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Discussion Guide
The show will be filmed in a panel format with free discussion between the show host and other panelists. This discussion guide is not to be considered as a script. The information and resources provided in this discussion guide are provided to assist panelists in show preparation. The questions identified in each panel section will be asked by the show host. Panelists will respond to not only questions asked by the host, but will also comment and add to information presented by other panelists in a discussion format. Panelists will bring to the show their own keen anecdotal experiences as well as references from scientific studies from the field.
------------------------------------------------------------------------------------------------------------------------------
Show Description: Addiction is not limited to any one race, religion, creed, or lifestyle. Fortunately, neither are treatment and recovery services. Achieving long-term recovery is often dependent on finding personalized treatment and recovery services that meet the specific individual’s cultural, religious, or lifestyle needs. This episode will look at how substance use is acceptable in some cultures and how this may create a barrier for individuals seeking treatment and recovery services, consider the importance of providing services that incorporate the specific needs of the individual, and examine how some treatment and recovery models may prove more effective for one group than another.
------------------------------------------------------------------------------------------------------------------------------

Panel 1: The Importance of Cultural Diversity as a Factor in Substance Use Disorders 
Key Questions:
1. What are the definitions of “culture” and “cultural diversity”?
2. How do prevalence of substance use and mental health disorders and the need for treatment vary across racial and ethnic groups, age ranges, and gender?
3. Do sociodemographic differences such as family income relate to prevalence of substance use disorders and the need for treatment across racial/ethnic subgroups?
4. What are the substance use disorder issues associated with the lesbian, gay, bisexual, and transgender (LGBT) communities?
5. What are the substance use/disorder issues associated with persons with physical and cognitive disabilities?
6. Is alcohol and drug dependence more common in some occupations than others?
7. What other individual characteristics and life circumstance factors contribute to diversity among persons with substance use disorders?

Definitions of “Culture” and “Cultural Diversity”
Source:  http://www.ncsacw.samhsa.gov/files/TrainingPackage/MOD2/NationalClearingHouseTechnicalAssistanceBulletin.pdf
Following Specific Guidelines Will Help You Assess Cultural Competence in Program Design, Application, and Management, NCADIT Technical Assistance Bulletin

· Culture has been defined as "the shared values, traditions, norms, customs, arts, history, folklore, and institutions of a group of people." Culture shapes how people see their world and structure their community and family life. A person's cultural affiliation often determines the person's values and attitudes about health issues, responses to messages, and even the use of alcohol, tobacco, and other drugs.

· Cultural diversity refers to differences in race, ethnicity, language, nationality, or religion among various groups within a community, organization, or Nation. A community is said to be culturally diverse if its residents include members of different groups.

Source: Kreps, G.L. and Kunimoto, E.N., Effective Communication in Multicultural Healthcare Settings, Thousand Oaks, Sage Publications, (1994)

· Diversity ultimately functions at an individual level in that each individual “constructs their own identity comprised of a plurality of cultures based upon nationality, ethnicity, age, sex, religion, socioeconomic class, sexual orientation, political affiliation, health conditions, and interests.”

Source: Multicultural Awareness: Developing Cultural Understanding in the Juvenile Justice System - by Imogene M. Montgomery, Research Assistant, National Center for Juvenile Justice 

· Culture refers to a set of beliefs, values, arts, mores, habits and customs held by a specific group of people. These groups may include ethnic, racial, religious, professional and social groups. Therefore, not only do Hispanics, African- Americans and Asians have distinctive cultures, but youth gangs, senior citizens, divorcees, and juvenile probation officers do also.

· An expanded definition of culture is given by Porter cited in Nadler et al.
· (C)ulture involves the cumulative deposit of knowledge, experience, meanings, beliefs, values, attitudes, religions, concepts of self, the universe, and self-universe relationships, hierarchies of status, role expectations, spatial relations, and time concepts acquired by a large group of people in the course of generations through individual and group striving (1985–1989).

Verbal and Nonverbal Communication in Cultures
· It is essential to understand the verbal and nonverbal communication styles of different cultures. Some cultural groups convey messages by using more nonverbal behavior than verbal communication. For example in Hispanic cultures machismo is a value in males which conveys a strong self-image. It is characterized by stares, silences and an air of "coolness." Machismo is valued in Hispanic cultures and explains why men resist taking orders from non-Hispanics and women. If the practitioner is a woman, she should declare her official role in the first meeting with the Hispanic male. This will increase her credibility and reduce future resistance. Because of the value of machismo in Hispanic culture, practitioners should beware that one-to-one direct communication works best when dealing with members of this cultural group (Cesarz, 1991).

· In American Indian cultures, stares and silences are used to convey different messages. A firm look indicates seriousness and maintaining eye contact is a sign of disrespect (Cesarz, 1991). In Asian cultures, silences are used to emphasize meaning and to show power (Gudykunst et al., 1988).

· Eye contact is also viewed by Hispanic and African-American cultures as a sign of disrespect.

· In White cultures, direct eye contact conveys trustworthiness, forthrightness, and sincerity (Hanna, 1988). Lack of eye contact may be viewed as lacking integrity.

Personal Space
· There are also differences in the amount of touching within a culture. In Hispanic and African-American cultures, handshaking, slapping hands, or hugging tends to be used for added expression (Gudykinst et al., 1988). In White cultures, touching or closeness when speaking may be viewed as an invasion of space (Hanna, 1984).

Family
· In addition, the value of family varies among different cultures. In Hispanic, Asian, and African-American cultures, family relationships are highly regarded. In Hispanic cultures, carino (Spanish for affection or fondness) signifies caring and protection of each other in the family (Bailey, 1991). In Asian cultures, mutual support, cooperation, interdependence, family pride, and honor are valued. Problems in Asian cultures are generally handled within the family and outside influences are unwelcome. In African-American cultures, the family consists of extended households that are frequently headed by an older woman. A mutual aid system is common in African-American cultures. Welfare of the family in these extended households is a primary obligation (Selected Cultural Contrasts). 

It is Important to remember that:
· Cultures continue to change; 

· Cultural differences are related to (and affected by) economic status, education, age, region, and sex;

· Cultures and members of a culture should not be stereotyped (Wright, 1991).

Prevalence of Substance Use Disorders as Related to Racial/Ethnic Groups, Age Categories, and Gender
Source: http://www.oas.samhsa.gov/NHSDA/Ethnic/toc.htm

Illicit Drug Use
· Current illicit drug use among persons ages 12 or older varied by race/ethnicity in 2008, with the lowest rate among Asians (3.6 percent). Rates were 14.7 percent for persons reporting two or more races, 10.1 percent for Blacks, 9.5 percent for American Indians or Alaska Natives, 8.2 percent for Whites, 7.3 percent for Native Hawaiians or other Pacific Islanders, and 6.2 percent for Hispanics. 

· There were no statistically significant changes between 2007 and 2008 in the rate of current illicit drug use for any racial/ethnic group among persons ages 12 or older. 

· Among the 11 racial/ethnic subgroups who reported using any illicit drug in the past year, by gender and age, males were about 40 percent more likely than females to have used any illicit drug in the past year (14 percent versus 10 percent). Past-year use of any illicit drug increased with age to a peak prevalence of about 27 percent among 18- to 25-year-olds before declining to about 6 percent among individuals ages 35 and older. 

Alcohol Use
Source: http://www.oas.samhsa.gov/nsduh/2k8nsduh/2k8Results.cfm

· In every racial/ethnic subgroup except American Indians, males were significantly more likely than females to use alcohol. The significant gender differences range from a low of about 8 percentage points among non-Hispanic Whites (73 percent of males versus 65 percent of females) to a high of about 24 percentage points among Caribbeans, Central Americans, and Mexicans.

· In 2008, 57.7 percent of males ages 12 or older were current drinkers, higher than the rate for females (45.9 percent). However, among youth ages 12 to 17, the percentage of males who were current drinkers (14.2 percent) was similar to the rate for females (15.0 percent). 

· Among adults ages 18 to 25, an estimated 58.0 percent of females and 64.3 percent of males reported current drinking in 2008. These rates are similar to those reported in 2007 (57.1 and 65.3 percent, respectively). 

