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INTRODUCTION

Much has been written about reducing ethnic disparities in access to quality of health care, which is a goal of recent federal initiatives. The Surgeon General’s Report on Minority Mental Health emphasized the overall high levels of unmet needs for mental health care nationally across diverse subpopulations. This workshop session will address barriers, evidence-based cultural competency, and solutions.

“Evidence-based cultural competency practice in mental health, substance abuse, and mental health services is not an exception but rather an expectation”








Fred Dyer, Ph.D., CADC

“Knowing is not enough; we must apply. Willing is not enough; we must do.”








Goethe

THERAPEUTIC USE OF SELF

1.
Understand and like adolescents

2.
Have clear values about alcohol and drugs

3.
Remember when you were an adolescent

4.
Be willing to laugh at yourself

5.
Remember the power of the peer group

6.
Be willing to make peace with your parents

7.
Be sure you have worked through or are working on your own adolescent issues

5 AXIOMS FOR WORKING WITH ADOLESCENTS

1.
Expect madness, badness, and no easy ride.

2.
Invoke the PTA rule.

3.
Be suspicious of memory.

4.
Differentiate between style and substance.

5.
Recognize how adolescents are similar yet different.
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ADOLESCENT ADDICTION CULTURAL COMPETENCE ISSUES

POINTS TO PONDER

1.
Ethnic and socioeconomic factors have main and moderator effects on drug use and abuse (Brook et al., 1998b; Felix-Ortiz & Newcomb, 1999).

2.
Ethnic minority group membership can pose both risk and protective factors for drug use and abuse, as adolescents of different ethnic groups may be either differentially exposed and/or vulnerable to certain risk factors (Nurco et al., 1997).

3.
One way in which belonging to an ethnic/racial minority group may act as a risk factor for drug use and abuse is via its association with being marginalized.

4.
In many urban ethnic and racial minority communities in the USA (e.g., African/American, Latino), individuals have little access to resources and opportunities, which can lead to indifference or even opposition to dominant social norms.

5.
Detachment from social norms may ultimately be expressed in high levels of substance use and abuse.

6.
Drug use may function as self-medication in the face of discrimination and lack of opportunity. 

7.
Among young Native Americans, many of whom are isolated on reservations, the most proximal risk factors for alcohol and illicit drug use and abuse are family problems and family dysfunction.

8.
High risk factors for Native Americans may be caused by their marginalized social status. Because of limited access to employment and educational opportunities, school drop-out and unemployment rates in Native American communities are often high (Chavers, 1991).

9.
High levels of exposure to poverty and violence contribute to the production of conditions in which drug use and abuse can flourish (Fisher, Storck, & Bacon, 1999).
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10.
There are also a number of protective factors to be found within Native American communities, including the adherence to traditional practices and values (Fisher et al., 1999).

11.
Among Latino adolescents, acculturative stress has been identified as a risk factor for drug use and abuse (Felix-Ortiz & Newcomb, 1999).

12.
Gender differences in substance use among Latinos are pronounced. Many males are heavy users of alcohol, and women are likely to abstain (Canino, Burham, & Caetano, 1992). This seems related to women’s roles in traditional Latino culture. Church attendance and religiosity are correlates with lower levels of drug use, particularly among Latinos (Felix-Ortiz & Newcomb, 1999).

13.
Ethnic identity, familism, and religiosity serve as protective factors against adolescent drug use among Puerto Rican adolescents (Brook et al., 1998b).

14.
Research on drug use has shown that African American adolescents tend to use drugs less than white (Catalano et al., 1993; Maddahian, Newcomb, & Bentler, 1988) and Puerto Rican (Brook et al., 1997b) adolescents.

15.
This is the case despite the fact that African American adolescents youth tend to be more exposed to a number of important contextual risk factors associated with adolescent substance use and abuse, including drug availability (LaVeist & Wallace, 2000), drug offers (Wallace & Muroff, 2002), and economic deprivation (Wallace & Muroff, 2002).

16.
African American adolescents seem to have a number of intra- and interpersonal protective factors that help them to abstain from drug use and may account for their lower levels of drug use compared with whites, such as high levels of family bonding, religiosity, and less sensation seeking (Wallace & Muroff, 2002). When others factors were controlled, African American youth were at one third of the risk for substance abuse than their white counterparts (Kilpatrick, et al., 2000).
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17.
Research (Brook et al., 1998c) has shown that ethnic identity in African American youth served as a protective factor against drug use.

18.
the cultural and ecological factors unique to Colombian youth provide differences in specific risk factors for marijuana use.

19.
A study (Nurco et al., 1997) found that intrapersonal distress (depression, anxiety, and interpersonal difficulty), peer drug use, violence, and drug availability all had a greater impact on drug use in Colombia than in the USA.

20.
Two important cultural factors, religion and familism, were more likely to protect adolescents from drug use in Colombia than in the USA.

