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""AA  ssoocciieettyy  tthhaatt  ccuuttss  iittsseellff  ooffff  ffrroomm  iittss  yyoouutthh  sseevveerrss  iittss  

lliiffeelliinnee;;  iitt  iiss  ccoonnddeemmnneedd  ttoo  bblleeeedd  ttoo  ddeeaatthh.."" Kofi Annan, 

United Nations Secretary-General, in an address to the World Conference of 
Ministers Responsible for Youth. 

 
 
 
I. Introduction – Why children’s mental health? 
 
Mental health is fundamental to our physical health, our quality of life and our 
productivity.  It is of particular importance for children and young people.  The 2001 
report from the U.S. Surgeon General stresses that mental health is critical to children’s 
learning and general health—as important as immunizations to ensuring that every 
child has the best chance for a healthy start in life. Good mental health through 
childhood or adolescence often underpins mental health and well being throughout life. 
Mental health difficulties in these years, if not resolved, can have far-reaching and 
enduring consequences. 
 
Young people can have mental, emotional, and behavioral problems that are real, 
painful, and costly.  These problems, often called "disorders," are sources of stress for 
children and their families, schools, and communities.1 
 
Mental Health problems affect one in every five young people at any 
given time.  “Serious Emotional Disturbances” for children refers to 
the above disorders when they severely disrupt daily function in 
home, school, or community. Serious emotional disturbances affect 1 
in 10 young people at any given time. 2 
 
Mental health is a key component in a child’s healthy development. 
Children need to be healthy in order to learn, grow, and lead 
productive lives. Fostering social and emotional health in children as a part of healthy 
child development must therefore be a priority. Both the promotion of mental health in 
children and the treatment of mental disorders should be major public health goals. To 
achieve these goals, the Surgeon General's National Action Agenda for Children's 
Mental Health takes as its guiding principles a commitment to: 
 

1. Promoting the recognition of mental health as an essential part of child health;  

2. Integrating family, child and youth-centered mental health services into all 
systems that serve children and youth;  

Mental, 
Emotional, 
and 
Behavioral 
Disorders 
Are Real 
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3. Engaging families and incorporating the perspectives of children and youth in 
the development of all mental healthcare planning; and  

4. Developing and enhancing a public-private health infrastructure to support these 
efforts to the fullest extent possible. 

 
Furthermore, the Department of Health and Human Services Substance Abuse and 
Mental Health Administration’s (SAMHSA) mental health vision is “a life in the 
community for everyone.”  Their mission is to build resilience and facilitate recovery in 
the areas of substance abuse and mental illness. 
 
 
II.  Building Blocks Social Marketing Strategies 
 
Building Blocks Mission 
 
The mission of Building Blocks is to connect families with individualized services and 
supports to promote social emotional health for children under six in Southeastern 
Connecticut. 
 
Building Blocks Goals 

 
1) To provide comprehensive mental health services for young children, birth 

through under six years of age with social, emotional, and behavioral challenges 
and their families in Southeast Connecticut. 

 
2) To increase the capacity and expertise of existing systems providing services to 

the early childhood populations with an understanding of science-based 
information on screening, assessments, referral and early intervention of mental 
health needs for young children birth through under six years of age. 

 
Building Blocks Social Marketing Goals 
 
Building Blocks will achieve this mission by promoting young children’s mental health 
through the following goals and objectives: 
 

1. To promote Building Blocks mission, philosophy and services—as the 
community source for young children’s social and emotional well-being. 

 
2. To increase awareness as to the importance of early identification and 

intervention of mental health services for young children.   
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3. To raise awareness of the determinants of children’s mental and emotional health 
at public, professional and policy-making levels. 

 
4. To reduce stigma associated with and reduce discrimination against people with 

mental health. 
 

5. To utilize an evidence-based approach and logic models in the planning, 
implementation and evaluation of social marketing activities. 

 
 
Summary of formative research findings 
 
Focus Groups 
 
A series of focus group discussions were conducted in three communities within 
Southeastern Connecticut totalling eight groups:  1 with teen parents; 2 with diverse 
age/ethnicity parents; 2 with a mix of providers and parents; 1 with a mix of parents 
and young children; and 2 with Spanish speaking parents.   

The objective was to get a sense of the mental images, thoughts and feelings associated 
with social and emotional wellness for young children as well as the real and perceived 
barriers to accessing and obtaining mental health services for children. 
 
The facilitators engaged participants in discussions about their knowledge and 
perception of social wellness, emotional wellness, mental illness, perceived causes, 
stigma, how best to promote mental health, where information is accessed and the 
connection of mind and body. 
 
In total, 50 people participated in the discussions including male, female, teen parents, 
youth, young children and multi-cultural multi lingual participants.  
 
In general, the focus group sessions went well.  Most of the participants saw their input 
as critical to the process of changing the way children access and receive mental health 
services in the Southeastern Connecticut area and welcomed the opportunity to voice 
their opinions.  Feedback from the sessions indicated appreciation for the invitation to 
participate in the focus groups and, in addition, how much it was learned as a result of 
having participated in such discussions.  It was also expressed that more of these types 
of discussions should be taking place out in the community. The full reports may be 
found in Appendix A, B and C. 
 
Participants in the focus groups were initially divided into two groups and were 
provided with posted paper and markers and given 15-20 minutes to brainstorm 
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around the question: When you think about social and emotional wellness for young 
children, what are the images and thoughts and feelings you have?   The two lists 
were then taken and compared and began the discussion.  (Feedback:  Participants 
stated that they thoroughly enjoyed this exercise because it gave them the opportunity 
to really think about mental health services for children and talk about it with peers). 
 
The participants wrote down a wide and extensive range of images, feelings and 
thoughts around social and emotional wellness for children.  The focus group 
discussion began based on the lists from the two groups and many feelings were 
expressed.  However, across all focus groups, participants identified six major areas of 
concern as key factors impacting mental health services for children.  

 

� Trust—the number one answer 

� Fear 

� Uncertainty—“what is going to happen?” 

� Shame-“hope of a healthy child,” “what are people going to say?” 

� Guilt 

� Rejection—“by providers, by family, friends, spouse” 

 
Additional focus groups 
 
During the same time that focus groups were being conducted for the purpose of this 
social marketing plan, the Early Identification Team, another initiative of the Southeast 
Mental Health System of Care, was conducting research for the purpose of discovering 
the images, thoughts and emotional feelings associated with mental health services for 
children in underserved and minority communities; the hindrances to seeking mental 
health services for children in underserved and minority communities; and the 
alternatives to mental health services for children that have helped or could help to 
keep children from entering into law enforcement situations.  The report is attached as 
Appendix “D.” 
 
 
Limitations 
 
Sample sizes were not large and the focus groups may not be representative of the 
population as a whole or of the respective constituency groups, the literature reviewed 
did not include an analysis of research methodologies.  
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Audiences 
 
Primary Audience 
 
A number of groups within the population have particular mental health needs. All 
services delivering mental health care need to be responsive to the needs of these 
groups.  At the same time, specific systems may need to be developed, alongside 
existing systems, to address the needs of these groups. 
 
This would include families with children birth to under six of diverse ethnic, cultural, 
and socio-economic backgrounds in New London County who are in need of mental 
health services.  These families would also include teen parents and young adult 
parents as well as homeless and military families. 
 

Homeless families 
Homeless children and young people are a particularly disadvantaged group. Tailoring 
mental health service systems to their needs requires close collaboration with housing 
and welfare systems in models such as the Innovative Health Services for Homeless 
Youth program (Collins, 1997).   According to the National Coalition for the Homeless, 
loss of stability and safety; fractured families; hunger; overcrowded living conditions; 
disrupted education secondary to multiple moves; increased exposure to disease, 
violence, substance abuse and mental illness — these are the conditions that elicit and 
exacerbate emotional problems in homeless children.3 
 

Military families 
Soldiers and their families experience unique mental health challenges. The stress and 
trauma encountered in service and from being separated from loved ones can have a 
large impact on one’s mental health. 
 

Limited English Proficient families 
Children and young people from culturally and linguistically diverse backgrounds may 
need specific programs and language services as well as services attuned to their 
particular issues, which may include refugee or immigrant status, cultural transition, or 
differing family expectations. 
 
Settling in a new country is a process of adjustment and may be stressful, placing 
people at risk of poor well being due to being exposed to social exclusion, 
discrimination and violence and constraints on access to economic resources, having 
limited English proficiency including language and cultural barriers to accessing 
services and resources, family breakdown resulting from cultural conflict, racism and 
discrimination, and high expectation to conform to different cultural values which may 
have particular implications for women and youth. 
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Benefits to Primary Audiences 
 

1) Families and Children will benefit from the formation of a Child and Family 
Team unique to their identified wants and needs for services. 

2) Opportunity for community leaders and agencies to be involved in (1) of six 
nationally funded System of Care Early Childhood Initiatives. 

3) SEMHSOC Collaborative has been around for ten years and the community is 
appreciative and receptive to the continued transformation of mental health 
services delivery. 

4) There are many opportunities for interagency collaboration to increase the 
success of the program and its chances for long-term sustainability. 

5) Initial program funding is six years. 

6) Systemic improvements and changes in the skills and knowledge of workers 
interacting with children birth to five years of age will increase as resources 
become available locally. 

7) Decrease in severity of mental health challenges facing the community because 
of successful prevention and early intervention programs. 

 
Barriers to Primary Audiences 
 

1) Designing strategies and putting structures in place to ensure the inclusion of 
diverse families in a meaningful way throughout all phases of the program 
planning and development. 

2) Using appropriate language in written materials designed for each audience 
segment and a method for evaluating appropriateness. 

3) Primary health care providers represent a significant and natural point of contact 
for young children and their families. Being able to intervene early with 
caregivers of infants and toddlers through primary health care can promote 
children’s mental health and well-being, prevent or delay later negative 
outcomes, promote protective factors and decrease risk factors associated with 
negative child outcomes, and may prevent the need for intensive and expensive 
care at a later age.  

4) The make-up and structure of mental health agencies, pediatric practices, well-
child clinics, child care providers, governmental and private agencies include 
multiple organizational systems that serve young children and families and these 
existing structures must be identified and taken into account in the development 
and application of the new early system of care services.  
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5) The awareness and activities of policy makers and the general public must be 
engaged at a time in which limited public and private resources, both human 
and financial, are less available to apply to competing needs. 

6) Building Blocks is currently in its planning year and a “menu” of services, the 
service delivery and service providers for the program have not been identified. 
Strategically this would provide an opportunity for all members of the 
community to be involved in the planning year, however, the community was 
initially engaged via focus groups which duplicated earlier data collection efforts 
conducted by SEMHSOC in the fall of 2003 as part of its strategic planning 
process and by Eat Smart Grow Healthy in 2004 as part of their evaluation 
baseline where the lack of behavioral health supports, services, and training for 
parents and providers was identified by both programs. The community is still 
waiting for services to be provided that answers those identified needs, this 
delay has increased community frustration. 

7) There are many different agencies in New London County that have the same 
targeted population for delivery of services and overlaps in services offered, and 
there is a need to have a cohesive integration of all these services as a “one 
family, one plan” policy. 

8) Community leaders and cultural brokers/leaders need to be identified and 
engaged in a meaningful way. 

9) Need for the development of different marketing strategies for each of the 
audience segments and evaluation of the messages. 

 
 
Secondary audience  
 
Providers that include the medical, educational, DCF, early intervention practitioners: 
 

1) Early Childcare Providers 
a) Department of Public Health Licensed Child Daycare and Group Home 

Centers. 
b) Department of Public Health Licensed Family Day Care Providers 

 
2) Early Childhood Educators 

a) Head Start and Early Head Start Agencies 
b) Schools serving Pre-K and Kindergarten populations 
 

3) Medical Providers 
a) Pediatricians 
b) Family Physicians 
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c) Community Based Health Centers 
d) School Based Health Centers 

 
Benefits to Secondary Audiences 
 

1) Natural and non-traditional supports will be unique to the families and 
children being served. 

2) Opportunities exist to collaborate with the local Early Childhood System of 
Care initiative on many levels. 

3) Initial program funding is for six years. 
 
Barriers to Secondary Audiences 
 

1) Natural and non-traditional supports will be identified on an individual case-
by-case basis as directed by the children and families being served. 

2) Various local human service community initiatives place demands and strains 
on limited human and fiscal resources. 

3) Initial program funding is for six years. 
 
 
Other Sources of Support 
 

1) Natural Supports 
2) Non-Traditional Supports 
3) CFI-Discovery 
4) School Readiness Councils 
5) Legislators/Policymakers 
6) Eastern CT Chamber of Commerce 
7) Local colleges and universities 

a. Coast Guard Academy 
b. Connecticut College 
c. Mitchell College 
d. Three Rivers 

8) Faith based organizations. 
9) Other local, state and federal agencies providing services young children and 

families. 
10) Local employers EAP/Human Resource Departments 
11) Consultants  
12) Other EC graduated sites. 
13) TA Partnership/Vanguard Communications. 
14) Business people not identified among the original stakeholders. 
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Benefits to Other Sources of Support 
 

1) Local connection to national platform for early childhood mental health 
awareness. 

2) Buy-in of employers for the benefit of their workers. 
3) Examples of communities that worked, best practices. 
4) Opportunities to strengthen entire community. 
5) Opportunities to increase long-term sustainability. 

 
 
Behavior Change Objective: Understanding and Recognition 
 
By acquiring a greater understanding of the early signs of social and emotional 
difficulties, parents and caregivers will be in a better position to recognize such issues 
and be better prepared to access and engage in appropriate mental health services for 
their children. 
 