· Age patterns of alcohol use were also similar across racial/ethnic subgroups: without exception, prevalence is substantially higher at ages 18 to 25 and 26 to 34 than at ages 12 to 17 and 35 and older.

· Among persons ages 12 or older, Whites in 2008 were more likely than other racial/ethnic groups to report current use of alcohol (56.2 percent). The rates were 47.5 percent for persons reporting two or more races, 43.3 percent for American Indians or Alaska Natives, 43.2 percent for Hispanics, 41.9 percent for Blacks, and 37.0 percent for Asians. 

· [bookmark: E10E34]Regardless of age group, South Americans and non-Hispanic Whites are relatively high in past-year alcohol use, while use among Asian/Pacific Islanders, Central Americans, Puerto Ricans, and non-Hispanic Blacks is relatively low. 

· Asian/Pacific Islanders’ prevalence of substance use, alcohol dependence, and need for illicit substance abuse treatment, while clearly high enough to warrant attention, are low relative to those of the total U.S. population. For example, the percentages of Asian/Pacific Islanders ages 12 and older who used cigarettes, alcohol, and any illicit drug in the past year equal about 22 percent, 53 percent, and 6.5 percent, as compared with about 31 percent, 66 percent, and 12 percent in the total U.S. population ages 12 and older.

· Hispanic subgroups vary markedly in their prevalence of substance abuse, alcohol dependence, and need for illicit drug abuse treatment. Relative to the total U.S. population, Mexicans and Puerto Ricans have a high prevalence of illicit drug use (including marijuana, cocaine, and other illicit drugs), heavy alcohol use, alcohol dependence, and need for illicit drug abuse treatment. In contrast, Caribbeans, Central Americans, and Cubans have low prevalence, and South Americans and other Hispanics have prevalence that are close to those of the total U.S. population.

Relative to the total U.S. population, American Indians have a very high prevalence of past-year substance use (including cigarettes, alcohol, and illicit drugs), alcohol dependence, and need for illicit drug abuse treatment. For example, about 20 percent used an illicit drug in the past year (versus 12 percent), and about 7.8 percent were in need of illicit drug abuse treatment (versus 2.7 percent).

Tobacco
Source: http://www.oas.samhsa.gov/nsduh/2k8nsduh/2k8Results.cfm

· In 2008, the prevalence of current use of a tobacco product among persons ages 12 or older was 13.9 percent for Asians, 21.3 percent for Hispanics, 28.6 percent for Blacks, 30.4 percent for Whites, 37.3 percent for persons who reported two or more races, and 48.7 percent for American Indians or Alaska Natives. There were no statistically significant changes in past-month use of a tobacco product between 2007 and 2008 for any of these racial/ethnic groups. Among the specific tobacco products, smokeless tobacco use in the past month among Blacks increased from 0.7 percent in 2007 to 1.4 percent in 2008.

· In 2008, current cigarette smoking among youth ages 12 to 17 and young adults ages 18 to 25 was more prevalent among Whites than Blacks (10.6 vs. 5.0 percent for youth and 40.6 vs. 26.3 percent for young adults). 

· The current smoking rates for Hispanics were 7.9 percent among youth ages 12 to 17, 30.0 percent among young adults ages 18 to 25, and 19.1 percent among those ages 26 or older.

· The smoking rate for Asian young adults ages 18 to 25 fell from 25.7 percent in 2007 to 18.0 percent in 2008. The rates for Asian youth ages 12 to 17 and adults ages 26 or older held steady between 2007 and 2008 (3.4 percent to 3.8 percent for youth and 13.5 percent to 11.8 percent for adults, respectively).

· The smoking prevalence rate declined for White youth ages 12 to 17 from 12.2 percent in 2007 to 10.6 percent in 2008. This decrease occurred for both male and female youth: 11.7 percent to 10.1 percent for White males, and 12.7 percent to 11.2 percent for White females. 

Prevalence of Substance Use Disorders as Related to Sociodemographics and Racial/Ethnic Subgroups
Source: http://www.oas.samhsa.gov/NHSDA/Ethnic/toc.htm and http://www.oas.samhsa.gov/nsduh/2k8nsduh/2k8Results.cfm

· In 2008, among persons ages 12 or older, the rate of substance dependence or abuse was the lowest among Asians (4.2 percent). Racial/ethnic groups with similar rates included American Indians or Alaska Natives (11.1 percent), persons reporting two or more races (9.8 percent), Whites (9.0 percent), Blacks (8.8 percent), and Hispanics (9.5 percent). These rates in 2008 were similar to the rates in 2002 through 2007.

· Sociodemographic differences among racial/ethnic subgroups explain, at least in part, the subgroups’ different prevalence of substance use, alcohol dependence, and need for illicit drug abuse treatment. For example, relative to the total U.S. population, individuals in households with low family income have a high prevalence of past-year use of any illicit drug, and the percentage of the population with low family income is higher among Mexicans, non-Hispanic Blacks, and Puerto Ricans than in the total U.S. population.

· Although sociodemographic variables are related to SUD prevalence and the need for treatment, these variables, including region, population density, language of interview, family income, health insurance coverage, receipt of welfare, educational attainment, school dropout status, marital status, employment status, and number of children, do not fully account for racial/ethnic differences in substance use.

· Regardless of racial/ethnic subgroup, relatively high prevalence of illicit drug use is found among individuals who reside in the West, reside in metropolitan areas with populations greater than 1 million, would use English rather than Spanish in the NHSDA interview, lack health insurance coverage, are unemployed, have 9 to 11 years of schooling, or have never been married.

· Regardless of racial/ethnic subgroup, adolescents who dropped out of school or who reside in households with fewer than two biological parents have relatively high prevalence of past-year use of cigarettes, alcohol, and illicit drugs. 

National Institute on Drug Abuse (NIDA), National Institutes of Health, U.S. Department of Health and Human Services
Source: http://www.drugabuse.gov/students.html
· A section of the NIDA Web site contains Information and materials developed specifically for students and young adults.

NIDA’s Strategy for Addressing Health Disparities
Source: http://www.drugabuse.gov/StrategicPlan/HealthStratPlan.html 

· Unlike other diseases, drug addiction poses many peculiar challenges to health researchers, providers, and public health officials in the search for effective prevention and treatment strategies and policies. These challenges emanate primarily from the fact that drug abuse and addiction are usually the result of illegal activity and drug users are often viewed as morally corrupt or weak-willed individuals who engage in not only voluntary self- and socially destructive behavior but also in criminal activity. In short, despite the fact that we know unequivocally that addiction is a disease like any other medical disease, it remains a stigmatized disease. This stigma spills over to all aspects of drug abuse research, prevention, and treatment (e.g., obtaining measures of use, safety and legal concerns, early intervention is compromised by efforts to hide the disease, and denial of dependency). 

· Racial/ethnic minority populations are perhaps most adversely affected by this stigma and its effects, leading to misperceptions about drug abuse and addiction in minority communities and the way in which prevention and treatment are delivered to them. For example, the common perception is that minority groups, particularly Blacks and Hispanics, use drugs more than Whites, even though epidemiologic data show little difference in overall use by race/ethnicity. In fact, in some instances minority groups are less likely to use licit or illicit drugs. There are, however, great differences in the consequences of drug use for racial/ethnic minorities, creating a great need to better understand the unique prevention, treatment, and health services needs of these communities. 

· NIDA has made a concerted effort to better understand and address the drug abuse and addiction research needs of racial/ethnic populations, focusing on research areas where there are significant gaps in knowledge and/or clear disparities in prevention and treatment. In 1993, NIDA established a Special Populations Office, which has two overall goals: (1) to encourage increased research on drug abuse in minority populations in NIDA divisions, and (2) to encourage and enable increased minority participation in drug abuse research. Moreover, NIDA formed an institutewide work group, the Consortium on Minority Concerns, which meets monthly to address research and research development issues of concern to minority populations. Each program division and office is represented on the Consortium. 

National Institute on Alcohol Abuse and Alcoholism, National Institutes of Health, U.S. Department of Health and Human Services
Source: http://www.niaaa.nih.gov/, Alcohol Consumption Among Racial/Ethnic Minorities Theory and Research by Raul Caetano, M.D., Ph.D.; Catherine L. Clark, Ph.D.; and Tammy Tam, Ph.D.

