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CULTURAL COMPETENCY
in the Age of Managed Care

INTRODUCTION

Many practitioners, policy makers, administrators and researchers have articulated the need to provide
treatment services in a culturally responsive manner.  That is, in a manner that takes into account how
cultural variations influence service delivery.  Even though there is an increasing recognition that cultural
factors are an important variable in how services are delivered, there is still a lack of specific, practical
guidelines that can guide the addictions professional.

To address this need, the Addiction Technology Transfer Center of New England, in collaboration with a
broad range of groups from around New England sponsored  a working conference in May 1997 entitled,
"Cultural Competency in the Age of Managed Care."  The goal of this conference was to develop
guidelines for professionals serving the four major cultural groups in the United States:  African-Origin,
Asian-American, Latino and Native American people.  The conference addressed guidelines for the
clinician, program administrator and the policy-maker or payer.

On the first day of this two-day conference, participants were divided into workgroups that focused on
service delivery for each of the four cultural groups.  Each workgroup identified barriers and solutions to
providing culturally competent substance abuse treatment.  Specific recommendations were made for
clinicians, program administrators and policy-makers.

On the second day of the conference, participants focused on clinical, administrative and policy/payer
issues that transcended the specific cultural groups.  Specific recommendations were made to
professionals working at each of these three levels in the treatment system.

The result of this work is presented here.  This document represents the proceedings of a dynamic
process of committed and knowledgeable professionals who have many years of experience in serving
the groups of interest. It is hoped that it will assist professionals in providing culturally competent treatment
services.

The conference and this proceedings document are the first step in a process that will provide further
guidance to professionals who work with culturally diverse groups.  Subsequent steps include the
development of an annotated bibliography, program performance indicators and a user friendly "how to"
manual on providing culturally competent services.
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Conference at a Glance

PART I SUMMARY OF PLENARY SESSIONS

Opening Plenary May 14, 1997 King Davis, Ph.D.

Panel on Cultural Perspectives Frances Brisbane, Ph.D.
Jeff Whelan
Davis Ja, Ph.D.
Nicolas Parkhurst-Carballeira, N.D.,M.P.H.

Dialogue on Advocating for Systems Change David Mactas

Opening Plenary May 15, 1997 Anita Pernell-Arnold, M.S.S.W.

PART II OUTLINE OF CONSENSUS-BUILDING FORUMS

A. Substance Abuse Treatment Considerations for Persons of African Origin
Fred Swan, Norma Baker, and Francis Brisbane, Ph.D.

B. Substance Abuse Treatment Considerations for Latino People
Haner Hernandez, Fernando Miranda, Rolando Martinez, and Virginia Ruiz

C. Substance Abuse Treatment Considerations for Native Americans
Richard Gott, Gerald Fougere, Michael Torch, Keith Francis, Edward Perley, and
Vincent Nicholas

D. Substance Abuse Treatment Considerations for People of Asian Descent
Joy Connell, Carolyn D'Avanzo, D.N.Sc., Maryann Amodeo, Ph.D., Sonith Peou,
and AnTonThat

PART III OUTLINE OF CONSENSUS-BUILDING FORUMS

E. Policy Issues in Fostering Diversity Among Substance Abuse Treatment Programs
Suman R. Timsina, M.A., C.A.C., Michael J. Finnegan, M.Ed., C.A.C., and Eravia Gutierrez

F. Program Administration Issues in Treating Diverse Populations
Arthur Evans, Ph.D., Del Oladeinde, and Edith Sanchez

G. Clinical Service Issues in Treating Diverse Populations
Alicia Munroe, M.D., Catherine Dube, Ed.D., and Roberta Goldman, Ph.D.

PART IV NEXT STEPS: STEERING COMMITTEE PLANNING
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PROGRAM ADMINISTRATIVE ISSUES
IN TREATING DIVERSE POPULATIONS

The workshop began with Ms. Sanchez making a presentation regarding her experiences in
developing a program for Latino clients in Bridgeport, CT.  Ms. Sanchez described how she started the
program and the many challenges she faced in beginning a program specifically for Latinos.  She
described how she worked with  funding and regulatory agencies because they did not have a clear
understanding of what she was doing and how her specific program functioned.