Factors to be addressed to achieve the behavior 
 
As previously mentioned, during the focus group discussions, participants mentioned 
trust as a significant influential factor in accessing mental health services for their 
young children.   To begin the process of building trust will require knowing the right 
people and establishing strong relationships with key players in the community.  
Building on existing organizational relationships and establishing strong collaborative 
through participation in advisory committees and other activities in the community.  
Local community trust and support can be slow to build, but once accomplished can 
contribute to the well being of the youngest members of the community. 
 
Additionally, based on the focus groups conducted with Hispanic/Latino parents, it 
would appear that Hispanic/Latino members of the community tend to have dissimilar 
beliefs regarding mental health and the causes of mental illness than those commonly 
held by both medical and mental health providers, and most other professionals 
interacting with their children. This is an important issue because these beliefs can 
powerfully influence the actions community members take in seeking help for their 
children’s mental health problems. 
 
Stigma 
The term "stigma" was originally used by the ancient Greeks "to refer to bodily signs 
designed to expose something unusual and bad about the moral status" of the 
individual being observed4.  In modern times, the concept of stigma generally focuses 
less on bodily features than on how an individual is socially categorized. Nonetheless, 
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while stigmatization continues to evolve as a dimension of the human socialization 
process, it remains a significant obstacle to the receipt of equitable treatment by all in 
today's society. 
 
The stigma and confusion associated with the term ‘mental illness’ may be a barrier to 
organizational and community understanding of and engagement in mental health 
promotion activity. Continued efforts are required to raise awareness of the 
determinants of mental health and effective strategies for addressing these. 
 
Limited English Proficient and Health Literacy 
 
Not only are there basic communication problems due to one individual not speaking 
the language of another, but also the language of medicine and mental health, in itself, 
can be a source of confusion and anxiety even without such language issues. One point 
which emphasizes the need for knowledgeable interpreting services is the observation 
that many health professionals today rely heavily on written materials to communicate 
health information. However, according to the National Institute for Literacy, research 
has found that nearly 80% of written health information materials in the United States 
are written above a 12th grade reading level, while more than 50% of U.S. adults have 
literacy skills at or below a 7th grade reading level.  Individuals with poor literacy skills 
may have a difficult time understanding instructions for engaging in specific behaviors 
and explanations about why they would benefit from engaging in certain behaviors. 
Consequently, compared to individuals with high literacy levels, adults with low 
literacy levels experience poorer health outcomes. 
 
Patience and Persistence 
Another important factor is patience and persistence.  Gains from mental health 
promotion are often achieved in the longer term. This may not necessarily be attractive 
to Systems of Care and/or governments in the short term. Greater advocacy and more 
effective ways of managing political and community discourse are required so that 
promoting mental health is recognized as a public good. 
 
 
Messages 
 
Defining Mental Health 
 
Defining health is not as easy as it seems and mental health definitions are more 
complex than those concerned with physical health.  There are many meanings given to 
the word health.  Many describe it in very simple terms, such as  “health means the 
absence of disease”.  The World Health Organization (WHO) defines health as, “a state 
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of complete physical, mental, and social well-being and not merely the absence of 
disease.”5 
 
The WordReference.com Dictionary defines health as “health, noun.  1. The general 
condition of body and mind.  2.  A healthy state of well-being free from disease.6 
 
Mental health is clearly an integral part of these definitions. The goals and traditions of 
public health and health promotion can be applied just as usefully in the field of mental 
health as they have been in heart health, infectious diseases and tobacco control. 
 
The Surgeon General describes mental health as: 
 
the successful performance of mental function, resulting in productive activities, fulfilling 
relationships with other people, and the ability to adapt to change and to cope with adversity; 
from early childhood until late life, mental health is the springboard of thinking and 
communication skills, learning, emotional growth, resilience, and self-esteem.2 
 
Mental health is described by WHO as: 
 
... a state of well-being in which the individual realizes his or her own abilities, can cope with the 
normal stresses of life, can work productively and fruitfully, and is able to make a contribution 
to his or her community.7 
 
In this positive sense mental health is the foundation for well-being and effective 
functioning for an individual and for a community. This core concept of mental heath is 
consistent with its wide and varied interpretation across cultures. 
 
 
Building Blocks Key Messages 
 
Many of the messages outlined in this plan are views held by many of the participants 
in the focus groups.  In addition, the words used in creating such messages come 
directly from the many images and thoughts expressed during these focus groups. 
 
Core Message: 
 
Building Blocks promotes the social and emotional well being of young children in 
Southeastern Connecticut. 
 
Key messages: 
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For the purpose of this social marketing plan, the following are important messages to 
ensuring wide community understanding of the importance of mental health and the 
overall well-being of its people: 

� The social and emotional well-being of a child begins at birth and is directly 
influenced by the quality of social interaction, care and nurturing they receive. 

 

� Social and emotional well-being is a healthy beginning. 

 

� Children’s mental health is a public good. 

 

� Infant and early childhood mental health is healthy social and emotional 
development. 

 

� A healthy body and a healthy mind are important. 

 

� Healthy body, healthy mind go hand in hand.  

 
Positioning Statement 
 
Building Blocks to be seen by members of the Southeastern Connecticut community as: 
 

� a source to aid in young children’s well being,  
� an opportunity for parents and caregivers to receive training in advocacy, public 

speaking and presentation skills, 
� a support group that will encourage parents and caregivers to publicly share 

their story, and  
� as a vital component in eliminating the stigma associated with mental health. 

 
 
Specific Strategies and Channels: 
 
In order to consolidate mental health promotion activities across sectors and to create 
small-scale projects as opportunities for engaging communities and community-based 
organizations in mental health promotion, the following specific strategies and channels 
are recommended: 
 
1.  Promoting mental health through the arts.  In partnership with arts and community 
based organizations and local government, Building Blocks will support a number of 
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activities and projects aimed at increasing social inclusion through the arts. These 
activities will seek to improve mental health and well-being through: 

� involvement in group activities, develop supportive relationships and build their 
creative and interpersonal skills; and 

� participants can explore issues affecting their mental health through the arts. 

� facilitating partnerships between arts organizations; 

� promoting connections and mutual understanding between participants and 
between them and the wider community through performances and exhibitions; 

� increasing civic engagement through community involvement in planning; and 

� exploring mental health issues through public performances and exhibitions. 
 
2.  Youth and technology.  explore the impact of technology on the development and 
maintenance of young people’s relationships. 
 
3.  A “Communities Coming Together” Celebrations Strategy. This strategy seeks to 
promote mental health and well-being by engaging individuals in the planning of 
inclusive community celebrations by providing opportunities for: 

� involvement in group activities; 

� skills development and relationship building; 

� civic engagement, which contributes to social cohesion; and 

� individuals and communities explore issues affecting mental health. 
 
4.  Promote Public Policy 
 
It is important to promote public policy that acknowledges the importance of early 
social and emotional development and provides direction and adequate funding to 
build the collaborative systems in communities that will support infants and their 
families. 
 
 

Building Blocks Initiative Promotion Strategies 
 
Objective #1: Branding  
 
Tasks:  

Branding is perhaps the most important facet of any organization; it goes beyond 
product, pricing, or location.  An organization’s brand is its definition in the 
community, the name that identifies it to itself and the marketplace.  A brand provides 
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a concrete descriptor to clients and competitors, a name for a product/service to 
distinguish it from anything else.  
 

Because defining a brand and developing a brand strategy can be complex, it is crucial 
that we follow these few simple steps: 

• Name of Organization:  Most documents should be named “Southeast Mental 
Health System of Care Building Blocks Initiative” or SEMHSOC/Building Blocks.” 

• Logos.  For most documents, place the two logos.  

 

 
 

 

• Brand messaging. These are the key messages we want to communicate about 
Building Blocks.  Every one should be aware of our brand attributes.  

Our key message is Building Blocks promotes the social and emotional well being of 
young children in Southeastern Connecticut. 

 

• Integrating our brand. Branding extends to every aspect of SEMHSOC/Building 
Blocks--how phones are answered, what we wear, how we present ourselves, our e-
mail signature, everything.  The e-mail signature will be as follows: 

Your name 
Your job title 
Phone number with extension 
E-mail address 
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Promoting the social and emotional well being of young children in 
Southeastern Connecticut 

 

• The "voice" for Building Blocks is soft, gentle, and respectful – 
just like the softness and gentleness of a child. This voice 
should be applied to all written communication and 
incorporated in the visual imagery of all materials, online and 
off.   

• A tagline.  Our taglines is “Promoting the social and emotional 
well being of young children in Southeastern Connecticut.”   

• Design templates/brand standards for our marketing 
materials.  We will be using the same color scheme, logo 
placement, and look and feel throughout all materials.  Photo 
images will be provided as part of the templates package-only 
these images will be used in the design of materials.  
Consistency is key.  Any design that goes outside the templates 
must go through the Communications Coordinator for review 
and approval.   The design of materials created for major 
events and all educational/training opportunities must go 
through the Communications Coordinator as well. 

 
Announcements 
 
� Send announcement and activity ideas to the editor of the local newspaper's either 

kids’ page or health education page.  Establish a relationship with members of the 
staff of those departments.  

 
� Create video PSAs (public service announcements) with local community leaders, 

youth, parents.  
 

� Write articles about Building Blocks volunteers or outstanding staff to send out into 
the community of providers and families as well as interested reporters.  It may be a 
good idea to create a yearly  “honoring event” for some of the people that have 
greatly contributed to the mission of Building Blocks.   
 

� Building Blocks may  be a source of information around education and children’s 
mental health by providing editorial memos to columnists who are interested in 
education and health.  
 

 
In Branding, be 
consistent.  
Consistency is the 
most important 
thing that can be 
done when creating 
and establishing a 
brand.  If 
consistency is not 
possible, attempts at 
establishing a brand 
will fail. 
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� Efforts should be made to get Building Blocks and the importance of young 
children’s social and emotional wellness promoted in a morning or talk show.  If at 
all possible, have a Building Blocks’ spokesperson get on the show to talk about 
these issues. 

 
Objective #2: Focus media attention on the issue of the importance of children’s 
under six social and emotional wellness as a benefit to all in the community. 

 
Tasks:  
 
� Develop key messages to integrate into all promotional, presentation, press 

materials and talking points for appointed spokes persons.  
 
� Develop a ten-minute and 30-minute PowerPoint presentation.  In addition, develop 

the one-minute elevator presentation about Building Blocks – train entire Building 
Blocks staff on how to give the one-minute elevator presentation – EVERYONE 
should be prepared to do this. 

 
� Develop a press list of all Southeastern Connecticut TV and radio stations, including 

college- and university-affiliated stations, local daily and weekly newspapers, and 
magazines.  This list needs to include the name of the editor, reporter or producer 
who covers health and wellness issues as well as telephone number, fax number, 
and e-mail addresses.  The list should also include specific audience such press 
reaches and what format and medium is preferred.   

 
� Building Blocks staff should begin collecting personal stories for use in creating 

human-interest stories.  However, it is crucial to get the person's permission to 
include the story in promotional materials or send the story to the press.  
 

� Building Blocks staff should be encouraged to write an Opinion-Editorial about 
social and emotional wellness for young children to get it placed in the newspaper.   

 
Objective #3:  Focus media attention on Building Blocks events.  
 
Tasks:  
 
All major Building Blocks events should be planned with the press in mind and every 
effort needs to be made to have the press present.  In preparing for all events, these are 
some things Building Blocks may want to follow: 
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� Include good visuals be making full use of Building Blocks materials.  It is crucial 
that all events have lots of color and action, and that all signs or banners have the 
brand images and logo of Building Blocks prominently displayed.  

 
� Choose two or three spokespeople. They might include a parent or volunteer, a 

community leader, or a youth.  All spokespeople need to be prepared with the 
messages that have been created and be familiar with all aspects of the event.  

 
� As they enter the event, sign up reporters and identify them with badges or 

nametags so everyone knows who they are.   
 

� Call the reporters/editors/producers who were sent the advisory to make sure they 
received it and find out if they (or someone from their media outlet) can make it to 
the event. If they are unable to make it, ask if a news release may be sent to them on 
the day of the event – they may just print the news release. 

 
� Once all the details for the event have been completed, write a news release.  The 

news release should contain quotes from important people, background on the 
program and the top three messages. It should be no longer than two pages double-
spaced.  Since this news release is to be distributed during the event, it needs to be 
written in the past tense and it must provide a contact person with daytime and 
evening numbers.  

 
� Create a press kit.  There should be as many kits as the number of reporters showing 

up for the event, but it is always a good idea to have a few extras. The kit should 
contain the news release, a one-page background sheet on Building Blocks, a Fact 
Sheet, recent evaluation findings, and a “Frequently Asked Questions” about 
Building Blocks. 

 
PR Campaign Measurements 
There is a great deal of information available through the evaluation.  Another way for 
Building Blocks to create news is to report specific findings.  Some of the most helpful 
information is when numbers can be used to make a before-and after comparison such 
as positive changes in behavior. 
  
Presentation/Media Training for Spokespersons 
 
All staff should be trained on how to present Building Blocks and provide answers to 
the most commonly asked questions.  However, spokespersons should be identified, 
approved and available and trained in how to do presentations out in the community 
and to work with the media.   
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Becoming a Source 
Building Blocks should stride to become a source around children’s social and 
emotional well being when others are doing a story, including the media.  To achieve 
this, Building Blocks should issue regular, professionally written press releases to let 
reporters know Building Blocks availability for information.  However, when reporters 
do call, these calls must be returned within the hour, if not sooner.  
 
 
Event Opportunities: 
 
Special Events 
It is important for Building Blocks to look for opportunities to have special events or be 
part of such events.  This could be to introduce a new service, bring attention to an 
organization or individual, make an announcement, or spotlight something very visual 
that cannot be communicated via a press release, such as a PSA or other visuals created 
by youth. 
 
And always for all major Building Blocks events, send save-the-date announcements to 
local publications, specifically community-based small newspapers. 
 