· Studies among Hispanics have found substantial differences among Hispanic subgroups in drinking patterns and rates of alcohol-related problems. Moreover, no single variable can explain the observed patterns.

· Similarly, numerous factors have been shown to shape drinking patterns among Blacks, including individual and environmental characteristics as well as historical and cultural factors.

· Different subgroups of Asian Americans also vary substantially in their rates of drinking and heavy drinking, although their lifetime alcohol use is lower than the national average. Genetic and cultural factors, as well as stress and historic experiences, may influence the drinking patterns of Asian Americans.

· The widely differing drinking patterns among American Indians also are likely shaped by a variety of influences. 

· A primary theme that has emerged in analyses of drinking patterns among members of various ethnic minorities is the influence of stressors related to social adjustment to the dominant U.S. culture. Those stressors include the following (Al-Issa, 1997): 
· Acculturative stress, which is most typically felt by immigrants who are faced with the turmoil of leaving their homeland and adapting to a new society;
· Socioeconomic stress, which is often experienced by ethnic minorities who feel disempowered because of inadequate financial resources and limited social class standing; and
· Minority stress, which refers to the tensions that minorities encounter resulting from racism.

Source: CADCA Across Cultures: Uniting the Community to Fight Drugs, 2/24/2005, http://ncadi.samhsa.gov/multimedia/webcasts/w.aspx?ID=387

· “Cultural blindness” fosters an assumption that people are all basically alike, so what works with members of one culture should work with people from diverse groups.

· Coalitions strive to overcome this "blindness," to break down barriers, whether racial, ethnic, socioeconomic, or language, with one primary goal in mind—to reduce the use of drugs within their communities.

· Problems that different cultures commonly face, such as immigration status, acculturation pressures, lack of access to services, marginalization and political powerlessness, isolation, and a lack of resources, affect their well-being.

Substance Abuse and Mental Health Services Administration (SAMHSA), U.S. Department of Health and Human Services
Source: http://www.samhsa.gov, Mental Health: A Report of the Surgeon General,  http://mentalhealth.samhsa.gov/features/surgeongeneralreport/home.asp 

· The culture of the patient, also known as the consumer of mental health services, influences many aspects of mental health, mental illness, and patterns of health care utilization. One important cautionary note, however, is that general statements about the cultural characteristics of a given group may invite stereotyping of individuals based on their appearance or affiliation.

· There is usually more diversity within a population than there is between populations (e.g., in terms of level of acculturation, age, income, health status, and social class). 

· One way in which culture affects mental illness is through the way patients describe (or present) their symptoms to their clinicians. There are some well-recognized differences in symptom presentation across cultures.

· There are ethnic variations in symptoms of somatization, the expression of distress through one or more physical (somatic) symptoms. Asian patients, for example, are more likely to report their somatic symptoms, such as dizziness, while not reporting their emotional symptoms. Yet, when questioned further, they do acknowledge having emotional symptoms (Lin & Cheung, 1999). This finding supports the view that patients in different cultures tend to selectively express or present symptoms in culturally acceptable ways (Kleinman, 1977, 1988). 

· Cultures also vary in the meaning they impart to illness, their way of making sense of the subjective experience of illness and distress (Kleinman, 1988). The meaning of an illness refers to the deep-seated attitudes and beliefs a culture holds about whether an illness is real or imagined, whether it is of the body or the mind (or both), whether it warrants sympathy, how much stigma surrounds it, what might cause it, and what type of person might succumb to it. Cultural meanings of illness have real consequences in terms of whether people are motivated to seek treatment, how they cope with their symptoms, how supportive their families and communities are, where they seek help (e.g., mental health specialist, primary care provider, clergy, and/or traditional healer), the pathways they take to get services, and how well they fare in treatment. The consequences can be grave—extreme distress, disability, and possibly suicide—when people with severe mental illness do not receive appropriate treatment.

National Institute on Mental Health (NIMH), National Institutes of Health, U.S. Department of Health and Human Services
Source: http://www.nimh.nih.gov/science-news/2007/new-insights-on-how-mental-health-is-influenced-by-culture-and-immigration-status.shtml, New Insights on How Mental Health is Influenced by Culture and Immigration Status: Culturally relevant research provides clues that may help reduce health disparities

· Past research suggests that factors such as culture, race, ethnicity, gender, and age can significantly influence overall health, as well as health care attitudes and access, and responses to treatment. A better understanding of the complex role that cultural backgrounds and diverse experiences play in mental disorders is crucial, as NIMH strives to create personalized treatment for those with mental disorders.

· Mental health among minority populations in the United States, potential cultural risk factors for suicide among American Indian youth, as well as one of the first major studies of mental illness among ethnically diverse teens. The report addresses special issue and particular cultural considerations that appear to be the most relevant at different stages of life for the mental health of U.S. minority populations. Recommendations for further research may help inform efforts to reduce health disparities.

· Notable findings from this special issue include:

· Age at immigration appears to affect the onset of mental disorders in Asian Americans. Based on data from nearly 2,100 Asian Americans collected for the National Latino and Asian American Study (NLAAS), David Takeuchi, Ph.D., University of Washington, and colleagues found that those who immigrated during childhood, as well as U.S.-born Asians, were much more likely to have a mental disorder in their lifetimes than other immigrant generations. Asian immigrants who arrived at age 12 or younger had a greater risk for psychiatric disorders during childhood than their U.S.-born counterparts. This risk, along with the risk for substance abuse, increased during adolescence. Asian immigrants who arrived before age 41 also had a greater risk of onset for mood disorders during or shortly after immigration, whereas those who arrived after age 41 were more likely to have experienced onset before immigration. 

· Information on more than 2,554 Latinos interviewed for the NLAAS showed that age at immigration was also key in the mental health of this diverse minority population, according to Margarita Alegría, Ph.D., Harvard University, and colleagues. In general, past age 7, the older the person at immigration, the later the onset of psychiatric disorders. Those who arrived later in life had lower lifetime prevalence rates than younger immigrants or U.S.-born Latinos. However, after about age 30, the risk of depressive disorders increased among these later-arriving Latino immigrants, whereas risk tended to decrease between ages 30 and 40 for U.S.-born Latinos and immigrants arriving before age 7. Latinos arriving between ages 0–6 had very high risks of onset shortly after immigration, but after several years, their lifetime prevalence rates approached those of Latinos born in the United States. 

· Researchers working with Harold Neighbors, Ph.D., University of Michigan, studied the interactions between culture, race, and ethnicity with depressive symptoms among a subset of participants from the National Survey of American Life, comprising 3,438 African-Americans, Caribbean Americans, and White Americans. They evaluated social, group, and individual characteristics related to behavioral responses (such as coping strategies) to life stressors, group and personal identity, ideology, and beliefs about racial relations, and how these factors intersected with symptoms of depression. African-Americans in this study did not show a significant relationship between depressive symptoms and high-effort coping strategies, while Caribbean Blacks and White Americans experienced increasing symptoms of depression linked to increasingly high-effort coping, in relationship to other beliefs and values. 

· Nearly 20 percent of American Indian middle school students in a single reservation attempted suicide, double the rate for the general teenage population, according to a study led by Teresa LaFromboise, Ph.D., Stanford University, and funded by SAMHSA. The researchers evaluated 122 students who belonged to the Metis or Ojibwa tribes living in the Northern Plains and found that a sense of connection or belonging to their school community appeared to have a strong, protective effect against suicidal thoughts. Overall, the two strongest predictors for thinking about suicide were depression and substance abuse. 

· Data on the mental health of diverse teens in the Houston area suggest few differences in risk for mental disorders based on ethnicity. Robert Roberts, Ph.D., and Catherine Ramsay Roberts, M.P.H., Ph.D., both at the University of Texas, interviewed 4,175 European American, African-American, and Mexican American youth and found that, overall, teens of European American descent were at lower risk for anxiety disorders, and African-American youth were at lower risk for substance use disorders and having more than one mental disorder. Unlike adults, total family income (or socioeconomic status) was not linked to increased risk for any disorder for any of the three groups; however, the perception of lower income was associated with increased risk for all groups.

