that the stressor would be there but change your response to it).  Mindfulness is essential because you observe what is going on and your response and then approach a secondary approach to coping.  

a. based on Buddhist or Eastern philosophy.  Even though it is more eastern based, it’s been adapted for western individuals.  As such, the self becomes the focus rather than taking an interdependent approach.


b. examine how these values are compatible

c. western adaptations are just that – adaptations.  So for AA, we need to rediscover the roots of these therapies so that we can apply them most effectively to AA.

d. Develop a RO1/R25 for developing new treatment.
III. How do you intervene in providing help to Cambodian refugee group when you can’t communicate with them?


a. doing research on a evidence based practice



b. training people on CBT and working with Cambodian refugee group

- religion may be an important factor to include for an adaptive   intervention program

IV. Translating manuals



a. problems in translating – e.g., no word for assertion

V.  Help seeking



a. Getting AA into the clinic

b. Even though we may have culturally competent services, these may not be useful if people are not coming in for services

c. How do we get people to come in and increase motivation for receiving treatment

i. Finding community pathways – people in the community work as conduits in getting people to come in for help

ii. The process for why people may not want services and figure out therapy for them


- cost may be a deterrent 

- social circumstances that may influence people in staying in therapy (e.g., it helps their families)



iii. Involving the family may be beneficial

VI. What do we want to come out of the discussion/ how would we like our needs to be met?


a. Effectiveness in treatments in different languages


b. Pursue a research clinic – pull our energies & resources together

- we may not be able to get our numbers through these types of clinics (e.g., 1 person who meets criteria for depression)

- training multiple staff at multiple clinics – Miranda’s approach

c. Identify a large group who we can work with – e.g., in San Francisco, about 30% of the population is Chinese

- create an infrastructure (i.e., research clinic) so that it is for the long haul and not temporary


d. Training and linguistic abilities



- research route vs. practice route

- language proficiency -, some may not possess the skills needed; some may be able to speak but not in a clinic effective way.  Do we then go the interpreter or translator route?


e. Self help 



- reach out to many people and segue into therapy

- may be a natural fit for their coping style – “they may want to do it on their own”

- change manual to self help book and make it available online and create modules ( increase efficiency in supervising.  Cut along multiple groups and different languages.

f. Should we pull our resources for one large over-arching project – where it would be applicable to many more people (e.g., creating self help books/manual; working with Cambodian population)

g. Capture the Kaiser system

- Clinical Effectiveness is using Kaiser but problems have arisen; new approach is needed (e.g., primary care, online self help)



- send out a screening flyer to recruit depressed Chinese individuals




- but if we recruit actively, we are increasing therapist workload


h. Primary Care route



- videos

- limited to certain location but should aim for reaching out to different areas (e.g., Minnesota)


i. Convene a group of interventionist

- Speaking with Ricardo Munoz/ Albert Young/ Jenie Miranda/ Joe Westemeyer (?)/ David Kinsey for ideas




- how can we disseminate to many people




- how to adapt effectively




- they can present but ask them specific questions and share insights 

- get a range of people working with different populations – some ideas may cross over but some be population specific



- inviting those who are using technologically driven interventions 




- Ricardo Munoz


j. Travel to Cambodia



- immersion with population

Issues:

1.  Business as usual is not working – accessing patients


? How do we access patients? Primary care, self help, telemedicine


 - Think of alternatives 

 
 - Focus on long term 


 - Clinic: would it be practical, self sustaining

2.  Develop new theories or new methods for these groups


? What do we have that’s relevant for these groups that will help?


 - are there elements that are useful or some that are not useful


 - think outside of the box

3.  Addressing logistical issues


- challenges of supervising and providing supervision for culturally adaptive treatments


- workload