Community Meetings 
Small community meetings should be held often to explain the various strategies of 
Building Blocks that may directly or indirectly impact them as a community. In 
addition to having an ongoing public relations campaign, it may at times become 
necessary to reach out to head off any negative publicity caused by lack of accurate 
information.  
 
Speaking Opportunities 
Statements made by the project director can attract positive attention.  If possible, the 
project director may serve as a keynote speaker at conferences, present at workshops, 
luncheon presentations/talks to service providers or professional groups, among many 
of the possible forums.    
 
Design Promotional materials: 

� Brochures (provider and family) 
� Fact sheets 
� Website advertisement flyer/postcard 
� Rack cards 
� Poster 
� Sticker/Magnet  
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� Letters to faith-base organizations, civic organizations, community-base grocery 
stores, parents and parent organizations and social clubs, pediatricians, school-
base organizations introducing Building Blocks 

� Editorial and Op-Ed 
� Press Packet Materials 
� Press Release 
� Proclamations 
� Public Service Announcements 

 
Photographs/images 
Photographs, charts, diagrams or other graphics are useful.   Charts and diagrams 
should be easy to read.  Photographs of families and youth should have available the 
written permission forms for use.  As previously stated, it is recommended that clipart 
images not be used.   
 
Specialized Fact Sheets 
Given that there are so many facts and figures regarding children’s mental health than 
cannot fit in a brochure or presentation without taking too much space or making it too 
long, creating a “Fact Sheet” is a great way to present this information-for those 
individuals that like facts and numbers.  However, it should be well written, in short 
sentences and paragraphs and not changing the meaning of the information being 
reported.  
 
Quarterly Newsletters 
The Building Blocks newsletter will serve as a vehicle to deliver valuable information to 
families (and for providers to give their clients) that provides day-to-day tips, 
information, articles regarding children’s social and emotional wellness.  This will allow 
families in a simple and friendly way to get practical information in caring for their 
children and understanding their children’s social and emotional well-being.  
 
Additionally, one crucial benefit that may arise out of the Building Blocks newsletters is 
building trust.  This newsletter may easily become one of families’ trusted sources of 
information.  
 
Annual Reports 
Annual reports can be an effective way for Building Blocks to outline goals and 
accomplishments, communicate with funding sources and potential donors, and thank 
those who have contributed.  However, depending on the design and length, this can be 
costly to produce.  Using the website for the purpose of publishing the annual report 
may be one way to communicate with the community as well as the funding sources 
without investing valuable dollars for printing. 
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Building Blocks annual report should include many of the following: 

• Communicate all activities and accomplishments during the previous year. 

• Show how the funds are being spent.  This could help raise money by attracting 
new funding sources. 

• Continue providing information to educate families, community leaders and 
influential decision makers about the importance of children’s social and 
emotional wellness. 

• Recognize the contributions of volunteers and staff, as well as funding sources; 
and  

• Provide some historical information about Building Blocks’ progress over time.  

 
Community Calendar Listings 
Use the online-based community calendar listing to promote Building Blocks and 
community events.  
 
Provider kits (print & electronic) 
Create a provider package using a two-sided folder with pockets that includes: 
 

� Letter from the Project Director 
� A description of the organization and history 
� Provider brochure 
� 10 family brochures in English and 5 in Spanish with instructions about how to 

order additional copies 
� Key facts and figures,  
� Biographies of the principals,  
� Most recent annual report, 
� Most recent newsletter, 
� Evaluation report 
� Two or three stories on current trends and issues.  

 
It is recommended that a “Provider Kit” section be added to the website.  This kit 
would provide all information providers could use for educating their clients.   Also, a 
“Press Kit” section would be useful when reporters call and want a document, 
photographs, charts or graphics, they may go to the website and obtain the information. 
 
Internet Monitoring 
The Web offers a wide range of public forums, in addition to the traditional array of 
print and broadcast sources, for dissemination of news and information. Building 
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Blocks website would be the perfect vehicle for families and youth to have access to this 
information.  Careful review of the available resources and providing links through its 
website, Building Blocks would facilitate families and youth making sure of the quality 
of information being accessed.   
 
 
Where are the target audiences, allies, and partners most likely to give Building 
Blocks’ message attention? 
 
• Television stations 
• Radio stations 
• Newspapers 
• Web sites 
• Early childcare/daycare centers 
• Community centers 
• Local fairs/festivals 
• Community Based Health Centers 
• School Based Health Centers 
• Local government offices  
• Schools 
• Colleges and other higher education 
• Libraries 

• Vocational and language training centers 
• Adult Education Centers 
• Recreation centers  
• Community social services/nonprofit 

offices 
• Business Associations 
• Hospitals 
• Private primary care facilities, including 

pediatricians and gynecologists 
• SEMHSOC Collaborators 
• Literature racks 
• Newsletters 
• Community partners 

 
Others that need to be developed would include faith-based organizations and 
ethnically and racially diverse community based organizations/programs. 
 
 
Ethical Guidelines 
 
Guiding Principles 
 
It is crucial that in the development of promotional materials and all informational/ 
educational materials, equity in decision-making be considered as a condition for 
success.  Therefore, families and youth MUST be part of the design, implementation, 
and evaluation process. However, it is highly recommended that in partnering with 
families and youth in the promotion of children’s mental health and Building Blocks 
services, said families and youth be recognized as the owners and custodians of such 
work. Furthermore, the needs as stated by members of the community should guide the 
work of the Communication and Outreach Workgroup. 
 
In serving the needs of the youngest members of the community, we want to ensure all 
professionals and volunteer workers are conducting themselves in an ethical manner. If 
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that is happening universally, then the members of the community will learn to trust in 
Building Blocks and, ultimately, trust in the core values of the work the Building Blocks 
team does.   It is crucial to remember that imposing one's culture on someone else is 
unethical. 
 
 
Sustainability Plan   
 
One critical issue facing all systems of care at this moment is government cutbacks, 
coupled with a reduction in philanthropic resources to support general operations.  
Because often children and youth development programs are not given the value or the 
priorities that they deserve, when organizations are faced with a shortage of funds, 
these are the types of programs to be cut back.   Careful planning and a strong 
fundraising campaign should always be in the forefront of Building Blocks’ strategic 
plan.  Therefore, Building Blocks will continue to pursue all areas of fundraising 
possibilities to support its promotional and public education activities. 
 
Institutional Plan:  In other to avoid the effect of cut backs in funding for the social 
marketing activities, Building Blocks’ future plans include the design of a fee-for-service 
strategy in an effort to raise funds to support such efforts.  Another way is to expand 
the program capacity and enrollment by involving more people in these activities. 
However, we must take steps to ensure that we maintain a consistently high level of 
quality in promoting the importance of children’s social and emotional well being as 
well as the reduction of stigma associated with such services.   Other strategies may 
include: 
 

1. Create a “Youth Creative Center.”  This Center will focus upon the development 
of promotional and social marketing skills of youth.  In addition, technology is an 
essential element to insuring the success of public awareness campaigns and 
promotional activities.  Thus, there will be an additional emphasis upon increasing 
knowledge and skills in the use of appropriate technology.  This Center will also 
gather data that will assist in analyzing the impact such activities are having in 
raising awareness around mental health as well as reducing stigma in order to 
arrive at the best practical solutions. 

 
2. Recruit volunteer mentors for the program that includes members of the business 

community and educational institutions such as universities. This is a cost 
effective way to expand our capacity while providing enhanced instruction. This 
also allows us to provide more individualized instruction to participants and 
afford our youth the chance to develop deeper relationships with a variety of 
talented and caring adults who have expertise in the field they are looking to 
develop.   
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3. Train program staff and volunteers as well as prior program participants in the 

areas of social marketing, leadership, team facilitative skills, and to develop strong 
technical skills.  This process will enhance staff capacity while also preparing prior 
participants to engage in promoting the importance of social and emotional well 
being of young children, as well as becoming mentors to new participants. 
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Implementation Plan 
 

Goal 1:  Promote Building Blocks mission, philosophy and services—as the community source for young children’s social and emotional well-being. 

Objective 1.1:  Increase the awareness of Building Blocks services and programs. 

Activities / Tasks to be completed Responsible Program/ 
Party 

YEAR 1 
Oct-March 

YEAR 1 
April-Sept 

YEAR 2 
Oct-March 

YEAR 2 
April-Sept 

YEAR 3 
Oct-March 

YEAR 3 
April-Sept 

Develop and disseminate awareness of 
Building Blocks  as a community source 
promotional materials. 

Communication  and 
Cultural Competence 
Workgroups 

Complete all 
materials by 
end of 
March, i.e. 
brochures, 
presentations
, banners, 
postcards 

Ongoing 
promotion 

Ongoing 
promotion 

Ongoing 
promotion 

Ongoing 
promotion 

Ongoing 
promotion 

Develop and disseminate user-friendly 
materials on infant emotional wellness 
targeting various audiences. 

Communication 
Workgroup, Service 
Delivery team, Cultural 
Competence 

  Ongoing 
development 
and promotion 

Ongoing 
development 
and promotion 

Ongoing 
development 
and promotion 

Ongoing 
development 
and promotion 

Create an instantly accessible online 
portfolio. 

Communication 
Workgroup, Webmaster 

 Complete by 
mid May 

Ongoing 
maintenance 

Ongoing 
maintenance 

Ongoing 
maintenance 

Ongoing 
maintenance 

Extend online reach with strategic 
linking. 

Communication 
Workgroup, Webmaster 

 Complete 
compilation of 
linking 
opportunities 
by 1st of June 

Ongoing 
maintenance 

Ongoing 
maintenance 

Ongoing 
maintenance 

Ongoing 
maintenance 

Promote Building Blocks website as a 
clearinghouse of information relative to 
children’s social and emotional well-
being. 

Communication 
Workgroup  

Complete 
website 
promotional 
materials 

Ongoing 
promotion 

Ongoing 
promotion 

Ongoing 
promotion 

Ongoing 
promotion 

Ongoing 
promotion 

Objective 1.2:  Increase families/caregivers trust in the quality of Building Blocks services. 
Invite families with prior experience 
with Building Blocks to assist in 
promoting its services and 
effectiveness. 

Communications 
Workgroup, Family 
Involvement 
Coordinator 

ongoing ongoing ongoing ongoing ongoing ongoing 

Invite youth with prior experience with 
Building Blocks to assist in promoting 

Communications 
Workgroup, Youth 

ongoing ongoing ongoing ongoing ongoing ongoing 



 
 
 
 

 

28

    
 

its services and effectiveness. Involvement 
Coordinator 

Prepare a “Building Blocks Quality of 
Service” statement 

Communications 
Workgroup and Service 
Delivery Team 

End of March      

Increase Building Blocks presence in 
the community. 

Communications 
Workgroup, staff, 
partners, Service 
Delivery Team 

ongoing ongoing ongoing ongoing ongoing ongoing 

Goal 2:  Increase awareness as to the importance of early identification and intervention of mental health services for young children. 

Objective 2.1: To disseminate information and education in a culturally and linguistically appropriate manner. 

Activities / Tasks to be completed Responsible Program/ 
Party 

YEAR 1 
Oct-March 

YEAR 1 
April-Sept 

YEAR 2 
Oct-March 

YEAR 2 
April-Sept 

YEAR 3 
Oct-March 

YEAR 3 
April-Sept 

Promote social, emotional, and 
behavioral wellness as an integral part 
of a child's healthy development. 

Communications and 
Workforce Development 
Workgroup 

ongoing ongoing ongoing ongoing ongoing ongoing 

Make available information on effective 
prevention and treatment interventions. 

Communications and 
Workforce Development 
Workgroup, Webmaster, 
Partners 

ongoing ongoing ongoing ongoing ongoing ongoing 

Develop a common language to 
describe children's mental health 

Communications 
Workgroup 

 Complete by 
end of term 

    

Disseminate throughout the system 
common language to describe 
children's mental health 

Communications 
Workgroup, partners 

  Begin 
dissemination 
of common 
language 

ongoing ongoing ongoing 

Develop and/or disseminate existing 
guidelines on how to promote social 
and emotional well being of young 
children. 

Communications and 
Cultural Competence 
Workgroups 

 Complete by 
end of term 

ongoing ongoing ongoing ongoing 

Objective 2.2: To consolidate mental health promotion activity across sectors. 

Activities / Tasks to be completed Responsible Program/ 
Party 

YEAR 1 
Oct-March 

YEAR 1 
April-Sept 

YEAR 2 
Oct-March 

YEAR 2 
April-Sept 

YEAR 3 
Oct-March 

YEAR 3 
April-Sept 

Develop the skills of individuals, 
organizations and communities to 

Communications, 
Workforce Development 

  Begin 
trainings/ 

ongoing ongoing ongoing 
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sustain mental health promotional 
activities. 

and Cultural 
Competence 
Workgroups 

workshops  at 
beginning of 
term 

Increase the understanding of 
practitioners, policymakers, and the 
public about the role untreated mental 
health problems play in placing 
children and youth at risk for entering 
the juvenile justice system. 

Communications, 
Workforce Development 
and Cultural 
Competence 
Workgroups, partners 

ongoing ongoing ongoing ongoing ongoing ongoing 

Create small-scale projects as 
opportunities for engaging 
communities and community-based 
organizations in mental health 
promotion. 

Communications 
Workgroup, partners 

ongoing ongoing ongoing ongoing ongoing ongoing 

Organize discussions with providers, 
community and faith based 
organizations and parents/caregivers 
to share their experiences and the 
importance of working together to offer 
the continuum of services that will 
support young children’s social and 
emotional development. 

Communications and 
Cultural Competence 
Workgroups, 
Family/Youth 
Involvement 
Coordinators, partners, 
SEMHSOC and SEECC 

ongoing ongoing ongoing ongoing ongoing ongoing 

Work with a range of sectors so that a 
larger resource base can be engaged to 
promote children’s mental health. 