Lesbian, Gay, Bisexual, and Transgender (LGBT) Issues Related to Substance Use Disorders
Source: http://www.kap.samhsa.gov/products/manuals/pdfs/lgbt.pdf
A Provider’s Introduction to Substance Abuse Treatment for Lesbian, Gay, Bisexual, and Transgender Individuals (2001)

· Studies indicate that, when compared with the general population, LGBT people are more likely to use alcohol and drugs, have higher rates of substance abuse, are less likely to abstain from use, and are more likely to continue heavy drinking into later life. Some studies have found that approximately 30 percent of all lesbians have an alcohol abuse problem (Saghir et al., 1970; Fifield, DeCrescenzo & Latham, 1975; Lewis, Saghir & Robins, 1982; Morales & Graves, 1983). 

· Studies that compared gay men and lesbians with heterosexuals have found that 20 to 25 percent of gay men and lesbians are heavy alcohol users, compared with 3 to 10 percent of the heterosexuals studied (Stall & Wiley, 1988; McKirnan & Peterson, 1989; Bloomfield, 1993; Skinner, 1994; Skinner & Otis, 1994; Hughes & Wilsnack, 1997).

· Marijuana and cocaine use has been found to be higher among lesbians than among heterosexual women (McKirnan & Peterson, 1989). Although LGBT persons use and abuse alcohol and all types of drugs, certain drugs seem to be more popular in the LGBT community than in the majority community.

· Studies have found that gay men and men who have sex with men (MSM) are significantly more likely to have used marijuana, psychedelics, hallucinogens, stimulants, sedatives, cocaine, barbiturates, and MDMA (methylenedioxymethamphetamine, also known as ecstasy or X-T-C) and are much more likely to have used “poppers” (Woody et al., 1999; Stall & Wiley, 1988).

· Party drugs, such as MDMA, “Special K” or ketamine, and GHB (gamma hydroxybutyrate) are increasing in popularity among some segments of the LGBT population. Party drugs are often used during circuit parties and raves, and they can impair judgment and result in risky sexual behavior (Ostrow et al., 1993).

· Abuse of methamphetamine has increased dramatically in recent years (Drug Abuse Warning Network, 1998; Derlet & Heischober, 1990; Morgan, et al., 1993; NIDA, 1994; Gorman, Morgan & Lambert, 1995; CSAT [Center for Substance Abuse Treatment], 1997b) among some segments of the LGBT community. HIV and hepatitis C infections are linked with methamphetamine use (Centers for Disease Control and Prevention, 1995) and can lead to significant dependence and addiction. Some LGBT methamphetamine users inject the drug, putting them at risk for HIV, hepatitis B, and hepatitis C.

Substance Use Disorder Issues as Related to Persons with Physical and Cognitive Disabilities
Source: http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A52487

Treatment Improvement Protocol (TIP) 29 –Substance Use Disorder Treatment for People with Physical and Cognitive Disabilities

· People with disabilities are at much higher risk than the rest of the population for substance abuse or dependence. A study of adult males receiving treatment for alcoholism, for instance, revealed that 40 percent had a history indicative of learning disabilities (Rhodes and Jasinski, 1990). Another study indicated that at least one half of persons with a substance use disorder and a coexisting disability are not being identified as such by the systems providing them services (Rehabilitation Research and Training Center on Drugs and Disability [RRTC], 1996). 

· Of 248,679 clients served by licensed facilities in New York, 55,719 (or 22.4 percent of the total clientele) were recorded as having a coexisting physical or mental disability. Of these clients, 58.9 percent had a disability not related to mental illness (e.g., mobility impaired, visually impaired, hearing impaired) (Office of Alcoholism and Substance Abuse Services, 1998).

· Despite the prevalence of substance use disorders among people with disabilities, these individuals are less likely to enter or complete treatment (de Miranda and Cherry, 1989; Kirubakaran et al., 1986; Helwig and Holicky, 1994; Schaschl and Straw, 1989). This is because physical, attitudinal, or communication barriers often limit their treatment options or else render their treatment experiences unsatisfactory.

· Not all people with disabilities are equally likely to have substance use disorders. Certain types of disabilities seem to have more impact than others on substance use behavior. For instance, research suggests that the rate of substance abuse among people with mental illness may be twice as high as that of the general population, and more than 50 percent of young people with mental illness report some kind of substance use (Kelley and Benshoff, 1997; Kessler and Klein, 1995; Regier et al., 1990; Brown et al., 1989).

· Substance use is often the major contributing factor to both spinal cord and traumatic brain injuries, and people living with the aftereffects of such trauma often continue to have substance use disorders (Heinemann et al., 1988; Sparadeo and Gill, 1989; Corrigan et al., 1995).

· People with disabilities are more likely to use substances in part because they experience unemployment, lack of recreational options, social isolation, homelessness, and victimization or physical abuse more frequently than the general population (Susser et al., 1991; Vash, 1981; DeLoach and Greer, 1981; Marshak and Seligman, 1993). If they also have substance use disorders, these problems are further exacerbated. 


Alcohol and Drug Dependence in Various Occupations
Source: http://www.oas.samhsa.gov/occupation.htm

· Among the categories studied, food preparation workers, waiters, waitresses, and bartenders; construction workers; other service occupation workers; and workers in transportation and material moving reported the highest rates of current illicit drug use.

· Current heavy alcohol use was found to be more prevalent among handlers, helpers, and laborers; construction workers; precision production and repair workers; other service workers; and workers in transportation and material moving.

· Workers in high-stress occupations, defined as jobs where workers experiences high demand and low control over their environment (such as air traffic controllers) tend to have higher rates of substance use disorders.

Source: http://www3.interscience.wiley.com/journal/119327009/abstract?CRETRY=1&SRETRY=0
Alcoholism and Occupations: A Review and Analysis of 104 Occupations
Department of Mental Hygiene, School of Hygiene and Public Health, The Johns Hopkins University, Baltimore, Maryland. (1993)

· The prevalence of alcohol dependence and abuse in two high-risk industries, construction and transportation, was confirmed in this study. More than one in four construction laborers and one in five skilled construction trade workers received a DIS/DSM-III diagnosis related to alcohol abuse. In the transportation industry, one in six heavy truck drivers and material movers received an alcohol diagnosis.

Other Individual Characteristics and Life Circumstances Contributing to Diversity Among Persons with Substance Use Disorders
Source: Review of SAMHSA publications catalog and other SAMHSA resources

· Other relevant individual characteristics and life circumstances include:
Geographic location: rural vs. urban settings
Gender: issues particular to women
Age: issues associated with youth and older adults
Family: persons with family members who also have a substance use disorder
Health: persons with HIV/AIDS, persons with co-occurring disorders 
Criminal justice status: juveniles and adult offenders, incarcerated persons, persons with child abuse and neglect issues, victims of domestic violence

Example: persons from neighborhoods with high crime rates and high rates of substance abuse sometimes have no choice but to return to those neighborhoods after release from incarceration or some other reason for being away.

Cultural acceptance of substance use: In cultures where alcohol consumption is common as a part of celebration, persons in treatment and recovery may be faced with an additional challenge.

Cultural reluctance: In some racial/ethnic cultures and in some occupations, persons may be reluctant to seek help for something like a substance use disorder outside of the immediate environment.


Panel 2: Cultural Competence – Key to Effective Treatment and Recovery

Key Questions:
1. What is the definition of “cultural competence”? What is a culturally competent program with respect to treatment and recovery?
2. Why is cultural competence critical to the effectiveness of treatment and recovery for different racial/ethnic groups?
3. Why is cultural competence critical to the effectiveness of treatment and recovery for persons in the LGBT community?
4. How is religion and spirituality related to treatment and recovery? What role should clergy and faith-based organizations play in addressing substance use disorders within their membership?

SAMHSA’s Definition of “Cultural Competence” and Characteristics of a Culturally Competent Treatment and Recovery Program
Source: http://www.ncsacw.samhsa.gov/files/TrainingPackage/MOD2/NationalClearingHouseTechnicalAssistanceBulletin.pdf
Following Specific Guidelines Will Help You Assess Cultural Competence in Program Design, Application, and Management, NCADIT Technical Assistance Bulletin

· Cultural competence refers to a set of academic and interpersonal skills that allow individuals to increase their understanding and appreciation of cultural differences and similarities within, among, and between groups. This requires a willingness and ability to draw on community-based values, traditions, and customs and to work with knowledgeable persons from the community in developing targeted interventions, communication, and other supports.