Ms. Sanchez also described the things that program administrators should do to develop programs
which are more responsive to people with diverse backgrounds.  Ms. Sanchez described surveying her
staff as to their satisfaction with working at CASA/MAAS in a cultural context with their clients.  What she
discovered was that most of her staff expressed a high degree of satisfaction with the work they were
doing within the agency.  They felt good about being able to respond to the needs of their clients within
the context of the clients’ cultural values.

Attending the workshop were highly experienced administrators who represented all four groups,
Native American, Asian American, Latino, and African origin.  Participants were also representative of all six
New England states.  Participants broke into small groups to discuss what program administrators need to
do to develop programs that are more responsive to the groups that were the focus of the Conference.
Each group  identified issues in the areas of Access and Entry,  Process-Treatment, Quality Assurance
and Evaluation, Governance and Policy, and Staff Development.  The following resulted from the
workshop:

Access & Entry Issues

• Conduct aggressive      outreach      to ensure      early intervention      (coming into treatment at earlier stage in 
the disease process)

• Recognize the impact of     culture      in outreach and engagement rather than denying importance of 
culture

• Use screening/intake to motivate client
• Respect client's need/desire to have family involved in screening/intake (family, friends, blood 

relatives, client's system of support)
• Welcome clients from diverse backgrounds to physical plant; programs should pay attention to food 

served, decorations, music
• Establish a relationship at    first    point of contact which will provide follow-through (a critical factor); 

focus on the establishment of a good therapeutic relationship (First point of contact needs to be 
receptive,      hopeful   , respectful, and uphold possibility of recovery)

• Understand the culturally defined reasons/contexts for alcohol/drug use within the various 
communities that are served (environmental secondary factors, racism and oppression, etc.)

• Understand that accessibility, affordability, availability and suitability equal cultural competence
• Create printed goods that are readable at “street level,” be open to constant education--learn from 

clients
• Increase client population with marketing outreach and proper approach (offer appropriate services)

Treatment Process/Program Development

• Design screening/assessment tools that are based on culturally appropriate norms--develop valid 
instruments for the groups served

• Recognize heterogeneity of the communities of interest (native-born vs. foreign-born, countries, 
language, religion, migration history)

• Respect and value the heritage and the uniqueness of each community of interest (COI)
• Include natural supports such as family, church, temple, work, extended family, etc.
• Decrease the criminal justice system as the first intervention by creating effective 

prevention/outreach/intervention with multicultural impact on communities of interest
• Capitalize on presence of formal and informal community-based support networks to sustain 

recovery
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• Identify and respect the community of concern, which may have different therapeutic relationship 
boundaries

• Uphold actions and behaviors that reflect respect, equality, uniqueness, and dignity
• Affirm cultural competence as a necessary and vital part of the equation of the therapeutic 

relationship (i.e. trust, respect)
• Promote joint planning and program design processes which involve substance abuse services, 

faith community, and general community as well
• Utilize existing knowledge and information about communities of interest in culture as a basis for 

program design and delivery (For example, providers should be aware that African American women 
abstain from alcohol and other drugs at a higher rate than any other group)

• Uphold client rights and make appeal process accessible and understandable
• Develop process for involving clients in selection of treatment options (educate on the 

effectiveness of each)
• Engage COI with respect in the process of goal identification and attainment (CS)
• Incorporate culturally specific activities--symbolic/ritualistic healing, music, dance games, sports, 

arts, etc.
• Validate the indigenous experience of paraprofessionals in a bona fide service agency through 

collaboration with indigenous community organizations
• Investigate how alcoholism is incorporated into the cultural framework
• Training providers who work with interpreters
• Develop a multi-linguistic service-(face to face); are the providers familiar with addiction issues? 