Communications 
Workgroup, partners, 
SEMHSOC and SEECC 

ongoing ongoing ongoing ongoing ongoing ongoing 

Improve communication across sectors. Communications 
Workgroup 

ongoing ongoing ongoing ongoing ongoing ongoing 

Goal 3:  To raise awareness of the determinants of children’s mental and emotional health at public, professional and policy-making levels. 

Objective 3.1:  Improve early identification of children’s mental health needs. 
Increase provider understanding of 
young children's mental health needs. 

Communications and 
Workforce Development 
Workgroups 

ongoing ongoing ongoing ongoing ongoing ongoing 

Encourage early identification of 
mental health needs in existing 
preschool, childcare, education, health, 
welfare, juvenile justice, and substance 
abuse treatment systems. 

Communications and 
Workforce Development 
Workgroups 

ongoing ongoing ongoing ongoing ongoing ongoing 
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Integrate mental health consultations as 
part of children's overall general 
healthcare. 

Communications and 
Workforce Development 
Workgroups 

ongoing ongoing ongoing ongoing ongoing ongoing 

Objective 3.2: To increase recognition of early signs of young children’s mental health needs. 

Activities / Tasks to be completed Responsible Program/ 
Party 

YEAR 1  

Oct-March 

YEAR 1 

April-Sept 

YEAR 2  

Oct-March 

YEAR 2 

April-Sept 

YEAR 3 

Oct-March 

YEAR 3 

April-Sept 

Provide information about tools 
providers may use to assess children's 
social and emotional needs. 

Communications and 
Workforce Development 
Workgroups 

 Begin process 
with Spring 
Conference 

ongoing ongoing ongoing ongoing 

Provide promising interventions to 
providers. 

Communications and 
Workforce Development 
Workgroups 

 Begin process 
with Spring 
Conference 

ongoing ongoing ongoing ongoing 

Provide information providers may use 
to discuss mental health issues with 
parents or caregivers and children, and 
make appropriate referrals for further 
assessments or interventions. 

Communications, 
Cultural Competence 
and Workforce 
Development 
Workgroups, Early 
Identification Team 

Presenta-
tions to begin 
in the 
community 

ongoing ongoing ongoing ongoing ongoing 

Provide all primary healthcare 
providers and educational personnel 
with information about ways to 
enhance child mental health and 
recognize early indicators of mental 
health challenges. 

Communications, 
Cultural Competence 
and Workforce 
Development 
Workgroups, Early 
Identification Team 

Presenta-
tions to begin 
in the 
community 

ongoing ongoing ongoing ongoing ongoing 

Encourage family organizations to help 
family members access information on 
enhancing children's mental health 
through Building Blocks website and 
other materials. 

Communications and 
Cultural Competence 
Workgroup, partners, 
SEMHSOC and SEECC 

ongoing ongoing ongoing ongoing ongoing ongoing 

Goal 4:  To reduce stigma associated with mental health. 

Activities / Tasks to be completed Responsible Program/ 
Party 

YEAR 1  

Oct-March 

YEAR 1 

April-Sept 

YEAR 2  

Oct-March 

YEAR 2 

April-Sept 

YEAR 3 

Oct-March 

YEAR 3 

April-Sept 

Conduct public education campaigns to 
address the stigma associated with 

Communications and 
Cultural Competence 

 Take off with 
Mental Health 

ongoing ongoing ongoing ongoing 
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mental health disorders. Workgroup Awareness 
Month with 
Hear Me Now 
and other 
activities 

Eliminate stigmatizing language and 
views and adopt language that 
promotes recovery. 

Communications and 
Cultural Competence 
Workgroups, Service 
Delivery Team 

 Upon 
completion of 
the 
development of 
common 
language 

ongoing ongoing ongoing ongoing 

Provide opportunities for Building 
Blocks families that wish to publicly 
share their story through workshops 
and presentations to change prejudicial 
attitudes and provide encouragement 
to others to seek help. 

Communications and 
Cultural Competence 
Workgroup, Family and 
Youth Involvement 
Coordinators 

ongoing ongoing ongoing ongoing ongoing ongoing 

Provide opportunities for Building 
Blocks youth that wish to publicly 
share their story through workshops 
and presentations to change prejudicial 
attitudes and provide encouragement 
to others to seek help. 

Communications and 
Cultural Competence 
Workgroup, Family and 
Youth Involvement 
Coordinators 

ongoing ongoing ongoing ongoing ongoing ongoing 

Organize multi-disciplinary forums 
that provide information about the 
principles of infant mental health; the 
continuum of services needed in 
communities from promotion, 
prevention, and treatment. 

Communications and 
Cultural Competence 
Workgroup, partners, 
SEMHSOC and SEECC, 
Early Identification team 

ongoing ongoing ongoing ongoing ongoing ongoing 

Promote youth participation in making 
decisions and choices about preferred 
mental health intervention strategies. 

Communications and 
Cultural Competence 
Workgroup, Youth 
Involvement 
Coordinator 

ongoing ongoing ongoing ongoing ongoing ongoing 

Promote the respect for personal 
dignity by recognizing that all people 
have dignity, and deserve social justice, 
fairness, and respect. 

Communications and 
Cultural Competence 
Workgroup, staff and 
partners, SEMHSOC and 

ongoing ongoing ongoing ongoing ongoing ongoing 
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SEECC 

Goal 5:  To utilize an evidence-based approach and logic models in the planning, implementation and evaluation of social marketing activities. 

Objective 5.1:  Eliminate racial/ethnic and socioeconomic disparities in access to mental healthcare services. 
Increase accessible culturally 
competent, evidence-base services that 
are sensitive to youth and family 
strengths and needs. 

Communications, 
Workforce Development 
and Cultural 
Competence 
Workgroups. 

ongoing ongoing ongoing ongoing ongoing ongoing 

Promote efforts to recruit and train 
minority providers who represent the 
racial, ethnic, and cultural diversity of 
the area. 

Communications, 
Workforce Development 
and Cultural 
Competence 
Workgroups. 

ongoing ongoing ongoing ongoing ongoing ongoing 

Promote the development and 
integration of alternative, testable 
approaches to mental healthcare that 
engage families in prevention and 
intervention strategies. 

Communications, 
Workforce Development 
and Cultural 
Competence 
Workgroups. 

ongoing ongoing ongoing ongoing ongoing ongoing 

Promote research on diagnosis, 
prevention, treatment, and service 
delivery issues to address disparities in 
access to mental healthcare services, 
especially among different racial, 
ethnic, sexual orientation, and 
socioeconomic groups. 

Communications, 
Workforce Development 
and Cultural 
Competence 
Workgroups, staff and 
partners, SEMHSOC and 
SEECC, evaluation team 

ongoing ongoing ongoing ongoing ongoing ongoing 
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Appendix “A” Hispanic/Latino Focus Groups Report 

 
 

 

 
 

Southeast Mental Health System of Care 
Building Blocks 

Hispanic/Latino Focus Groups Report 
 
 
1. Introduction 
 
Mijoba Communications, LLC, a private consulting firm, conducted two focus groups 
on March 24 and March 31, 2008 for the purpose of discovering:  
 

1) The mental images, thoughts and feelings associated with mental health services 
for children. 

2) Real and perceived barriers to accessing and obtaining mental health services for 
children.  

3) Alternatives to mental health services for children that may prevent them from 
becoming involved with the legal system. 

4) Suggestions around how service provider agencies can better provide early 
screening, identification and intervention for children. 

The focus group consultation was designed to capture the views of non-English 
speaking Hispanic/Latino people who in some way have experienced the mental 
healthcare system and to obtain their ideas on ways to improve the system. This report 
presents an overview of the background to the focus groups research, the methodology 
undertaken, and the key findings from the groups. 
 
Methodology 

 
Enrollees were identified within a geographic radius that would allow easy access to 
the focus groups, which were held in New London at the Children and Family Agency 
of Southeastern Connecticut, Inc.   An invitation in Spanish went out to community-
based organizations, faith-based organizations and to others.   

 

567 Vauxhall Street Ext Suite 201
Waterford, CT 06385

(860) 535-2774  
Fax (860) 535-2774

Cell (401) 663-4471
nadesha@mijobacommunications.com

Appendix “A”
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A total of 16 enrollees participated in the two, 2-hour focus groups.  The 16 participants 
consisted of 15 females and 1 male.  Ages ranged from 25 – 47 (three in their 20’s, ten in 
their 30’s, and three in their 40’s).  Spanish speaking countries/areas represented:  1 
from Peru, 8 from Puerto Rico, 2 from Chile, 2 from Dominican Republic, 1 from New 
York, 1 from El Salvador and one did not identify.   With the exception of one 
participant, Spanish is the native language.  The occupations of participants included 
case worker, two teacher’s assistants, secretary, certified nursing assistant, family 
support worker, interpreter and translator, community outreach worker, homemaker, 
community worker, housekeeper, dietician, social worker, pre-school teacher, family 
advocate, and one who chose not to state her occupation.  All participants have 
children.  The ages of the children range from four months old to the oldest being 28 
years old.  Four of the participants have one child, five have two children, four have 
three children, two have four children, and one has five children.  With the exception of 
one participant who did not check a box, none of the participants reported having been 
in trouble with the law. 
 
A set of questions was developed and translated to Spanish in advance of the focus 
groups.  Before the start of the focus group, the importance of confidentiality was 
emphasized. Participants were also asked to complete a document in Spanish for the 
purpose of gathering demographic data without name identification.  Upon completion 
of each focus group, participants received a gift certificate from WalMart.  The two 
focus groups were conducted entirely in Spanish with a native Spanish speaking 
facilitator and note-taker. Also, during the focus groups, day care services were 
available to the participants. 
 
To ensure that all participants were able to express their views freely, Mijoba 
Communications was contracted to design and facilitate the focus groups. 
 
While neither the make-up of these focus groups nor their findings can be considered to 
be representative of the Hispanic/Latino population, these focus groups are useful for 
identifying strengths and weaknesses and areas in need of improvement around the 
issues of children’s mental health services.  
 
Selection of Issues for the Focus Groups 
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Four issues emerged from a wide range of policy considerations, as appropriate for 
discussion within the focus groups.  Selected primarily for their practical significance to 
the key stakeholders, the areas for discussion within the focus groups included:  

• The beliefs and attitudes around  “mental health” and  “social and emotional 
wellness” 

• Preferences around providers’ race and ethnicity  

• The language preference when receiving services and information/literature 

• Issues of stigma associated with mental health services. 

 
Response  

In general, the focus group sessions went well.  Most of the participants saw their input 
as critical to the process of changing the way children access and receive mental health 
services in the Southeastern Connecticut area and welcomed the opportunity to voice 
their opinions.  Feedback from the sessions indicated appreciation for the invitation to 
participate in the focus groups and, in addition, how much it was learned as a result of 
having participated in such discussions.  It was also expressed that more of these types 
of discussions should be taking place out in the community. 

2.  Questions Posed 

Questions focused on the current and anticipated access and receipt of mental health 
services for children.   

• Question 1. When you think about mental health services for children, what are 
the images, thoughts and feelings you have? 

• Question 2. What do you believe are the barriers to seeking and getting mental 
health services for children? 

• Question 3. What alternatives to mental health services do you think have helped 
or could help children from becoming involved with the legal system? 

• Question 4. What are your thoughts about how service provider agencies can 
better provide early screening/identification and early intervention for children? 

 
3.  Findings 
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The following is a summary of focus groups findings: 
 

Question 1:  When you think about mental health services for children, what are the 
images and thoughts and feelings you have? 

Question in Spanish:  ¿Cuándo usted piensa acerca de los servicios de salud mental 
para los niños pequeños, qué imagines, pensamientos y emociones tiene usted?  

 

For this first question, the participants in both groups were initially divided into two 
groups of four and were provided with posted paper and markers and given 15-20 
minutes to brainstorm.  We then took the two lists, compared them and began the 
discussion.  (Feedback:  Participants stated that they thoroughly enjoyed this exercise 
because it gave them the opportunity to really think about mental health services for 
children and talk about it with peers). 

The participants wrote down a wide and extensive range of images, feelings and 
thoughts around mental health for children.  The focus group discussion began based 
on the lists from the two groups and many feelings were expressed, however, 
participants identified six major areas of concern as key factors impacting mental health 
services for children.  
 

� Miedo, temor1 (fear) as being the number one answer  

� Incertidumbre o duda (uncertainty—“what is going to happen?”) 

� Vergüenza (shame-“hope of a healthy child,” “what are people going to say?”) 

� Culpabilidad (guilt) 

� Rechazo (rejection—“by providers, by family, friends, spouse”) 

� Fracazo (failure-“what if. . .,” “what are people going to say?”) 

The participants emphasized that in accessing not only mental health services, but also 
any services for their children, fear is a major factor.  A participant stated, “It is difficult 
for me, people think if you or your child is receiving mental health services then you or your 
child are crazy or mentally retarded.”   

                                                      
1 Throughout this document, there will be instances when two or three different words will be stated to describe the 
same thing, namely miedo and temor which both mean fear.  This will be done in an attempt to capture all the words 
used by participants given the different countries of origin and the use of Spanish. 
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There was agreement among the participants that “cuando uno primero llega al pais, hay 
mucho miedo de pedir ayuda y además de ser rechazado (when one first comes to this 
country, there is a lot of fear in asking for help and being rejected).”   