· A culturally competent program is one that demonstrates sensitivity to and understanding of cultural differences in program design, implementation, and evaluation. Culturally competent programs:
· Acknowledge culture as a predominant force in shaping behaviors, values, and institutions; 
· Acknowledge and accept that cultural differences exist and have an effect on service delivery;
· Believe that diversity within cultures is as important as diversity between cultures; 
· Respect the unique, culturally defined needs of various client populations; 
· Recognize that concepts such as “family” and “community” are different for various cultures and even for subgroups within cultures; 
· Understand that people from different racial and ethnic groups and other cultural subgroups are usually best served by persons who are a part of or in tune with their culture; and 
· Recognize that taking the best of both worlds enhances the capacity of all. 

· A culturally competent service provider is skilled at understanding the diverse factors that affect the individual with respect to treatment and recovery, even in cases where that individual is not aware of factors that may constitute a barrier to treatment and recovery.

Source: National Standards on Culturally and Linguistically Appropriate Services (CLAS), http://minorityhealth.hhs.gov/assets/pdf/checked/finalreport.pdf

The CLAS 14 standards are primarily directed at health care organizations; however, individual providers are also encouraged to use the standards to make their practices more culturally and linguistically accessible. The principles and activities of culturally and linguistically appropriate services should be integrated throughout an organization and undertaken in partnership with the communities being served.

The 14 standards are organized by themes: Culturally Competent Care (Standards 1–3), Language Access Services (Standards 4–7), and Organizational Supports for Cultural Competence (Standards 8–14). Within this framework, there are three types of standards of varying stringency—mandates, guidelines, and recommendations as follows: CLAS mandates are current Federal requirements for all recipients of Federal funds. 

Standard 1: Health care organizations should ensure that patients/consumers receive from all staff members effective, understandable, and respectful care that is provided in a manner compatible with their cultural health beliefs,  practices, and preferred language.

Standard 2: Health care organizations should implement strategies to recruit, retain, and promote at all levels of the organization a diverse staff and leadership that are representative of the demographic characteristics of the service area.

Standard 3: Health care organizations should ensure that staff at all levels and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery.
 
Standard 4: Health care organizations must offer and provide language assistance services, including bilingual staff and interpreter services, at no cost to each patient/consumer with limited English proficiency at all points of contact, in a timely manner during all hours of operation.

Standard 5: Health care organizations must provide to patients/consumers in their preferred language both verbal offers and written notices informing them of their right to receive language assistance services.
 
Standard 6: Health care organizations must ensure the competence of language assistance provided to limited English proficient patients/consumers by interpreters and bilingual staff. Family and friends should not be used to provide interpretation services (except on request by the patient/consumer).
 
Standard 7: Health care organizations must make available easily understood patient-related materials and post signage in the languages of the commonly encountered groups and/or groups represented in the service area.

Standard 8: Health care organizations should develop, implement, and promote a written strategic plan that outlines clear goals, policies, operational plans, and management accountability/oversight mechanisms to provide culturally and linguistically appropriate services.

Standard 9: Health care organizations should conduct initial and ongoing organizational self-assessments of CLAS-related activities and are encouraged to integrate cultural and linguistic competence-related measures into their internal audits, performance improvement programs, patient satisfaction assessments, and outcomes-based evaluations.

Standard 10: Health care organizations should ensure that data on the individual patient’s/consumer’s race, ethnicity, and spoken and written language are collected in health records, integrated into the organization's management information systems, and periodically updated. 

Standard 11: Health care organizations should maintain a current demographic, cultural, and epidemiological profile of the community as well as a needs assessment to accurately plan for and implement services that respond to the cultural and linguistic characteristics of the service area.

Standard 12: Health care organizations should develop participatory, collaborative partnerships with communities and use a variety of formal and informal mechanisms to facilitate community and patient/consumer involvement in designing and implementing CLAS-related activities.

Standard 13: Health care organizations should ensure that conflict and grievance resolution processes are culturally and linguistically sensitive and capable of identifying, preventing, and resolving cross-cultural conflicts or complaints by patients/consumers.

Standard 14: Health care organizations are encouraged to regularly make available to the public information about their progress and successful innovations in implementing the CLAS standards and to provide public notice in their communities about the availability of this information.

Cultural Competence in Treatment and Recovery for Different Racial/Ethnic Groups
Source: Addressing the Needs of Cultural Minorities in Drug Treatment, Journal of Substance Abuse Treatment, 11, 335–247, Finn, P., 1994

· Cultural responsiveness is important to recognizing multiple aspects of a client’s identify, overcoming barriers to recovery or to participation in the counseling process, and addressing sources of stress that may contribute to substance abuse. Four techniques for being cultural responsiveness include individualizing the counseling approach, avoiding assumptions, acting to build trust, and identifying issues that affect client recovery.

Cultural Competence in Treatment and Recovery for LGBT Communities
Source: http://www.kap.samhsa.gov/products/manuals/pdfs/lgbt.pdf
A Provider’s Introduction to Substance Abuse Treatment for Lesbian, Gay, Bisexual, and Transgender Individuals (2001)

· Some LGBT individuals may resort to substance abuse to cope with the negative feelings. Counselors and clients should recognize that these effects result from prejudice and discrimination and are not a consequence of one’s sexuality. Many LGBT individuals in therapy report feeling isolated, fearful, depressed, anxious, and angry and have difficulty trusting others. 

· Stigma and the resulting tension of being a member of a marginalized community such as the LGBT community may cause some members of the marginalized community to manage these additional stressors by using mind-altering substances.

· Substance use, especially alcohol use, is a large part of the social life of some segments of the LGBT community.

· Culturally sensitive treatment often results in more effective treatment. A lively debate in the LGBT community continues about what comprises LGBT culture. LGBT people are from all cultural backgrounds, ethnicities, and racial groups; can be any age; can have attained any educational or income level; and can live in all geographic areas in the United States.

Substance Use Disorder Issues as Related to Persons with Physical and Cognitive Disabilities
Source: http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A52487
Treatment Improvement Protocol (TIP) 29 – Substance Use Disorder Treatment for People with Physical and Cognitive Disabilities

· In order to make treatment as effective as possible, persons with coexisting disabilities will require specific accommodations. Treatment plans should be revised to accommodate the needs of people with coexisting disabilities, with recognition that not all clients respond equally well to the same types of treatment.

· If at all possible, treatment plans should be drawn up on a case-by-case basis; doing so will ensure better outcomes for all clients, not just those with disabilities. Understanding how an individual feels about her own disabilities will also enhance treatment.

· Treatment plans for people with coexisting disabilities should be flexible enough to take into account changes that may occur in a person’s condition or new knowledge that may be gained during treatment. By law, providers will need to make accommodations for people with disabilities so that they will have equal access to all components of the treatment program. Many of these accommodations are simple to make and inexpensive, but all will require planning and understanding on the part of providers.

Role of Clergy and Faith-Based Organizations in Addressing Substance Use Disorders
Source: http://www.recoverymonth.gov/Resources-Catalog/2006/Targeted-Outreach/Recovery-Month-Toolkit-2006-Clergy-and-Faith-Based-Organizations.aspx
A Guide for Religious and Spiritual Leaders to Help People with Substance Use Disorders

· For many, spirituality and religion have been instrumental to successful treatment and recovery, yet this avenue is often overlooked as relevant in preventing and treating substance use disorders. Clergy members are critical yet relatively untapped resources in preventing substance use disorders, helping people get treatment, and offering support for recovery. 

· Clergy should be aware that treatment is effective and recovery is life-changing for people with substance use disorders.

· Clergy understand the negative impact of substance use disorders on families, individuals, and children. Ninety-four percent of clergy members (e.g., priests, ministers, and rabbis) recognize that substance use is an important issue among families in their congregations.

· Among clergy members, 38 percent believe that alcohol use disorders are involved in half or more of the family problems they encounter.

· Clergy have a great desire to assist families, but are divided over whether to speak openly about substance use disorders with their congregations. Nearly 37 percent of clergy report that they preach a sermon on substance use more than once a year, while almost 23 percent say they never do.