HIV/AIDS? etc.; are they culturally competent and S/A qualified? Need a cadre of these for each 
culture-(linguistically, eventually culturally competent)

• Build a program that has the capacity to learn to meet people’s needs--understand that      we don't    
    know it all   

• Develop mechanisms for information gathering to better serve the client
• “Walk in the shoes" of clients- visit their environment, be aware of their issues and feelings, and 

educate staff about other groups
• Read newspapers and attend religious services
• Refuse to passively accept mandates that clearly don’t work for culturally diverse groups
• Be willing to take the risk of doing things differently
• Consider using volunteers; form partnership with community-based and  academic-based programs 

(schmooz, barter--show them they need you)
• Integrate family-based approach into program and get reimbursed for it
• Define the role of family in the client’s culture
• Use referrals to defray expenses
• Know resources in the area and get them involved with your program
• Recognize the heterogeneity of different groups--generational issues, geographic issues, ethnic 

differences, etc.
• Acknowledge and be inclusive of faith communities in service delivery
• Consider the possibility of religious-based programs-- be open to potential pastoral contributions
• Respect, value, and promote the value and diversity of spiritual experiences
• Incorporate spirituality into program design, i.e. provide volunteer clergy
• Develop programs that recognize that Native Americans generally want to improve well-being of the 

tribe.
• Develop culturally appropriate materials for clients that they can understand
• Involve people from diverse cultural backgrounds in recovery, in developing the program, in 

surveys, etc.

Quality Assurance and Evaluation:

• Identify culturally specific measures of improvement
• Provide training to ensure cultural competency as evidenced by clinical outcomes and client 

satisfaction
• Assure internal quality assurance of treatment plans, objectives, goals, etc. specific to populations 

of interest in a language of their understanding
• Develop culturally appropriate satisfaction surveys and make results available for community 

inspection
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• Conduct needs assessment with client involvement to identify particular services that are needed to
sustain involvement in treatment and recovery

• Use evaluators who are culturally competent (certification in cultural competency would be most 
desirable)

• Locate similar agencies across country and compare outcomes, modalities, measurements, cost-
effectiveness; find ways to collect data and demonstrate need to managed care organizations and 
potential funders

• Collect data on how well the program is serving different cultural groups and distribute data to staff
• Collect data in a way that verifies to what extent each ethnic group is being served and that 

interventions are making a difference
• Conduct a culturally appropriate post-client survey--if necessary, invent a new survey format
• Set incremental objectives in a definitive way
• Get technical assistance to effect change in structure of the agency seeking to be culturally 

competent--get help by providing data to research group

Staff Development and Training

• Promote the development of staff from communities of interest
• Support ongoing, culturally relevant ATODA training for all staff, including the executive director and

Board of Directors (Note:  administrators must give time to staff)
• Support development of culturally relevant support networks--foster empowerment of staff
• Support staff in their own growth, development, recovery, and renewal in a cultural context
• Include multicultural considerations in the “Science of Ethics"
• Train culturally competent community-based organizations (CBO) to become competent managed 

care providers
• Ensure that those providing clinical supervision adopt and "buy into" the mission, goals, methods, 

techniques of the agency as they relate to cultural competency
• Provide culturally appropriate supervision with culturally appropriate training
• Avoid overloading the cultural staff person with all of the cultural clients and issues within the agency
• Use the information superhighway that increases overall staff resources
• Provide all necessary support to the staff to meet credential requirements
• Employ culturally appropriate family counselors

Policy and Governance

• Assure that communities of interest are employed at all levels of the substance abuse  treatment 
system

• Assure that Board of Directors, administration, and staff represent the population of concern
• Include commitment to cultural competence as a part of agency's mission statement/mandate/

policy /processes/practices
• Incorporate cultural competencies into the standards for academic education, licensure, and 

accreditation
• Reflect the client populations served in governance management and staffing
• Promote and support state standards for cultural competency that treatment and managed care 

agencies should adhere to
• Make special efforts to support and retain culturally appropriate staff
• Begin to value equally the knowledge and experience of culturally diverse treatment providers and 

compensate accordingly
• Offer equality of pay for all levels of work for culturally competent staff
• Enter into contractual relationships with staff regarding training, staying with agency
• Advocate that State and Federal funding sources begin to value equally the services of culturally 

relevant programs (providers must be more aggressive in finding out "going rate" and in advocating 
for equal reimbursement)

• Be clear in mission in regard to cultural specificity
• Define and be cognizant of "medical necessity" in each culture--program administrators must know 

differences and be aware how they manifest themselves in groups
• Understand cultural differences in defining "alcoholism"
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• Rewrite policy to embrace holistic approach to treatment and counter elitist attitude (administration 
needs to have a policy of inclusion of religious/spiritual activity on a voluntary basis)

• Represent Cultural group needs at all levels of organization
• Commit to maintaining credential standards for all staff (even if it means importing culturally 

appropriate trainees and supervisor)
• Advocate for culturally competent state inspectors
• Reward cultural competency with salary increases



56

CLINICAL SERVICE ISSUES

IN TREATING DIVERSE POPULATIONS

Alicia Munroe, M.D.
Catherine Dubé, Ed.D.