Another concern participants were very open about was the issue of over-medication of 
the Hispanic/Latino children.  One participant stated, “algunas veces yo no quiero medicar 
a mi hijo pero en la escuela me dijeron que eso puede ser un caso de negligencia. . .le meten miedo 
con eso (sometimes I do not want to medicate my son but at the school they told me that 
that could be considered a case of negligence. . .they scare you with that ).”   This 
previous statement began a discussion among the participants around the Department 
of Children and Families (DCF), and all participants stated their fear of DCF: “siempre 
me da miedo que alguien me reporte a DCF (it is always scary that someone will report me 
to DCF),” another one stated, “con DCF uno nunca gana (with DCF, no one ever wins),” 
another, “DCF no entiende nuestra cultura (DCF doesn’t understand our culture), ” 
another, “hay maestros o daycare que lo amenazan a uno con DCF si uno no le da la medicina a 
los niños (there are teachers or daycare that threaten with DCF if one does not give the 
children their medicine).”  Another participant stated2, “too much medicine. . .send kids to 
the doctor just to get medicine. . .so la loquera que tiene tu hijo se le quite (so that the craziness 
your son has goes away).”  Another statement was, “me molesta tener que medicar a los 
hijos (it bothers me having to medicate my children).” 

“Vergüenza (shame) is another strong factor since having a mental health problem is 
considered taboo, “no se habla acerca de esos problemas (one does not talk about those 
problems).”  One participant stated “si yo tengo un problema mental, yo no quiero que 
nadien lo sepa (if I have a mental problem, I don’t want anyone to know).”  In addition, 
many of the participants stated that “problemas mentales se esconden (mental problems are 
hidden),” leaving individuals oftentimes “en soledad y aislado (lonely and isolated).”   

Participants engaged in a discussion around the use of the words “retraso” and “atraso.”  
When the word retraso, which means “delay”, is used in the context of a child, in 
Spanish this word has a strong negative meaning for many parents in the 
Hispanic/Latino cultures.   The participants during the discussion came to an 
agreement as to the meaning of the words retraso and atraso such that “retraso” 
indicates  mental retardation while “atraso” suggests being behind.  In reality, when 
one looks at these two words in “El Diccionario de la Lengua Española de la Real 
Academia Española”, they mean the same: “delay.” 
 

                                                      
2  It is the case that in many instances participants spoke mixing the English with the Spanish. Nonetheless, the 
facilitator often repeated such statements all in Spanish so all participants would understand. 
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There was agreement among the participants from both groups that salud mental no es 
salud emocional y que salud mental es una enfermedad (mental health is not emotional 
health and mental health is a disease).”  There were strong opinions and feelings 
around the words mental health, which implies that there is something wrong with the 
child in some form of impedimentos, retraso, problema de aprendizage y comportamiento/ 
conducta (impediment, delay, learning problem and behavior).  However, a few of the 
participants stated that “hay mucha ignorancia acerca de salud mental, no tenemos la 
información.  Hay poco recursos en español, todo esta en ingles, uno busca y busca, pero no hay 
nada o nadien.  Los padres se frustran y lo dejan alli (there is a lot of ignorance regarding 
mental health, we do not have the information. There are little resources in Spanish, 
everything is in English, one looks and looks, but there is nothing or nobody. The 
parents get frustrated and they leave it at that).” 
 
Mijoba Communications Comments:  It would appear that Hispanic/Latino members 
of the community tend to have dissimilar beliefs regarding mental health and the 
causes of mental illness than those commonly held by both medical and mental health 
providers, and most other professionals interacting with their children. This is an 
important issue because these beliefs can powerfully influence the actions community 
members take in seeking help for their mental health problems.  
 
 

Question 2.  What do you believe are the barriers to seeking and getting mental 
health services for children?  
 
Question in Spanish:  ¿Qué cree usted son las barreras para conseguir y para obtener 
los servicios de salud mental para los niños? 
 
When the question was first presented, all participants had an opportunity to state his 
or her opinion.  The following is a list of those opinions: 
 

� Cultural differences: how the parent and/or child are perceived 
� Disconnection: the provider sees things one way and the family sees it differently 
� Racism and discrimination 
� Being mistreated by providers 
� Being reported to DCF 
� Denial and frustration 
� Lack of appropriate education on the part of the parents 
� Problems at the school 
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� Fear of immigration 
� Availability and offering of appropriate services for children with behavioral 

problems 
� Harassments, teasing, hostility from other children toward my child 
� Child’s stress in school and the community 
� Not knowing where to go to look for help 
� Use of medical terminology and technical language 
� Language barriers 
� Our ethnicity is an issue – too much aggression against us   
� Too much medication       
� Economic barriers 
� Young parents don’t know 
� Divorced parents   
� Stress   
� Isolation   
� Frustration      
� Neither bilingual providers nor trained interpreters 
� Creates beliefs on the part of the children that there is something wrong with 

them 
� Separation from peers 
� Lack of dialogue 
� Concerns about the opinions of others 
� Taboo/Stigma 
� Lack of Services 
� Too much work 

 
During further discussion of this question, the general consensus among the 
participants was that discrimination was a major barrier to accessing and receiving not 
only mental health services for their children but in reality any other type of services.  
“Racismo se siente.  Depende de como la persona te dice que tu hijo tiene un problema.   El padre 
se cuestiona ¿es porque mi hijo si tiene un problema o porque es la persona es racista? (Racism 
is felt. It depends on how the person tells you that your child has a problem. The parent 
questions him/herself, ‘is it because my child does have a problem or because the 
person is a racist?’).” 
 
The stereotyping of the Latino/Hispanic community was expressed, “Son Hispanos, no 
conocen las leyes, nos ven de esa manera (They are Hispanics, don’t know the laws, they see 
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us in that way).”    All participants agreed that there is not respect for the 
Latino/Hispanic traditions.   
 
A discussion ensued around the issue of Latino/Hispanic children in the schools and 
one participant stated that there are many “culture-bound behaviors—children play outside 
a lot in Puerto Rico.  Falta de conocimiento de la cultura, sensibilidad. . .Hacen una reunión 
[parent/teacher conferences] con toda esta gente que no tienen conocimiento de la cultura y dicen 
que el niño es peligroso (There is lack of cultural knowledge, sensitivity. . .they have a 
meeting with all these people that have not cultural knowledge and say that the child is 
dangerous).” 
 
Participants also stated the challenges in raising children in the U.S. because of the 
cultural differences.  Participants felt that the U.S. fosters more permissiveness and 
independence for children, which is contrary to Hispanic/Latino values. 
 
During this discussion, participants also stated that when it becomes difficult to 
communicate doctors/providers let the clients know through: 

� Body language 
� Patronizing by saying, “I’ll give you literature, but it is in English” 
� Condescending and at times, even arrogant 
� Pretend that services were provided 
� There is not importance given to the client 

 
Economic barriers are another factor that participants agreed plays a major role in 
accessing and receiving mental health services for their children, “los seguros no cubren 
todo si es que las personas tienen seguro, y no hay suficiente dinero para pagar por estos 
servicios (insurances do not cover everything if people have insurance, and there is not 
sufficient money to pay for these services).”  A participant stated that, “también, los 
factores económicos hacen que mucha gente mienta de modo que puedan calificar para los 
servicios (also, economic factors make many people lie so that they can qualify for the 
services).”  Another participant further stated that,“Cuando uno es ‘middle class’ no 
cualificamos para nada y no ganan suficiente dinero para pagar ellos mismos (When one is 
`middle class,' we do not qualify for anything and they do not make sufficient money to 
pay themselves).” 

PROBE:  Specifically, what about the language barrier? 

There was consensus among the participants that this is a major issue and at the heart of 
many of the reasons why people don’t seek services.  This further emphasizes the issues 
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of fear—fear of not being able to communicate and there being misunderstandings and 
mistakes. 

Among the responses given – 

 “Eso es muy important porque yo no se ingles y ya que yo no se ingles necesito un interprete 
(That’s important because I don’t know English and since I don’t know English I need 
an interpreter)” 

 “El poquito de ingles que yo se no me va a permitir comunicarme (the little I know of English 
is not going to allow me to communicate).” 

“ How am I going to say everything I feel, my child is feeling?  First, I don’t know the right 
words.  Un problema es que si you le estoy explicando al proveedor y el no me entiende, (one 
problem is if I’m explaining to the provider and he doesn’t understand me) it is obvious 
that I need an interpreter.”   

“Muchas veces le dicen a uno que tiene que traer un interprete. . .yo no tengo dinero para 
pagarle a un interprete (many times, I am told that I have to bring an interpreter. . .I don’t 
have money to pay an interpreter)” 

Most of the participants stated that they needed an interpreter for fear of not receiving 
the care they needed because of the language barrier.  All participants were in 
agreement with this. Another statement made was that understanding is also very 
important, specifically understanding everything they are being told about their child.  
In addition, participants commented on the materials available that many of the 
agencies provide that “they are all in English, too complicated, or bad translations.”  One of 
the participants stated “If the agencies want to provide education to the community, they need 
to be more responsible about this and really use clearer, simple language.” 

Mijoba Communications comments:  Not only are there basic communication 
problems due to one individual not speaking the language of another, but the language 
of medicine and mental health, in itself, can be a source of confusion and anxiety even 
without such language issues. One point which emphasizes the need for knowledgeable 
interpreting services is the observation that many health professionals today rely 
heavily on written materials to communicate health information. However, according to 
the National Institute for Literacy, research has found that nearly 80% of written health 
information materials in the United States are written above a 12th grade reading level, 
while more than 50% of U.S. adults have literacy skills at or below a 7th grade reading 
level.  Patients with poor literacy skills may have a difficult time understanding 
instructions for engaging in specific behaviors and explanations about why they would 
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benefit from engaging in certain behaviors. Consequently, compared to individuals 
with high literacy levels, adults with low literacy levels experience poorer health 
outcomes. 

PROBE:  What about the cultural differences? 

The response to this question from all participants was that it is definitely a factor.  “Las 
costumbres de nuestros países son muy diferentes a este país, y mucha gente no entiende eso y 
además no las respetan (The customs from our countries are very different to this country, 
and many people don’t understand that and in addition do not respect them).” one 
participant said.  

Mijoba Communications Comments:  Such a perspective reflects the critical need to 
focus upon cultural identity when attempting to assist a bi-cultural client in their efforts 
at receiving quality mental health services.  For those seeking to assist clients in their 
efforts at communication in a mental health setting, while full understanding of their 
cultural perspective is not always possible, awareness of and sensitivity to the cultural 
complexity of all individual lives is essential. 

Cultural competence enhances quality of care.   Providers, through sensitivity to other 
cultures, can help clients of all cultures receive appropriate care and achieve optimum 
health, rather than prolonging illness. Furthermore, it has been demonstrated in a 
variety of study contexts that providers who understand other cultures help promote 
compliance with recommended treatment plans. Noncompliance with prescribed 
treatment plans and objectives is a major obstacle in our current service delivery 
system. 

 PROBE:   When you do receive services, how do you feel? 

The general consensus among the participants was that, “nos tratan como que si fueramos 
ignorantes, analfabetos, incultos/sin educación (we are treated as if we were ignorant, 
illiterate, uneducated)”.   

Among the responses given – 

“Como ataque personal (like a personal attack)” 

“Frustrado/a (frustrated)” 

“La calidad del servicio cambia cuando la persona no habla ingles (the quality of the 
service changes when the person does not speak English)” 
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“Si hay mucho trabajo para comunicarse, proveen servicios muy superficialmente (If 
there is too much work to communicate, services are provided very superficially)” 
 
“No hay voluntad profunda para proveer servicios a las personas de grupos 
minoritarios (There is not a profound will to provide services to the people of minority 
groups)” 

“Hasta hablan gritando como que si uno va a entender mejor lo que dicen (they even speak 
shouting as if one is going to understand what it’s being said)” 

PROBE:  Are there characteristics or indicators that make you aware that your child is or 
may be experiencing some difficulties? 

 
Among the responses given: 
When there are problems at home, learning problems, socialization problems, hyperactivity, 
apparent difficulty with age-appropriate learning tasks, creativity, excessive crying or 
screaming, loss of emotional control, difficulty accepting comfort, rejection from members of 
same culture. 
Some of the participants stated that they were not aware that there was a problem until the child 
entered day care or the school.  Some of the comments: “the day care called me because my child 
was acting up,” “you don’t know the seriousness of the problem until the school calls with the 
problems.”  Many of the participants felt that this was a problem since it is easier to take care of 
a problem when it is caught earlier.  A participant stated that “depending on the pediatrician 
asking ‘is the child talking, sleeping’ you don’t know whether there is something wrong 
or not. . .and then I also fought with my husband because of his perception that the 
doctor was wrong.” 
At this point, participants engaged in a discussion around the issue of support from family, 
friends, and spouse once a child has been diagnosed with a “problem.” 
 

PROBE:  Any other final comments on this question? 
 
One participant stated that she felt that the lack of understanding the Hispanic/Latino 
community has around children’s mental health services is due to the lack of “equivalence” since 
these services for the most part do not exist in our country. 
 

Question 3. What alternatives to mental health services do you think have helped or 
could help children from becoming involved with the legal system? 

¿Qué alternativas a los servicios de salud mental usted piensa han ayudado o podrian 
ayudar a los niños a no llegar a tener problemas con la ley?  Quiero decir, mantener a 
sus niños fuera del sistema legal. 
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When this question was initially asked, many of the participants took offense.  One 
participant quickly stated, “es asumiendo que los niños que terminan en el sistema legal 
tienen problemas mentales (it is assuming that the children who end up in the legal system 
have mental problems).”  Another participant stated, “el sistema legal le quita autoridad a 
los padres (the legal system takes parents’ authority away).”    In fact, during a 
discussion among the participants, they all agreed that issues of “racismo (racism)” and 
socio-economics are much more influential in children ending up involved with the 
legal system. 

Upon completion of the above discussion, one participant stated that the first thing to 
do is “Comenzar con los Hispanos ellos mismos (start with Hispanics themselves)” meaning 
educate the community around the issues of children’s mental health.  “También es 
importante emplear ‘una campaña normalizadora de la salud mental’ (it is also 
important to employ ‘a campaign to normalize mental health’).” 