· Few clergy receive formal training on the topic of substance use disorders, as only 12.5 percent of clergy have completed any coursework related to substance use while studying to be a member of the clergy. Furthermore, only roughly 26 percent of presidents of schools of theology and seminaries report that people preparing for the ministry are required to take courses on this subject.


Panel 3: Best Practices and Program Models for Culturally Competent Treatment and Recovery Services

Key Questions:
1. What types of programs and organizational initiatives exist that serve particular racial/ethnic groups in the field of treatment and recovery?
2. What types of programs and organizational initiatives exist that serve the LGBT community in the field of treatment and recovery?
3. How are clergy and faith-based organizations mobilizing to address substance use disorders within their constituencies?

Treatment and Recovery Support for Specific Racial/Ethnic Groups
Source: http://www.whitebison.org/about/index.html

White Bison, Inc. is an American Indian nonprofit organization based in Colorado Springs, CO. Through White Bison, its founder and President Don Coyhis, Mohican Nation, has offered healing resources to Native America since 1988.

White Bison offers sobriety, recovery, addictions prevention, and wellness/Wellbriety learning resources to the American Indian community nationwide. Many non-Native people also use White Bison’s healing resource products, attend its learning circles, and volunteer their services. 

White Bison’s mission is to assist in bringing 100 American Indian communities into healing by 2010. This mission is being realized by means of the many Wellbriety resources, Wellbriety conferences, specialized community training events, Wellbriety coalitions, and the popular grassroots Firestarters circles of recovery groups across the Nation.

White Bison is a proud facilitator of the Wellbriety movement. Wellbriety means to be sober and well. Wellbriety teaches that we must find sobriety from addictions to alcohol and drugs and recover from the harmful effects of drugs and alcohol on individuals, families and whole communities. The “well” part of Wellbriety is the inspiration to go on beyond sobriety and recovery, committing to a life of wellness and healing every day.

Source: http://www.napafasa.org/about/main.htm

· National Asian Pacific American Families Against Substance Abuse (NAPAFASA) is a private, nonprofit, 501(c)(3) membership organization dedicated to addressing the alcohol, tobacco, and drug issues of Asian American and Pacific Islander (AAPI) populations on the continental United States, Hawaii, the six Pacific Island jurisdictions, and elsewhere. Founded in 1988, NAPAFASA involves service providers, families, and youth in efforts to reach AAPI communities to promote health and social justice and to reduce substance abuse and related problems.

NAPAFASA highlights prevalence statistics that underscore diversity within a defined racial/ethnic group, such as the following:

Alcohol
· Alcohol use is increasing significantly among AAPIs, who constitute one of the fastest growing U.S. minority populations (Alcohol Alert, No. 55, January 2002).
· On the whole, AAPIs who drink habitually drink more per day than any other racial/ethnic group (Prevention Alert, Vol. 5, No. 7, May 2001). 
· Immigrants from Japan (62.1 percent) and Korea (53.2 percent) had a higher prevalence of past-month alcohol use than immigrants from the Philippines (24.1 percent), China (28.4 percent), Vietnam (26.4 percent), and India (26.6 percent). Korean and Japanese prevalence rates were similar to the rates of U.S.-born individuals (SAMHSA, 2005).
· Heavy drinking (more than 5 binges in 1 month), although low amongst AAPI youth, rose from 0.5 percent to 0.9 percent in 2000 (Prevention Alert, Vol. 5, No. 7, May 2001). 

Illicit Drugs
· The current illicit drug use rate amongst Native Hawaiian/Pacific Islanders is 9.1 percent, higher than other ethnic/racial groups, whereas Japanese and Chinese have the lowest rates out of all ethnic/racial groups, at 2.3 percent and 2.5 percent, respectively (SAMHSA, 2005).
· AAPI substance abuse treatment admissions were more likely than all other admission to go into treatment for either marijuana or methamphetamine/amphetamine (The DASIS Report, 2005).
· AAPI stimulant admissions are nearly four times higher than for total admissions (The DASIS Report, 2002).
· Although AAPIs have consistently lower use rates than other racial groups, persons of mixed race have the second highest rates, 12.0 percent, which obscure correct readings for Hispanics and Asians (SAMHSA, 2005).

Treatment and Recovery Support for Members of the LGBT Community
Source: http://www.kap.samhsa.gov/products/manuals/pdfs/lgbt.pdf
A Provider’s Introduction to Substance Abuse Treatment for Lesbian, Gay, Bisexual, and Transgender Individuals (2001)

Treatment and recovery support in LGBT communities may be found in service provider networks and alliances that specifically serve these communities. Examples are:

· The Gay, Lesbian, Bisexual, Transgender Psychotherapist Association of the Greater San Francisco Bay Area is a nonprofit group of more than 175 LGBT psychotherapists covering the Bay area in California. GAYLESTA, as it is called, has developed a referral service, educational programs, peer consultation groups, a speakers’ bureau, a newsletter, and a prelicensed psychotherapist committee. GAYLESTA has also prepared a referral directory that is available to the public.

· The Lesbian Health and Wellness Network is a 150-member provider network based in Washington, DC, but with members in some States. In addition to the creation of a provider manual and a referral system, this network is actively involved in providing LGBT-competency training for mainstream providers.

· The Los Angeles Lambda Medical Group is a medical center connected to the LA Gay & Lesbian Community Center that provides primary and preventive health care by physicians who specialize in the health care needs of lesbians and gay men.

· The Lambda Center and Therapist Network is an LGBT-specific continuum of inpatient and outpatient mental health and addictions services in Washington, DC, that was begun by the Whitman-Walker Clinic and the Psychiatric Institute of Washington (a psychiatric hospital). The formation of a far-reaching provider network in the Baltimore-Washington area has recently been formalized.

· Fenway Behavioral Health Services in Boston is a program for gay men diagnosed with mental health and addiction problems, based in the Fenway Gay/Lesbian Community Center. Referrals are made to a network of therapists.

· The Lesbian, Gay, Bisexual, and Transgender Health Access Project, a collaborative community-based program funded by the Massachusetts Department of Public Health, Boston, MA, has developed Community Standards of Practice for Provision of Quality Health Care Services for LGBT clients. The project’s mission is to foster development and implementation of comprehensive, culturally appropriate, quality health promotion policies and health care services for LGBT people and their families.

The Clergy Education and Training Project
Source: http://nacoa.org/clergy.htm

· Supported by SAMHSA, the National Association for Children of Alcoholics (NACoA) has established a broad-ranging Faith Initiative, which includes The Clergy Education and Training Project (CETP). Core Competencies, curriculum development, development of free materials for distribution through congregations for educational efforts, and partnerships with Federal agencies leading pastoral counseling organizations and seminary training programs are all part of this effort.

Core competencies for clergy are:

1. Be aware of the generally accepted definition of alcohol and other drug dependence and societal stigma attached to alcohol and other drug dependence.

2. Be knowledgeable about the signs of alcohol and other drug dependence, characteristics of withdrawal, effects on the individual and the family, and characteristics of the stages of recovery.

3. Be aware that possible indicators of the disease may include, among others: marital conflict, family violence (e.g., physical, emotional, verbal), suicide, hospitalization, or encounters with the criminal justice system.

4. Understand that addiction erodes and blocks religious and spiritual development and be able to effectively communicate the importance of spirituality and the practice of religion in recovery, using the scripture, traditions, and rituals of the safe community.

5. Be aware of the potential benefits of early intervention to the addicted person, family system, and affected children.

6. Be aware of appropriate pastoral interactions with the addicted person, family system, and affected children.

7. Be able to communicate and sustain an appropriate level of concern and messages of hope and caring.

8. Be familiar with and use available community resources to ensure a continuum of care for the addicted person, family system, and affected children.

9. Have a general knowledge of and, where possible, exposure to the 12-step programs: Alcoholics Anonymous (AA), Narcotics Anonymous (NA), Al-Anon, Nar-Anon, Alateen, Adult Children of Alcoholics (A.C.O.A.), as well as other groups.

10. Be able to acknowledge and address values, issues, and attitudes on alcohol and other drug use and dependence in oneself and one’s own family.