Source: Howard A. Liddle, E.D. & Cynthia C. Rowe (2006) Adolescent Substance Abuse: Research and Clinical Advances.
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ADDITIONAL POINTS TO PONDER

· Research shows that mental health and substance abuse treatment that is provided in a culturally competent manner is thought to be the best strategy for achieving racial disparities in client service use and clinical outcomes (Howard, 2003; Campbell and Alexander, 2002).

· Racial and ethnic disparities in health care access and quality have been extensively documented. In 2002, the Institute of Medicine Report, “Unequal Treatment,” confirmed that racial and ethnic disparities in health care are not entirely explained by differences in access, clinical appropriations, or patient preferences. The report suggested that disparities in health care exist in the broader historical and contemporary context of social and economical inequality, prejudice, and systematic bias.

· The nature and extent of alcohol-related problems are well known. Alcohol use is a significant risk factor for many health problems, including injuries associated with motor vehicle crashes, domestic violence, assaults and homicides, as well as diseases such as cancer and liver cirrhosis (Jones-Webb et al., 1996).

· Poverty among racial and ethnic minority adults and youth is a definite risk factor for alcohol and drugs and mental health problems, which often goes unaddressed or acknowledged (Schieles and Neighbors, 1999).

· Many features of family life have a bearing on substance abuse, mental health, and mental illness. Starting with etiology, family factors can protect against or contribute to the risk of developing substance abuse and mental illness, and supportive families and good sibling relationships can protect against the onset of substance use and mental illness. Conditions such as child abuse, neglect, and sexual abuse also place children at risk for substance abuse, mental disorders, and suicide (Culture, Race, and Ethnicity, Surgeon General’s Report, 2000).

· Substance abuse and mental health treatment that is provided in a culturally competent manner is thought to be the best strategy for addressing the racial disparities in client services, use and clinical outcome (Howard, 2003; Campbell and Alexander, 2002).

· The rationale is that minorities require treatment for mental health and substance abuse that include issues of culture, the social context of the illness within the communities in which they live, and communication from care-givers for maximum effectiveness (Howard, Konrad, Sterns, and Porter, 2001).

· Most recent definitions of cultural competency include having knowledge of and respect for different cultural perspectives, as well as being able to use skills effectively in cross-cultural situations (Howard, 2003; Brach and Fraser, 2000).

· Cultural competency has also been used to an ongoing commitment or institutionalization of appropriate practices and policies for diverse populations (Howard, 2003; Brach and Fraser, 2000; Cross, Bazon, Dennis, and Isaacs, 1989).

· Concisely, cultural competency is a set of behaviors, attitudes, and policies that enable a system, agency, and/or individual to function effectively with culturally diverse clients and communities (Randall-David, 1989).

· The achievement of a high level of cultural competency by an organization may consequently promote better outcomes for minorities (Dyer, 2006).
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17 RISK FACTORS FOR ADOLESCENT SUBSTANCE ABUSE

  1.
Laws and norms favorable toward behavior

  2.
Availability of drugs

  3.
Extreme economic deprivation

  4.
Neighborhood disorganization

  5.
Physiologic factors

  6.  
Family alcohol and drug behavior and attitudes

  7.
Poor and inconsistent family management practices

  8.
Family conflict

  9.
Low bonding to family

10.
Early and persistent problem behaviors

11.
Academic failure

12.
Low degree of commitment to school
13.
Peer rejection in elementary grades

14.
Association with drug-using peers

15.
Alienation and rebelliousness

16.
Attitudes favorable to drug use

17.
Early onset of drug use

Source: Risk and Protective Factors for Alcohol and Other Drug Problems in Adolescence and Early Adulthood: Implications for Substance Abuse Prevention. Psychological Bulletin, 1992, Vol. 112, #1, pp. 64-105.
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DEFINITION OF EVIDENCE-BASED PRACTICE

1.
The practice must be able to be manualized for dissemination.

2.
Good quality assurance measures.

3.
Must be feasible for a given population.

4.
Must be ecological valid and relevant.

5.
Must be cultural competent.

EVERYDAY SOLUTIONS TO IMPLEMENTING CULTURAL COMPETENCY

1.
See the implementing of cultural competency inclusive in the evidence-based practice.

2.
View the implementing of cultural competency as a process and not an event.

3.
The implementing of cultural competency begins with the boards, heads of state agencies, directors, program managers, therapists, counselors, outreach workers, and other ancillary staff members.

4.
Incorporate implementing of cultural competency through weekly staffings, through monthly or weekly staff development, through education from the clients.

5.
From an agency standpoint, implementing of cultural competency starts at the reception desk.
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2 Types of 

1.
Situation

A.