Among the suggestions given – 

� Provide a small handbook about the resources available, how to access them, 
whether they provide interpreting services or if they have providers that speak 
Spanish. 

� Provide more information on the Internet that is in Spanish but also how to search 
for this information.  Provide clear guidelines as to how to do a search on the 
Internet and how to discern what is of good quality and what is not. 

� Have information available at the schools that is in Spanish. 

� Provide more education around the “stages of development” through family 
courses, use of the radio (since this is a very common way within the 
Hispanic/Latino communities to obtain information), groups for young girls, after-
school programs where parents can see how other children behave, and more 
general education around mental health. 

� Provide a “CD or DVD with role play modeling how to handle children.” 

� The pediatrician or family doctor should be able to provide some of this education. 

� Day Care centers should be better informed about the cultural differences—more 
education of providers.  
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One thing that all participants agreed on and expressed feeling strongly about was that 
no matter what strategies are used, they be: 

� Accessible 

� Culturally appropriate 

� Sensitive 

� That the Spanish used be clear, well written, respectful, with good translations.  One 
participant stated, “una mala traducción es una falta de respeto (a bad translation is 
disrespectful).” 

PROBE:  When experiencing difficulties or challenges, where do you seek help?  
 
There was an emphasis on the lack of understanding and/or knowledge that currently 
exists among members of the community regarding issues of mental health services and 
how these services work. They also stress that pastors or priests are the first source 
contacted. They felt that more community-based services were needed. 

 

Question 4.   What are your thoughts about how service provider agencies can better 
provide early screening/identification and early intervention for children? 

¿Cuáles son sus pensamientos o ideas acerca de cómo las agencias de proveedores de 
servicios pueden proveer una mejor detección, identificación e intervención 
temprana para los niños? 

All participants agree that parents should be provided with the appropriate information 
around child development as early as possible, “equipar a los padres, no hay nadien que 
conoce al niño/a mejor que los padres (equip the parents, no one knows the child better than 
the parents).”  “Los padres mismos pueden ayudar a identificar si hay algun problema pero si 
uno no tiene la información cree que el niño/a simplemente es malcriado (the parents 
themselves can help identify if there is a problem with the child but if one does not have 
the information, one simply believes that the child is spoiled).” 

It was also suggested that more education be provided on how to access services, 
parents’ rights, stages of child development by using simple words and simple 
illustrations.  

Another response to this question by many of the participants was in favor of having 
providers of Hispanic/Latino background.  But it was also stated that in the event that 
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these are not available, professional interpreters should be provided to address the 
language barriers.   

Participants further stated that there should be more information and education for 
community leaders and faith-based community leaders regarding mental health issues 
so that they can provide more assistance and referrals.  Also, more training and 
education are needed to ensure that services are respectful and sensitive to the needs 
and culture of the Latino/Hispanic communities.   

4.  Strategic Summary 

� All participants felt that there is an enormous lack of understanding and knowledge 
around children’s mental health services and the consistently unmet needs of this 
group. 

� Language and culture were determined to be important factors for accessing and 
receiving mental health services for children. 

� Most participants agree firmly with the need to have a professional Spanish-
speaking interpreter present when receiving services if the provider does not speak 
the language. 

� Focus group participants identify the following barriers to accessing mental health 
services:  fear and shame, economic barriers such as lack of insurance, mistrust of 
providers and mental heath professionals, concerns about confidentiality, and fear 
of immigration. There was also consensus that discrimination against 
Hispanics/Latinos is a serious barrier often encountered.   

 
� In general, focus group participants expressed frustration that although there are 

many Hispanic residents in the area, there continues to be inadequate support for 
non-English speaking persons and a lack of availability of professionals that 
understand their language and culture.    

 

The findings of this exercise suggest that the risks posed through either the absence of 
professionals that understand the language and culture of the Hispanic/Latino 
communities, failure to provide qualified interpreting services, and lack of education 
around the issues of children’s mental health include: 
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� Risk to the client through ineffective or insufficient communication of the specific 
problem for which they are seeking assistance or services. This includes information 
needed by the professional to accurately diagnose and treat the situation, along with 
information needed by the client to safely and effectively care for themselves and 
their children (e.g., understand the nature of their problem, the purpose of various 
treatments, the need to follow specific prescribed treatment and/or plans, etc.) 

� Ongoing risk of over-utilization of services due to ineffective communication and 
connection with the client.   

� In the event of language barriers, increased exposure to liability on the part of 
professionals. If they do not receive complete or appropriate information about the 
clients’ problems, or even lack full confidence in the interpretation conducted on 
behalf of their client – the final judgment (i.e., diagnosis and treatment decisions) 
may be compromised.  Such a situation would place all involved at risk. 

� Alienation of the community from those who are there to provide services. Poor 
rapport, mistrust and eventual refusal to use available services are all possible 
outcomes to faulty communication and failure to establish a quality relationship 
with the community being served. Furthermore, such a scenario results in over-
utilization of services as all levels of preventive care become difficult, if not 
impossible, to implement. 
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Southeast Mental Health System of Care 

Young Parents Program Focus Group 
 

1. Introduction 
 
Mijoba Communications, LLC, a private consulting firm, together with Peter Schultheis Director 
of the Norwich Youth & Family Services, conducted a focus group on March 11, 2008 for the 
purpose of:  
 

5) Assessing participants’ current emotions, challenges and future plans as young parents. 

6) Engaging the attendants in talking about what social and emotional means to them, and 
by contrast what “wellness” means to them.  Have attendants discuss what relationship 
exists between social, emotional and wellness. 

 
This report presents an overview of the background to the focus group research, the 
methodology undertaken, and the key findings from the group. 
 
2.  Methodology 
 
Enrollees were identified from the Norwich Youth & Family Services Young Parents Program.    
 
A total of 8 females participated in the focus group.  These young women self identified as 1-
hispanic, 3-white, 2-black and 2-other.  The ages ranged from 3-17 years old, 2-18 years old, 2-19 
years old, and 1-20 year old. 
 
A set of questions was developed in advance of the focus groups.  Before the start of the focus 
group, the importance of confidentiality was emphasized. Participants were also asked to 
complete a document for the purpose of gathering demographic data without name 
identification.  Upon completion of each focus group, participants received a gift certificate 
from WalMart.   
 
Nadesha Mijoba and Peter Schultheis facilitated the focus group, while Rachel Smolenski of 
Building Blocks took notes. 

567 Vauxhall Street Ext Suite 203
Waterford, CT 06385

(860) 535-2774  
Fax (860) 535-2774

Cell (401) 663-4471
nadesha@mijobacommunications.com

Appendix “B”
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While neither the make-up of the focus group nor their findings can be considered to be 
representative of the young parents population, this focus group was useful for identifying 
strengths and weaknesses and areas in need of improvement around the issues of children’s 
mental health services. 
 

3.  Findings 
 
Peter S. began by first engaging the participants in talking about the following topics: 
 
� What are your feelings around childcare and do any of you use childcare?   Most 

expressed great anxiety about putting their child in a childcare facility.  There was a 
great deal of anxiety around not knowing what would be done to their child.  One 
participant said that, “I want to make sure my baby is not left crying on a crib.”  Many stated 
that they rather wait until their child is older since they would be able to communicate if 
there is something wrong going on in the center.   

 
PROBE QUESTION:  What would make it more comfortable to be able to place your 
child in daycare?  Participants felt videotaping and having an open door policy would 
help.  Participants also talked about what signs to look for that would indicate whether 
their child wasn’t doing well in care such as a lot of crying, a change in attitude, long 
adjustment period, checking for bruises, how the child acts at home and having 
conversations with their child.  Again, the reason why is best to wait for the child to get 
older to go into daycare is that they can express when something is wrong. 

 
� What are your plans for education?  In five years most would like to attend college for 

the following studies: psychology, dental, early care and accounting. They would like to 
attend Eastern or TRCC. 

 
� In School attitudes: most felt out of place when they were pregnant in school, there was 

a lot of “drama”, other teens talked behind their backs, they felt out of place, most were 
able to ignore it, however, one mom dropped out. 

 
� NFA: the moms felt there was a bad attitude at NFA and there is a great cultural divide 

between everyone, “one side of the cafeteria is for the rich kids, the other is for us.” 
 
� Friends: most said they lost friends during their pregnancy and after they had their 

child. 
 
� Health: the participants stated that good health meant “not hurting”, “feeling good”, 

“don’t feel out of breath”, not having “migraines” or “arthritis” “getting up in the 
morning”.  They stated they take medication to feel better. 
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Regarding having a relationship with the doctor, most said that they did not like their 
doctor but with further discussion, some said it is good while others said it is not so 
good.  Some feel rushed in the doctor’s office, there is not enough time in the office, and 
one stated that their doctor “put them down” for having a child. 
 
Access to health care:  most felt they had good access to care for self and child, some 
expressed they could not see a pediatrician anymore because they had a child while 
some still go to the same pediatrician they had as a child. 
All participants stated that the most important thing in receiving good health care is 
good communication as well as feeling comfortable with the doctor – not feeling judged. 

 
� Natural Supports:  six of the participants said they have support from someone, 2 said 

“somewhat pretty much on my own.”  Some of the participants in fact stated that it is 
oftentimes easier to be on your own because “not having to deal with others judging you and 
telling you how to raise your child.” 

 
� Concerns about being a parent: when they have concerns they feel comfortable enough 

to ask the doctor questions or their own parent. 
 
� Read to child: most read nightly to their child.  One participant did ask, “what is so 

good about reading to your child?”  A discussion around this issue began and many of 
the participants did state that reading is critical for the healthy development of a child.  
One participant made the statement that, “some parents may not read to their children 
because they don’t know how to read themselves.”  

 
� Relationships with father of child:  3 of the participants are still involved with the 

father in some way, the rest are not.   Two of the participants stated that the father is not 
involved with either them or the child at all. 

 
� Housing:  participants stated they live in various housing situations, some with their 

own parent, grandparent, low-income housing, friends, share with a sibling or 
godparents.   

 

Only one of the participants stated that she had her own place, but that “I find it 
to be much easier because you get to make your own decisions.” 

 
� Greatest Concern about being a parent:  “getting stuck”, “making a wrong decision”, 

“not being able to provide”, “don’t want to be dependent on others”. 
 
Following the above discussion, Nadesha engaged participants in the following exercise: 
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An activity was conducted first, which consisted of posting two sections of 2-sheets of easel 
paper on the walls, providing as much space between the sets as possible. One sheet was titled: 
Social Wellness for Children under Six Years Old, and the other one:  Emotional Wellness for 
Children under Six Years Old.  The participants were broken into two groups of four and each 
group had a marker.  Each group took a station before one of the two social and emotional, and 
was instructed to consider what behaviors, characteristics and elements are parts of their 
assigned dimension. They had about eight minutes to do it and then switched.    
 
The two different lists contained the following: 
 

Social Wellness Emotional Wellness 
Outgoing, interactive, outspoken, friendly, 
positive, caring, respectful, civil conversation, 
laughing, eye contact, happy, feeling wanted, 
taken care of, talkative, respected, loved, open 
minded, being sociable. 
 
Bullying, selfish, fighting, self-centered, angry, 
self-destructive, negative, disrespectful, 
secluded, isolated, sad, lonely, neglected, shy, 
antisocial, unfriendly, and destructive. 

Depression, stress, sadness, happy, negativity, 
positive, social, angry, isolated, mood swings, 
boredom, lonely, aggravated, frustrated, 
loving, caring, nostalgic, unappreciated, 
feeling unwanted, irritable, friendly, antisocial 

 
The participants were then engaged in talking about what social and emotional means to them, 
and by contrast what "wellness" means to them.  They were asked to look at the two lists and 
discuss what relationships exist between social, emotional and wellness. 
 
Discussion 
 
What do you notice from the two lists? “The lists are similar”, “both are related”, “to be one you 
have to have the other”, “they tie in together”, “emotional affects social”, “it is like dominos.” 
 
What in your opinion affects your child social and emotional wellness?  “What I’m going 
through my child picks it up and affects his social and emotional behavior.”  “Negative characteristics can 
lead to depression”, “its like a disease, it spreads, its contagious.” 
 
Do you feel that it is important to learn about this information? All participants eagerly said 
yes, “It will help to connect with my child,” “it will help me understand why my child does some things 
that I think are wrong,”  “I’ll know my kid is acting out for a good reason.” 
 
How would you describe what social and emotional wellness is to others?  
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Participants used the following statements as a suggestion for describing social and emotional 
wellness: 
 
 “It is life”, “approach others”, “if you are not healthy in both, you are not healthy at all”, it is 

“depression” or a “don’t care” attitude, “having a healthy body and a healthy mind are important.” 
 
In your own words, what does it mean to be socially and emotionally healthy? 
 

 “It is life” 
“Being happy” 
“Positive” 
“What makes you as a person or a parent” 

 
If there were two important things you want for your family, what would those be?  The 
answers of the participants were all based on the following:   
 

“Health and happiness” 
“Success and comfort” 
“Respect and Honesty” 
“Peace and love” 
“Loving and caring” 
“Safety and support” 

 
One last question Peter asked, “How do you feel the Young Parents’ Program is doing or has 
done for you?”   
 
Many of the participants answered that they felt that the staff are doing their best and they have 
helped them in every way. 
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Appendix “D” 
 
January 16, 2008 Report on SEMHSOC Focus Groups of December 15, 2007, and 
January 8 & 12, 2008 

 
The Purpose 

Three community focus groups consisting of 18 participants (6 participants per group) 
were assembled during December 2007 and January 2008 for a minimum of two hours 
each to explore the following questions:  

1) the images, thoughts and emotional feelings associated with mental health 
services for children in underserved and minority communities;  

2) the hindrances to seeking mental health services for children in underserved and 
minority communities;  

3) the alternatives to mental health services for children that have helped or could 
help to keep children from entering into law enforcement situations (i.e., what 
resources do caregivers currently use or can envision to keep their children out 
of the system?); 

4) thoughts about how service provider agencies can better provide early 
screening/ identification and early intervention to children in underserved and 
minority communities. 