11. Be able to shape, form, and educate a caring congregation that welcomes and supports persons and families affected by alcohol and other drug dependence.

12. Be aware of how prevention strategies can benefit the larger community.


Panel 4: Overcoming Barriers: Connecting Patients with Culturally Responsive Treatment and Recovery Services

Key Questions:
1. How can patients seeking treatment and recovery services make sure that service providers will be responsive to their culturally diverse needs?
2. What steps can treatment and recovery service providers take to ensure that they are responsive to the culturally diverse needs of their clients?
3. What steps can clergy and faith-based organizations take to assist their members with substance use disorder issues?
4. How does a peer-to-peer approach help meet the culturally diverse needs of people in treatment and recovery?
5. How is SAMHSA working to ensure that embracing cultural diversity is an integral part of all SAMHSA initiatives?

Evaluation of SUD Service Providers Regarding Cultural Competence 
Source: http://www.asapnys.org/Committees/culturaldiversity
Drawn from a 12-point platform developed by New York State Alcoholism and Substance Abuse Providers, Inc.

Patients and providers can use the following criteria to assess cultural competence within an SUD services program:

· Program management and staff should be representative and reflective of the diverse clients they serve.

· The program’s commitment to diversity should be institutionalized and articulated in the mission, vision, values statement, and strategic plan of the organization.

· Program and management and staff should undergo regular, formal training in diversity and competency.

· The program should develop a written strategy to recruit, retain, and promote diverse, culturally competent administrative, managerial, clinical, and support staff who are trained and qualified to address the specific needs of the diverse racial and ethnic communities served.

· The program should have policies and procedures that reflect its commitment to diversity and competency, including areas such as intake, treatment planning, discharge planning, and client satisfaction.

· Written materials—such as forms, rules and regulations and consents for disclosure of information (“releases”) and bibliotherapeutic materials—should be fully accessible to all clients served. These materials should be written in a variety of languages, which would make them easily understood by the populations served.

· The program should have a practical written policy and procedure manual that includes addressing the needs of clients, applicants, and collateral contacts who are disabled. 

· In the credentialing and recredentialing process, credentialing agencies should require that applicants complete a minimum number of training hours in diversity and competency training. 

· There should exist a peer review process for gauging whether systems are in place to address the needs of diverse communities served by the program.

Steps for Clergy and Faith-Based Organizations Regarding Substance Use Disorders
Source: http://www.samhsa.gov/shin

· Acquire Preventing and Addressing Alcohol and Drug Problems: A Handbook for Clergy. This publication may be accessed electronically at the following address: http://www.samhsa.gov/shin. For additional free copies of this document, please call SAMHSA’s Health Information Network at 1–800–729–6686 or 1–800–487–4889 (TTD).

From the handbook:

What Can Ministers Do?
1. Be compassionate about the disease.
2. Offer help and hope.
3. Experience an open 12-Step meeting to grasp dynamics of AA, NA; Al-Anon, Alateen, and other peer support groups.
4. Form an outreach or support group.
5. Become aware of resources in the area.
6. Invite resource persons to speak to their congregation.
7. Invite resource people to speak to clergy groups.
8. Attend a Lunch & Learn on spirituality and recovery.
9. Include an addiction and mental health treatment and recovery topic in seminary curriculum.
10. Call a treatment center for guidance.
11. Work to reduce stigma associated with SUDs and mental illness, talk about the pervasiveness of the problem, and create an environment where people can come forward.

Peer-to-Peer Approach, Recover2gether
Source: http://www.recover2gether.com/

· Web site sponsored by SAMHSA/Center for Substance Abuse treatment (CSAT) that supports peer-to-peer, mutual aid through scheduled chat sessions, recovery videos, recovery music, and more. 

SAMHSA’s Recovery Community Services Program (RCSP)
http://www.samhsa.gov, keyword: RCSP

· The Recovery Community Services Program (RCSP) funds grassroots community organizations to support recovery services that help people initiate and/or sustain recovery from alcohol and drug use disorders. Some RCSP grant projects also offer support to family members of people needing or seeking treatment or those currently in recovery. 

SAMHSA’s Cultural Competency and Diversity Network (CCDN)
Source: http://www.kap.samhsa.gov/text-only/general/about.htm

· CCDN is a group of individuals from a variety of cultural groups that provides counsel to the Knowledge Application Program (KAP). The purpose of CCDN is to assist KAP in improving the cultural competency of KAP products and documents. To date, there are CCDN work groups composed of the following: American Indians, Hispanics/Latinos, Asian and Pacific Islanders, African-Americans, and LGBT individuals.

The Multi-Language Initiative (MLI) also works to ensure that KAP’s products are accessible, culturally meaningful, and sensitive to the populations it serves. This is accomplished by adapting KAP materials for consumers or clients whose first language is not English. 

SAMHSA Resources for Treatment and Recovery Referrals
Source: http://www.samhsa.gov

SAMHSA National Helpline, 1–800–662–HELP
· 24-hour, free and confidential information and treatment referral service in English and Spanish.

http://samhsa.gov/treatment
· Private and public facilities that are licensed, certified, or otherwise approved for inclusion by their State substance abuse agency.

· Treatment facilities are administered by the Department of Veterans Affairs, the Indian Health Service, and the Department of Defense.

· Makes it possible for clients to access services at any time, any day of the week. 

· Reaches out to clients who are physically unable to leave their homes.

SAMHSA’s Technical Assistance Publications (TAPs)
Source: http://www.kap.samhsa.gov/products/manuals/index.htm
· TAPs are compilations from various Federal, State, programmatic, and clinical sources that provide practical guidance and information related to the delivery of treatment services to individuals with alcohol and drug abuse disorders.

SAMHSA’s Treatment Improvement Protocol (TIP) Series
Source: http://www.ncbi.nlm.nih.gov/bookshelf/br.fcgi?book=hssamhsatip&part=A91408

· TIPs, developed by the Center for Substance Abuse Treatment (CSAT), are best practices guidelines for the treatment of substance use disorders. 

· CSAT draws on the experience and knowledge of clinical, research, and administrative experts to produce the TIPs, which are distributed to facilities and individuals across the country. 

· The recommendations contained in each TIP are grounded in evidence that includes scientific research findings and the opinion of the TIP consensus panel of experts that a particular practice will produce a specific clinical outcome (measurable change in client status). 

· In making recommendations, consensus panelists engage in a process of “evidence-based thinking” in which they consider scientific research, clinical practice theory, practice principles, and practice guidelines, as well as their own individual clinical experiences. 

· Based on this thinking, they arrive at recommendations for optimal clinical approaches for given clinical situations. 

Recovery Connection
Source: http://www.recoveryconnection.org

· This is a comprehensive addiction treatment resource and drug rehabilitation referral service. The organization has staff across the country who are available 24 hours a day to answer all concerns about substance use, addiction treatment, and rehabilitation.

· Recovery Connection is owned and operated by a private health care corporation whose mission is to improve quality of life by providing quality health care services. 

StopAlcoholAbuse.Gov
Source: http://stopalcoholabuse.gov

· StopAlcoholAbuse.Gov is a comprehensive portal of Federal resources for information on underage drinking and ideas for combating this issue. Community members interested in underage drinking prevention—including but not limited to parents, educators, youth, concerned citizens, prevention specialists, business leaders, law enforcement, and public health officials—will find a wealth of valuable information here. The resources will aid your underage drinking prevention efforts.

Screening for Substance Abuse and Diagnosing
Source: http://www.mayoclinic.com

· Diagnosing a drug addiction often starts at the family doctor level, often after one family member has raised concerns about another family member’s behavior. 

· Your doctor may ask questions about the frequency of drug use, whether any family member has criticized your drug use, or whether you’ve ever felt you might have a problem. 

· A definitive diagnosis of drug addiction usually occurs after an evaluation by a psychiatrist, psychologist, or specialized addiction counselor.

· Blood tests often aren’t able to result in a diagnosis of a drug addiction, but these tests can help a doctor detect the presence of a drug when its use has been denied. 

Online Screening for Abuse
Source: http://www.alcoholscreening.org

· Online Screening for Abuse helps individuals assess their own alcohol consumption patterns to determine if their drinking is likely to be harming their health or increasing their risk for future harm. 