B.
Abuse

C.
Divorce

D.
Peer rejection: kids who are outcasts

E.
The all-con     concern with 

2.
Social 


A.
Youth of color


B.
Girls


C.
Poor and working-class youth


D.
Gay, lesbian, and bi-sexual youth
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BARRIERS/DISPARITIES

1.
Cost of Care

2.
Societal stigma

3.
Fragmented organization of services

4.
Clinician’s lack of awareness of cultural issues

5.
Bias

6.
Inability to speak the client’s language

7.
The client’s fear and mistrust of treatment

8.
Client’s view of illness/substance dependence/mental illness

Source: Are the Treatment Goals of Culturally Competent Outpatient Substance Abuse Treatment Unit Congruent with their Client Profile, Daniel L. Howard, Ph.D., Journal of Substance Abuse Treatment, 24 (2003), 103-113.

The president’s new freedom commission on mental health (2003) cited barriers to adequate care that result in:

· Racial and ethnic minorities’ hesitancy to seek treatment in the current system

· Stigma that surrounds substance abuse and mental illness

· Unfair treatment limitations and financial requirements placed on substance abuse

· The fragmented substance abuse, mental health service delivery system
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INSTITUTIONALIZING CULTURAL KNOWLEDGE/COMPETENCY

POINTS TO PONDER

1.
The implementation of cultural competency/knowledge begins with the board of directors and CEO viewing this as essential.

2.
Cultural competency should be reflected in the mission statement of the agency.

3.
Developing cultural competent practices is reflected at every level of the agency and is ongoing through the work of:

· The Board

· The CEO/President

· Managers

· Supervisors

· Therapists

· Mental health workers/substance abuse counselors

· Transportation personnel

· Kitchen personnel

· Maintenance workers

· Front desk/receptionist

4.
Vehicles to Cultural Competency


A.
Staff development days (in-house)


B.
Clinical supervision


C.
Staffings


D.
Conferences


E.
Articles


F.
Journals

G.
Conferring with or a willingness to learn on an individual basis

(None of this means anything without a willingness to be open and examine our own biases, assumptions, and viewpoints.)
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NIDA’S STRATEGIC PLAN FOR REDUCING HEALTH DISPARITIES

  1.
Improve the knowledge base on the patterns and origins of drug abuse and addiction in all racial/ethnic populations including producing estimates of racial disparities on the incidence and prevalence of drug use and addiction within those populations, examining both risk and protective factors.

  2.
Identify and examine issues of health disparities in drug abuse and associated infectious diseases, particularly HIV/AIDS within racial/ethnic populations, including analyses by gender.

  3.
Identify both the short- and long-term effects of drug use, abuse, addiction, and violence and their interrelationships on the overall health (including physical, mental, and emotional health) of men, women, and children in racial/ethnic populations.

  4.
Ensure that racial/ethnic minority populations are fully incorporated into the planning and implementation of NIDA’s Next Generation of Prevention Research Initiative

  5.
Develop effective, culturally specific drug abuse prevention strategies for minority populations who are at increased risk for drug abuse

  6.
Increase the number of treatment research studies that focus on racial/ethnic differences and improve dissemination of the study results

7.
Determine the factors that contribute to differences, if any, experienced by racial/ethnic minority populations in 

access to services and outcomes of treatment in managed care and other service systems. In addition, assess the

impact of welfare reform on substance abuse services provided to ethnic minorities, especially minority women.

  8.
Increase the number of neuroscience, clinical neuroscience, and basic behavioral science studies that focus on racial/ethnic differences.

  9.
Ensure proper resource requirement through training/career development.

10.
Educate racial/ethnic minority populations about drug abuse and addiction prevention and treatment. Also, identify and improve mechanisms for dissemination of research findings within and across minority groups.

11.
Professional and Community Development. NIDA will continue its efforts to involve the broader community in addressing health disparities in racial/ethnic communities caused by drug abuse and addiction. This includes the various expert work groups on African-American, Hispanic, Asian-American and Pacific Islander, and Native American and Alaska Native communities, In addition, NIDA will:

· Encourage clinical minority professional organizations to create and administer clinical minority research development programs through the K-12 mechanism. This can be modeled after the successful American Psychiatric Association and American Academy of Child and Adolescent Psychiatry programs to recruit and train minority clinicians interested in drug abuse and addiction research;

· Host writing workshops to facilitate publications in peer-reviewed journals by minority scholars;

· Develop opportunities (e.g., forums at professional meetings) to discuss drug abuse research needs, plans, and opportunities with key stakeholder groups to include practitioners and consumers; and

· Support workshop or programs to train investigators on conducting responsible drug abuse research in racial/ethnic minority communities;

· Consider creating guidelines for ensuring that such research is appropriate and sensitive.

Source: National Institute on Drug Abuse Among Racial/Ethnic Minorities,

1995.

Fred Dyer, Ph.D., CADC               dyertrains@aol.com                        (773) 656-0135 