The Participants 

Eighteen minority participants were recruited from the Norwich area. The 18 
participants consisted of 11 women and 7 men ranging in age from 18-59.  Five were age 
18-29, 4 were age 20-29, 4 were age 30-39, 3 were age 40-49, and 2 were age 50-59.  Nine 
were African American (6 female, 3 male), 6 were Native American/African American 
(3 female, 3 male), and 3 were Hispanic (2 female, 1 male).  Seven were recruited from a 
local church in Norwich, while the other 11 were recruited from other Norwich 
community venues and affiliations.  The current careers of the participants varied with 
at least one participant in each of the following occupations: home health aid, 
commercial housekeeper, educator, attorney, beautician, homemaker, casino worker, 
student, school bus driver, school administrator, construction worker, social worker, 
and unemployed.  At least 5 of the participants had at some point been incarcerated, 
and no less than 13 of the participants had dealt with the incarceration of an immediate 
family member.   
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The Challenges Associated with Mental Health Services for Minority Youth   

The participants articulated a wide variety of challenges and problems with mental 
health services for minority youth.  The challenges that recurred across focus groups 
included: 

Challenge 1: Fear, Distrust, and Lack of Communication Concerning Providers and 
Resources 

 

• In all of the focus groups, trust was the first issue mentioned.  Among minority 
communities there is an “intimidating” provider environment, and a lack of 
communication and trust in school, agency, and organizational administrators 
and staff.  There is often a feeling from minorities that these community partners 
do not respect, trust, value, or genuinely communicate with minorities.  As it was 
stated in one of the sessions, “it seems that most clinicians are already looking down 
on you, and they give the impression that they are only going to give so much, they won’t 
go all the way to help you.”   Another participant stated that when applying for any 
kind of assistance, “The intake person may not care and often makes you feel 
uncomfortable, like you are begging… like you are want to take something that doesn’t 
belong to you… It feels degrading and demeaning… So some of us do not like to reach 
out and ask for help.  [And even a] church might look down on you, might judge you for 
not being there—for only being there when you need help.”    

• It also was stated that minorities often feel that Caucasian providers especially 
are not fair to all cultures and often do not take the time to really get to know or 
understand them, and are even sometimes afraid of them (especially of male 
minorities) and quickly cycle them through and “brush them off.”  Likewise, the 
theme of parents being afraid of the very agencies that were designed to help 
them was recurrent in the focus groups as well.  So there almost seems to be a 
mutual fear occurring, which blocks the ability of client and provider to have a 
genuine, mutually beneficial exchange. 

• There is reluctance for minorities to reach out for help due the fear of being 
negatively stereotyped by personnel, for fear of being seen as a criminal instead 
of a person needing support, and worst of all, for fear of having ones children 
taken away. As one participant stated, “The way those who are supposed to help us 
treat us when we ask for help, it makes us feel like the perpetrator instead of the victim… 
Sometimes we are afraid to ask for help (e.g., calling the police, calling a social worker) in 
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fear that we will be perceived as a perpetrator and punished instead of helped.” Further, 
the social stigma associated with mental health issues per se is fear-producing for 
many minorities.  As one participant stated, “People don’t want stigma—[don’t 
want others thinking of them] crazy, institutionalized.” 

• There is a tendency for minority parents to feel inadequate and powerless as 
advocates, with many not knowing their rights, responsibilities, and resources. 

• The theme of parents being afraid to discipline their children because of agency 
intervention was recurrent throughout the focus groups. 

 
Challenge 2: “Cultural Ignorance” and Ineffective Therapeutic and Educational Models 
 

• Minorities are faced with very individualistic, nuclear, non-holistic provider 
approaches that do not educate and incorporate knowledge about methods that 
are proven effective for minority families that tend to be more extensive in their 
blood and non-blood kinship networks. 

• Minorities tend to feel that providers’ low expectations and a frustrating non-
customized, pacifying, quick-fix, band-aid approach to quickly (re)cycle minority 
youth through the system creates a self-fulfilling prophecy that eventually ends 
with minority families being over-represented in the criminal justice system. The 
theme of providers even misunderstanding the cultural meaning and diversity of 
styles of dress of minorities was recurrent in the focus groups. 

• There is a tendency to quickly medicate minorities while refusing to recognize 
minority-based alternative resources and methods as legitimate (e.g., spirituality, 
faith, prayer, nutritional & herbal remedies, behavior modification, positive 
reinforcement, relaxation techniques, adjusting daily routines, and mentoring are 
not included in treatment planning).  These methods may take longer, but may 
be more effective for minority families. 

Challenge 3: Lack of Resources 

• Minority difficulties with transportation, child care, and high costs of services 
also make them reluctant to reach out for help. 

• Very long waits for appointments, and after one does arrive, there is a tendency 
to have to wait a very long time to be quickly mis-diagnosed, mis-labeled, over-
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medicated, and rushed and dismissed by service providers (and thus the 
perception that “I’m just a number”). 

• Financial limitations and challenges may leave minority families with no choice 
but to accept the quick fixes (over-medication, etc.) when they have to juggle 
child-rearing, multiple jobs, limited economic resources, and often poverty.   

• There is a tendency for service providers to not consider and encourage internal 
and external resources and programs that could help to assist minority families, 
but the perception that they are quick to make such recommendations for white 
children and their families.  Participants stated “there seems to be a secrecy about 
resources and services that are available.”  Likewise, resources and programs that do 
not require a referral are not publicized in venues that are common to minorities 
(churches, barbershops, etc.), so many programs and resources have gone 
unheard of in the minority community.  Therefore, there is a perception among 
minorities (and perhaps among service-providers) that these programs are not 
appropriate for or accessible to minorities, when they do hear of them.   

• There are not enough logistically accessible and culturally appropriate spaces, 
places, programs, and job opportunities for minority youths to stay active, keep 
busy, and develop non-materialistic leadership skills.  This impacts their mental 
health, perceptions of them by society, and incarceration rates.  In one of the 
groups it was felt that this contributes to the hostility and violence that we 
observe among many of our youths. 

• As schools and programs are growing in numbers and in diversity, the base of 
culturally savvy personnel are not growing proportionately with those increases.  

• One participant explained that when there are no resources, no place to turn, the 
3 M’s can happen: “Mental, Mad, and Murder… It could be related to stress, ADHD, 
drug use, depression, bi-polar, domestic violence, anxiety, schizophrenia, but all equal 
‘the pressure cooker.’”  

The Supports that Can Promote Effective Mental Health Services for Minority Youth   

The participants suggested a wide variety of supports for improving mental health 
services for minority youths: 

Support 1: Improve Communication and Trust between Minorities and 
Providers, and Educate Them to Minimize Provider “Cultural Ignorance” and 
Improve their Therapeutic and Educational Strategies 
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• In one of the focus groups it was stated that, “Personal trust is needed in the 
community when you are dealing with alcohol, drugs, mental health issues, domestic 
violence, abuse, etc., you need someone you can go to in the community, someone you can 
trust… The color of the clinician does not matter as much as the first impression, their 
participation in the community, their willingness to collaborate with you to help you.” A 
participant from another focus group stated, “It’s not about color, it’s about 
authenticity.” 

• Participants spoke of providers’ “cultural ignorance,” and asserted that 
providers need to be better trained in other cultures.  They also recommended 
that providers become more involved with the minority community outside of 
their work in order to understand the issues faced by minorities, to gain 
credibility with minorities, and to work more collaboratively with minorities as 
full partners in their treatments and programs.  Something as simple as a social 
worker being sensitive to the impression that their own dressy clothes make on a 
youth, or how their showing up to pick up a teen from school in a state car, can 
negatively impact the rapport-building process.  Providers need to also 
understand the diversity that exists both within and between cultures.  For 
example, as one participant noted, for some Asian cultures, to seek help outside 
of the family hierarchy of elders is considered a betrayal to the family.  If a 
provider does not know that this can be true for some families, then they will not 
know how to figuratively meet the client where they are, work collaboratively 
with the family, and hopefully move favorably through that issue.  

• Providers need training on “the minorities within the minorities”, that is the double 
and triple minority status as individuals cope with race, gender, socioeconomic 
status, age, sexual orientation, etc., especially where youth culture and the Hip 
Hop generation are involved.  As one fairly young focus group participant 
explains, teens need providers/supporters with some “street credibility” who can 
see into and understand their “anger, disappointment, and rebellion, their it’s me 
against the world attitude where they are rebelling in order to get attention as a way of 
saying, ‘Hey, I am here!’ We feel we will be dismissed if we don’t rebel… We can either 
blend into the wall, or become a criminal or mental outcast.”  The outcast is promoted 
in the media, and many youths are buying into this persona.  But if minority 
youth do not buy into this persona, they are subject to peer pressure, teasing, 
bullying, etc..  Focus group participants said that these teens need to be seen and 
understood for who they really are, with the good and the bad, and should not 
be further dismissed.  Providers are needed who will not render these youths 



 
 
 
 

 

58

    
 

invisible, who will validate these youths and their experiences, and will work 
with them to help them. 

• Holistic approaches are needed that take more time, that go more in-depth 
without alarming trust, and that incorporate the spiritual, physical, mental, the 
entire family, and personal supports to the degree possible within confidentiality 
guidelines and agreements.  To some extent the community (neighbors, friends, 
churches, etc.) may need to be included, which is consistent with the extended-
family model that is common to minorities, as opposed to nuclear-family  model.   

• It was mentioned that some youths and families do not understand that the 
services are confidential.  It was suggested that providers really need to explain 
to youths and families the limits and boundaries of confidentiality, so that the 
family does not decide to just completely shut down in order to ensure that they 
protect themselves from any misunderstanding about their family.  “Providers 
need to better explain to families their services and how they can help.” Service 
providers “should not jump to conclusions [about minorities] and should not expect 
every situation to be in black in white.”   

Support 2: Provide Early Identification, Preventive, and More Effective 
Resources and Family Support 

• A clearinghouse and/or booklet of resources should be developed to help 
educate and arm minority families about their Rights, Responsibilities, and 
Resources regarding the kinds of issues that emerged in the focus groups (e.g., 
how to keep your children out of DCF; how to clear your record by using The 
Pardon Team programs so that you can get better jobs and/or become foster 
parents, etc.;  how to request schools to pay for PPT testing, etc.).  Likewise, 
resources such as 211-Infoline need to be better promoted to minority 
community members by providers.  

• Likewise,  a parenting resource booklet could be developed on “How to Keep Our 
Children Out of Jail,” as well as recommended prevention activities such as 
visiting court proceedings and jails, “Project Rapped” etc..  When asked explicitly 
how we can keep our children out of jail in addition to all of the ideas delineated, 
participants had a variety of additional answers including consistency of 
discipline, communication with child and family, assertiveness, publicizing 
resources, extending programs so that they are longer in duration, and 
promoting parental involvement, all of which are items that could be included in 
a How to Keep Your Child Out of Jail resource. 
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• A Family Resource Center or Community Center in a logistically accessible place 
needs to be developed, where minority families can turn for advocacy, mental 
health support, counseling, referrals, parental training (e.g., making the most of 
“car time,” developing quality-time, effective discipline, communication skills), 
prevention activities, economic and job development, educational planning, 
financial aid, special needs, civil rights and justice, intergenerational extended 
day programs.  Providers could come to such a center for collaborative diversity 
training and development.  

• Provide activities (with transportation) of interest to our youth as well as 
intergenerational activities for all ages: entertainment, movie nights, computer 
activities, computer training, family outings, cookouts, fieldtrips, museums, 
educational locations, the Mystic Aquarium, the Mashantucket Pequot museum, 
etc..  

• The teens in the focus group said that teens need a place in their own 
communities where they can go to “relax their minds.”  Such activities help to 
foster health and well-being in minority families, and aid in healthy mental 
health development. Other interests include music studio for teens, dance 
activities and programs, seminars on “how to get into college and get financial aid,” 
electronics, sports, social space for teens (e.g., a “Café” type place such as that in 
Naragansett, RI), refreshments, and conflict resolution supports. 

• Of interest to minority adults was, “Ladies night out for relaxation (perhaps 
titled, Time Out)”, ceramics, Bingo, Super Bowl activities, etc., with a different 
community member facilitating the topic each time. 

• Of interest for parents were topics such as “Understanding Your Child, Getting to 
Know Your Child, Communicating with Your Child, Cooking 101 (because young 
mothers today do not know the basics of cooking healthy meals for their children), 
Figuring Out What Your Child is Going Through and Their Special Needs.”  

• Churches and other community supports need more funding for preventive 
activities, seminars, educational and cultural trips and experiences, 
transportation (e.g., vans, insurance), volunteers, support staff, etc., as two of the 
three focus groups recognized the church as a stabilizing force for families.  The 
role of the church and spirituality needs to be better recognized and integrated, 
when applicable, into treatment and educational planning. For many minority 
families, it is not appropriate to ignore or remove spirituality from support 
planning. Agencies, churches, mosques, synagogues, etc. need to work together. 
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• One focus group member mentioned that more young pastors are entering the 
counseling field.  Resources should be provided for assisting ministers to get 
their counseling education and credentials so that they can be of more formal 
service to the community.   It was also mentioned that more education is needed 
for churches, to educate them on contemporary issues so that they can be of more 
support to their congregants.  For example, the suicide rate has tripled for teens 
in the last few decades, with a great deal of that increase being attributed to 
struggles with sexual orientation issues with the teasing, bullying, and 
harassment that can go with it.  Some churches may need help figuring out how 
to support teens who may be struggling, without alienating the teen, nor 
sacrificing what the church believes as biblical principles regarding 
homosexuality.   Another participant mentioned that First Cathedral, an 
exceedingly large African American church in Bloomfield, CT, near Hartford, 
where there is a significantly larger proportion of minorities in the middle 
socioeconomic class, has a support group for teens confronting sexual orientation 
issues, and numerous other support groups for just about any issue. 