· Through education and referral, these sites urge those persons whose drinking is harmful or hazardous to take positive action and informs all adults who consume alcohol about guidelines and caveats for lower-risk drinking. 

· More than 500,000 people have completed screening questionnaires and received scientifically based feedback on their drinking patterns.

· The assessment questionnaires used are based on the Alcohol Use Disorders Identification Test (AUDIT), developed by the World Health Organization to screen for harmful or hazardous alcohol use. 


The Second Road 
Source: http://www.thesecondroad.org

· TheSecondRoad.org is a free, not-for-profit, online community to help those in recovery (and the families of those affected by addiction) learn to live with the challenges presented by everyday life and continue on a fulfilling road of recovery.

· The goal of The Second Road is to be a new platform for “people helping people.”

· It offers:
· A community of trust and understanding;
· Twenty-four-hour access;
· Inspiring stories from people of diverse cultures and backgrounds;
· The knowledge of many experts in the addiction treatment field;
· The tools to resist relapse; and
· A secure, nonthreatening environment.

· The Second Road welcomes people of all stages of recovery using any method that works for them to: 
· Find supporters and community they can relate to;
· Share stories and thoughts and feelings; and
· Reach life-changing goals at a pace appropriate for the individual.

In the Rooms
Source: http://www.intherooms.com/

· A global online recovery community supporting connections between people in recovery and providing information and resources related to recovery.

· This social networking Web site is for the recovery community worldwide. Its mantra is H.I.T.C.H.—Help, Inform, Touch, Connect, and Heal—for those already in recovery, seeking recovery, and family and friends around the world. 

eGetgoing
Source: http://www.eGetgoing.com

· Offers a supportive, personal, and interactive drug treatment experience through a unique fusion of live video and voice technology that replicates traditional substance abuse treatment and education environments.

· Provides a way for individuals to participate in an alcohol and drug treatment program from any location where they have Internet access.

· Was developed to make high-quality chemical dependency treatment available to millions in need by eliminating barriers such as limited treatment center space, high cost, privacy concerns, and inconvenience.

· Does not displace traditional treatment. Instead, its online delivery adds breadth and depth to the existing continuum of chemical dependency care—both complementing existing programs and serving as an alternative for those who otherwise do not have access to treatment.

· Emulating a group session in a treatment facility setting, clients are able to see (via real-time video) and hear (via real-time audio) their eGetgoing drug rehabilitation counselor, which allows each session to be tailored to the needs of the group. 

· Group members communicate with each other and their certified substance abuse counselor verbally using headsets. 

· Because group size is limited to approximately 10 participants, this modality ensures an intimate group drug and alcohol treatment experience that is not always possible in traditional substance abuse treatment environments.

· Remains completely anonymous. 

· Alternatively, one can call toll free at 1–877–75–SOBER.

Access to Treatment, Recovery-Oriented Systems of Care (ROSC)
Source: http://www.samhsa.gov

· The Access to Recovery (ATR) program facilitates development of State vouchers to centralize assessments and referrals for recovery support services.

· The ROSC program helps local communities develop and deliver integrated services that build on the personal responsibility, strengths, and resilience of individuals, families, and communities to achieve sustained health, wellness, and recovery.

· The Recovery Community Services Program (RCSP) funds grassroots community organizations to support recovery services that help people initiate and/or sustain recovery from alcohol and drug use disorders. Some RCSP grant projects also offer support to family members of people needing or seeking treatment or those currently in recovery. 

National Alcohol and Drug Addiction Recovery Month—Celebrating its 21st Observance in 2010
2010 Theme: Join the Voices for Recovery: Now More Than Ever!
Sources: http://recoverymonth.gov

· Recovery Month is an annual observance that takes place during the month of September. The Recovery Month observance highlights the societal benefits of substance abuse treatment, lauds the contributions of treatment providers, and promotes the message that recovery from substance abuse in all its forms is possible. The observance also encourages citizens to take action to help expand and improve the availability of effective substance abuse treatment for those in need. Each year a new theme, or emphasis, is selected for the observance.

· Recovery Month provides a platform to celebrate people in recovery and those who serve them. Each September, thousands of treatment programs around the country celebrate their successes and share them with their neighbors, friends, and colleagues in an effort to educate the public about treatment, how it works, for whom, and why. Substance abuse treatment providers have made significant accomplishments, having transformed the lives of untold thousands of Americans. These successes often go unnoticed by the broader population; therefore, Recovery Month provides a vehicle to celebrate these successes.

· Recovery Month also serves to educate the public on substance abuse as a national health crisis, stressing that addiction is a treatable disease and that recovery is possible. Recovery Month highlights the benefits of treatment for not only the affected individuals, but for their family, friends, workplace, and society as a whole. Educating the public reduces the stigma associated with addiction and treatment. Accurate knowledge of the disease helps people to understand the importance of supporting treatment programs, those who work within the treatment field, and those in need of treatment.

· Voices of people who have been courageous and victorious in their recovery from a substance use disorder are a powerful tool for spreading the message of Recovery Month. These voices are genuine examples of the importance of recovery, and they are truly representative of the wide scope of individuals who suffer from substance use disorders.

Faces & Voices of Recovery 
Source: http://www.facesandvoicesofrecovery.org

· Faces & Voices of Recovery is a national 501(c)(3) nonprofit organization committed to organizing and mobilizing the millions of Americans in long-term recovery from addiction to alcohol and drugs, our families, friends, and allies to speak with one voice.

· Faces & Voices of Recovery is America in all its diversity: moms and dads, sons and daughters, brothers and sisters, husbands and wives, and friends of people regaining their health and lives through freedom from addiction. By organizing and speaking out together, we support and give hope to individuals who are still struggling with addiction and to those who have found the power of long-term recovery.

· Faces & Voices of Recovery is a national network of more than 20,000 individuals and organizations joining together to speak out and support local, State, regional, and national recovery advocacy by:
· Being a national rallying point for recovery advocates;
· Linking advocates to organizing, policy, and research support;
· Building advocacy skills through hands-on training and technical assistance; and
· Improving access to policymakers and the media.

National Association for Children of Alcoholics (NACoA)
Source: http://www.nacoa.org

· NACoA believes that none of these vulnerable children should grow up in isolation and without support. NACoA is the national nonprofit 501(c)3 membership and affiliate organization working on behalf of children of alcohol- and drug-dependent parents. 


Al-Anon and Nar-Anon
Sources: http://www.niaaa.nih.gov/FAQs/General-English/
	 http://www.nar-anon.org/Nar-Anon/About_Nar-Anon.html

· Al-Anon holds regular meetings for spouses and other significant adults in an alcoholic’s life, while Alateen is geared to children of alcoholics.

· Narc-Anon Family Group is a mutual support group for family members who know or have known a feeling of desperation due to the addiction problem of someone close to them. Nar-Anon members share their experiences, strength, and hope at weekly meetings. The meetings are usually held at locations such as treatment centers, hospitals, churches, community centers, or local 12-step clubs.

Alliance for Children and Families
Source: http://www.alliance1.org

This alliance provides services to the nonprofit child and family sectors and economic empowerment organizations.

Social Media Resources
http://www.facebook.com/recoverymonth
http://www.youtube.com/recoverymonth
http://www.twitter.com/recoverymonth
http://www.intherooms.com
http://www.thesecondroad.org

Community Anti-Drug Coalitions of America (CADCA)
Source: http://www.cadca.org

· CADCA builds and strengthens the capacity of community coalitions to create safe, healthy, and drug-free communities. The organization supports its members with technical assistance and training, public policy, media strategies, conferences, and special events. 

Partnership for a Drug-Free America
Source: http://www.drugfree.org/

· The Partnership for a Drug-Free America is a nonprofit organization that unites parents, renowned scientists, and communications professionals to help families raise healthy children. 

· Best known for its research-based national public education programs, the Partnership motivates and equips parents to prevent their children from using drugs and alcohol and to find help and treatment for family and friends in trouble.

· The centerpiece of this effort is an online resource center at http://www.drugfree.org, featuring interactive tools that translate the latest science and research on teen behavior, addiction, and treatment into easy-to-understand tips and tools. 



1
Page | 