• Parents and caregivers need to develop balanced communication and discipline 
skills with their children, incorporating faith (if applicable), culture, and the law. 

• Prevention and early identification are greatly needed.  It was advised in the 
groups that more money be put into early preventive programs such as 
mentoring, training, leadership development, before- and after-school programs.  
As one participant shared, “Having been in the system [myself], if someone spends 
time, mentoring, preventing crimes, then spend money on mentoring instead of 
institutionalization… Give the mentors education and funding to do things that the 
youths like… to put the two together (education and funding) it becomes a much more 
powerful and better experience.” 

• Getting children focused educationally, as early as possible, is important.  It was 
believed among the groups, and research has supported the notion, that it is by 
4th grade that our minority youth become disengaged with conventional 
schooling.  So age-appropriate programs are essential, beginning as early as 
possible.  Likewise, minority youth need job opportunities as early as possible.     

 

Support 3: Provide Minority Family and Community Advocates and Role 
Models 
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• A network or consortium of parents of color advocates need to be developed to  
help support, educate, and serve as models for less advocacy-savvy families, to 
encourage greater minority participation in DCF Family Plan meetings, and to 
help families except more responsibility and maneuver through the various 
provider systems. 

• A network of community advocates to provide collaborative training and 
programs could also be developed and publicized with flyers etc. in venues 
popular to minorities.  Incentives could be provided for attending (e.g., gift 
cards, achievement certificates, door prizes, etc.).  Minority families need to be 
taught “how to beat doors down to get what they want like the Caucasians do.” 

• When families are able to effectively advocate for their children, community 
resources mentioned by participants such as UCFS, DCF Voluntary Services, 
DCF’s Active Parenting class, Natchaug, Madonna Place, Pond House, System of 
Care, LEARN, Children’s Trust Fund, CPAC Niantic, Legal Aid, Bureau of 
Rehabilitation Services, Vocational Services, I.E.P Plan #504 program, School 
PPT’s, Martin Luther King Center Norwich, Kente Cultural Center New London, 
Big Brothers/Sisters, TVCCA Boys to Men Program, Kennedy Center Haddam, 
Project Rapped, Extended Family Day, Holistic Health Center Norwich, Health 
Food Stores, counselors, schools, child specialists, special education programs, 
churches, military family supports, and other community resources, may be even 
more helpful.  

• The theme of needing mentors and role models for minority youths was 
recurrent across the focus groups.  One participant stated, “Without role models, 
the next best thing is the streets.”   Providing incentives and/or compensation for 
serving as role models is essential, because active, engaged minorities are 
working on average with a fraction of the time and economic resources that their 
white counterparts have, and therefore may sacrifice more of themselves in order 
to be a role model.  

• Mentors are needed that understand that youths can be very intelligent, yet need  
help with their anger issues.  These youths “need people who can go to the hood and 
talk to the kids, talk about their talents, talk about respect… mentors who can go where 
the kids are.”  The role of mentors as described by the participants cannot be 
emphasized enough.  However, participants cautioned that mentoring should 
not over-structuralized, as it will be more effective if the mentor can also be a 
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friend to the youth and family. It was acknowledged that informal mentors can 
be just as important as formal mentors, especially with minorities tending not to 
think of volunteer activities in formal terms.        

• Participants spoke to the need for mentors, not only for male youths, but also for 
many female youths who are subject to exploitation because they have been 
reared on negative media images, without a father, and sometimes with a lack of 
positive role models. 

• Mentors also are needed for vocational job shadowing.  Job shadowing was 
mentioned as a tool that Caucasians frequently use for mentoring their youth, 
while minorities tend to rarely use it, which again, may have to do with 
minorities’ sense of efficacy and power on their jobs. 

• Community forums for discussing all of these issues, also was suggested. 

Thus, while the challenges articulated were many, community members were at no loss 
for ideas and words when visualizing and suggesting possible solutions.  They 
recognized the resources that are already here, and expressed their appreciation for 
those resources when they are accessed and can work effectively.  However, they also 
recognized that if the suffering in the minority community is any indication, there is a 
great need for improvement in terms of tapping into current resources, and in 
developing new ones.  But the recurring theme for even beginning a dialogue or any 
work on these issues is the theme of the importance of trust.  Inviting minorities to the 
table for this discussion was a great start in further nurturing trust.  Many of the 
participants expressed to me their appreciation for SEMHSOC providing these focus 
groups.  They expressed a relief in being able to share their concerns and experiences, 
and a hope and a trust that their thoughts and ideas would be listened to and acted 
upon.   

One participant summarized what the focus group participants in general tried to 
express through their thoughtful, insightful, heart-felt participation:  “We just don’t want 
to feel like we are doing it by ourselves—we want to work collaboratively and with the support of 
programs, teachers, law enforcement, medical folks, government agencies, etc… [But] in order to 
get respect, they must give us their respect.” These focus groups were an excellent start.  I 
hope that my and all of the participants’ work in the focus groups is a beginning for 
making a positive change in our community! On behalf of the participants and myself, 
thank you! 
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Report provided by Michelle R. Dunlap, Ph.D., consultant in conjunction with Linda 
Fecteau, SEMHSOC, 2008. 
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Appendix “D” New London County Community Profile 
 
 

Population (2005) (Data Source: 2005 CERC Town Profiles) 
CT State 3,534,280 
New London County 267,325 
Groton 40,599 
New London 27,404 
Norwich 36,693 

 
 
 
Race/Ethnicity (2005) 
 
 State New London 

County 
Groton New 

London 
Norwich 

White 2,858,875           223,344 32,092 16,646  29,265 

Black 318,835
  

19,390 3,736  6,221 3,341 

Asian Pacific 117,997 10,707 2,630 1,163 1,546 

Native American    14,298 2,985 390 268 501 

Other/Multi-Race 224,275 10,899 1,751 3,106 2,040 

Hispanic (any 
race) 

370,958 15,148 2,278  5,726 2,492 

 
 
 
 
Gender Distribution (2005) (Data Source: 2005 CERC Town Profiles)  
 

Poverty Rate (1999) (Data Source: 2005 CERC Town Profiles) 
CT State 7.9% 
New London County 6.4% 
Groton 6.1% 
New London 15.8% 
Norwich 11.5% 
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Age/Gender Distribution (2005) (Data Source: 2005 CERC Town Profiles) 
 

 
 
 
Educational Attainment (2000) (Data Source: 2005 CERC Town Profiles) 

 

  
0-4 

 
% 

 
5-17 

 
% 

 
18-24 

 
% 

 
25-49 

 
% 

 
50-64 

 
% 

 
65+ 

 
% 

 
Total 

 
CT 
Total 

 
214,308 

 
6% 

 
614,744 

 
17% 

 
320,277 

 
9% 

 
1,251,454 

 
35% 

 
650,169 

 
18% 

 
483,328 

 
14% 

 
3,534,2
80 

 
New 
London 
County 

 
15,887 

 
6% 

 
45,474 

 
17% 

 
25,253 

 
9% 

 
96,804 

 
36% 

 
48,383 

 
18% 

 
35,524 

 
13% 

 
267,325 

 
Groton 

 
Male 

 
1,548 

 
4% 

 
3,280 

 
8% 

 
3,177 

 
8% 

 
7,740 

 
19% 

 
2,995 

 
7% 

 
2,068 

 
5% 

 
20,808 

 
Female 

 
1,476 

 
4% 

 
3,175 

 
8% 

 
2,049 

 
5% 

 
6,962 

 
17% 

 
3,113 

 
8% 

 
3,016 

 
7% 

 
19,791 

 
New London 

 
Male 

 
853 

 
3% 

 
2,048 

 
7% 

 
2,528 

 
9% 

 
4,743 

 
17% 

 
1,857 

 
7% 

 
1,390 

 
5% 

 
13,419 

 
Female 

 
824 

 
3% 

 
2,002 

 
7% 

 
2,589 

 
9% 

 
4,477 

 
16% 

 
2,014 

 
7% 

 
2,079 

 
8% 

 
13,985 

 
Norwich 

 
Male  

 
1,121 

 
3% 

 
3,078 

 
8% 

 
1,642 

 
4% 

 
6,372 

 
17% 

 
3,011 

 
8% 

 
2,197 

 
6% 

 
17,421 

 
Female 

 
1,101 

 
3% 

 
3,066 

 
8% 

 
1,891 

 
5% 

 
6,496 

 
18% 

 
3,,223 

 
9% 

 
3,495 

 
10% 

 
19,272 

Persons Age 25 or 
Older 

 
High School 
Graduate 

 
% 

 
Some College 

 
% 

 
Bachelors or 
More 

 
% 

CT State 653,300 28% 553,667 24% 720,994 31% 
Groton 7,770 31% 8,049 32% 6,620 26% 
New London 5,091 33% 3,931 26% 3,008 20% 
Norwich 8,315 34% 6,294 26% 4,558 19% 
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High School Dropouts (2000) (Data Source: Community-
Level Information on Kids/ CT Department of Education) 
CT State 3.1% 
New London County 3.3% 
Groton 1.0% 
New London 11.5% 
Norwich 20.3% 

 
 
 

Labor Force (2004) (Data Source: 2005 CERC Town Profiles) 
 Unemployed Unemployed Rate 
CT State 87,512 4.9% 
New London County 6,360 4.4% 
Groton 874 4.6% 
New London 812 6.0% 
Norwich 1,108 5.5 % 

 
 
 

Children Who Receive TFA (2001) (Data Source: Community-
Level Information on Kids/ CT Department of Public Health) 
CT State 4.9% 
New London County 3.4% 
Groton 3.0% 
New London 12.2% 
Norwich 7.2% 

 
 
          

Birth to Teen Mothers (1999-Under 18) (Data Source: 
Community-Level Information on Kids/ CT Department of 
Public Health) 
CT State 2.9% 
New London County 2.3% 
Groton 1.5% 
New London 5.0% 
Norwich 3.8% 
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Late or No Prenatal Care (1999)  (Data Source: Community-
Level Information on Kids/ CT Department of Public Health) 
CT State 10.3% 
New London County 11.4% 
Groton 12.7% 
New London 20.1% 
Norwich 14.7% 

 
 
 

Substantiated Allegations of Child Abuse/Neglect Rates 
(2000)  
(Data Source: Community-Level Information on Kids/ CT 
Department of Public Health) 
CT State 16.3% 
New London County 16.9% 
Groton 17.2% 
New London 41.7% 
Norwich 31.4% 

 
 
 

Licensed Group Day Care Homes & Child Day Care Centers 
(2006) (Data Source: CT DPH) 
Groton 15 
New London  13 
Norwich 21 

 
 
 

Licensed Family Day Care Homes (2006) (Data Source: CT 
DPH) 
Groton 14 
New London  9 
Norwich 22 
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Percentage of Children entering Kindergarten with 
Preschool Experience (2001) (Data Source: Community-Level 
Information on Kids/ CT Department of Education) 
CT State 74.4% 
New London County 69.1% 
Groton 61.0% 
New London  63.2% 
Norwich 65.8% 

 
 

Child Care Subsidies: Infants and Toddlers (Ages >1 
through 2) (2002) (Data Source: Community-Level 
Information on Kids) 
CT State 50.0% 
New London County 38.7% 
Groton 43.7% 
New London 80.5% 
Norwich 65.8% 

 
 

Child Care Subsidies: Preschool Age (Ages 3 through 4) 
(2002)  
(Data Source: Community-Level Information on Kids ) 
CT State 85.1% 
New London County 66.0% 
Groton 65.8% 
New London 166.9% 
Norwich 130.5% 

 
 

Child Care Subsidies: School-Age (Ages 5 through 12) (2002)  
(Data Source: Community-Level Information on Kids) 
CT State 24.6% 
New London County 14.3% 
Groton 15.5% 
New London 43.9% 
Norwich 30.2% 



 
 
 
 

 

69

    
 

References 
 
                                                      
1 U.S. Department of Health and Human Services.  SAMHSA’s National Mental Health Information 
Center.  Children's Mental Health Facts.  Children and Adolescents with Mental, Emotional, and 
Behavioral Disorders.  Accessed 9/12/07, from 
http://mentalhealth.samhsa.gov/publications/allpubs/CA-0006/default.asp  
 
2 U.S. Department of Health and Human Services. (1999) Mental Health: A Report of the Surgeon General. 
Rockville, MD: U.S. Department of Health and Human Services. 
 
3 National Coalition for the Homeless. Fact Sheet #7: “Homeless Families with Children,” June 1999: 
http://nch.ari.net/families.html; (b) Urban Institute. Homelessness: Programs and the People They Serve, 
December 1999. Summary Report: http://www.urban.org/housing/homeless/homeless.html; 
Highlights: http://www.huduser.org/publications/homeless/homelessness/highrpt.html.  
 
4 Goffman, E. (1963) Stigma: Notes on the management of spoiled identity. Simon & Schuster / NY 
 
5 Preamble to the Constitution of the World Health Organization as adopted by the International Health 
Conference, New York, 19-22 June, 1946; signed on 22 July 1946 by the representatives of 61 States 
(Official Records of the World Health Organization, no. 2, p. 100) and entered into force on 7 April 1948. 
 
6 Definition of Health.  WordReference.com Dictionary.  Adapted From: WordNet 2.0 Copyright 2003 by 
Princeton University. All rights reserved. http://www.wordreference.com/definition/health  
 
7 World Health Organization.  What is Mental Health?  Accessed 9/12/07,  from 
http://www.who.int/features/qa/62/en/print.html 
 