Roberta Goldman, Ph.D.
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CLINICAL SERVICE ISSUES
IN

TREATING DIVERSE POPULATIONS

After discussing the option of meeting in small groups, the participants decided to meet as a large
group so that all could benefit form the discussion.

The group was facilitated by Dr. Munroe with he assistance of Dr. Goldman, and Dr. Dubé.  The group
was asked the following:

What advice or guidance would you give to managed care organizations regarding cultural
competency in the areas of outreach and prevention, access, the treatment process, and quality
assurance and evaluation, as they apply to clinical services for culturally diverse populations?

As the group discussed each of the above areas the recommendations were summarized and
recorded.  Not all of the recommendations listed necessarily reflect group consensus.  However,
whenever objections were voiced, the recommendation was discussed, and amended in an attempt to
resolve any conflict.

The discussion resulted in lists of recommendations generated by the group.  The group noted that
the lists may be incomplete, and that each point could be expanded upon and further defined.  They also
noted that the resulting recommendations were in no particular order of priority or importance.  Final
listings reflect the order in which topics were suggested and/or discussed in the group process.

The following resulted from the group discussion:

Quality Assurance and Evaluation Issues

• Define success in terms that are relevant to the client
• Don't feel confined by evaluation
• Don't miss opportunities to collect data through strategies that are easily implemented for proof of 

success and feedback to HMO's--demonstrate your effectiveness integrated with treatment
• Deliver treatment plans and treatment in client's language
• Translation needs:

-Confidentiality
-     Trained     , bilingual/bicultural interpreters if no bilingual/bicultural clinicians available
-Increased availability of bilingual/bicultural clinicians
-Network of trained translators to share among agencies
-Aggressive strategies in place to recruit bilingual/bicultural clinicians and
-Strategies to invest in training clinicians in their area

• Bicultural important and does not always entail bilingual also bicultural and/or bilingual/bicultural
• Monitor HMO's to minimize barriers for clients

-How do administrative policies cause barriers?
-Be flexible about credentialing of clinicians

• Develop strategies for working with homeless
-No fixed addresses

• Discuss issues with HMO personnel directly
-Providers must be willing to advocate for clients directly with HMO
-Providers need to be willing to go beyond boundaries and resources of their office  to include 
  community and spiritual resources as appropriate for client (especially  for Native Americans--but 
  may be applicable to many groups)
-Providers should gain direct understanding of HMO policies in their area
-HMOs must develop strategies to accommodate client diversity in a culturally responsive way
-HMOs must take responsibility-responsibility should not fall entirely on treatment clinicians 
  outside HMO
-HMO must employ competent intermediaries
-HMOs need to simplify systematic issues to allow energy to be focused on treatment
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-Continuing education/staff development funding for cultural issues should be made available
-Information about differences in HMO policies/benefits should be made available to agencies, 
  employers, community groups, via the internet and other means
-HMO must have advocacy office of multicultural issues--not just symbolic but real advocacy
-Providers must be willing to lobby legislature for needed changes
-Clinicians should become familiar with "sympathetic" legislators and contact them
-Professional organizations should get involved in talking to legislators
-Providers should educate and empower clients to vote
-HMOs must better inform clients about their benefits:

• clear, understandable English
• variety of languages
• translator available to explain

-HMOs should make information available about provider’s bilingual/bicultural abilities and what 
  kind of translators are available

<-Both have value->

VS.

    Credentialing     Experience

Important for reimbursement Reaches more diverse populations of providers
Important for research May be stronger in cultural connections
Generates revenue May be more competent culturally
Documents skills Taps talents of valuable personnel
Protects people in the profession Lack of rules
May be a goal for non-licensed personnel Reimbursement problems - not billable
Need resources to develop these people
May lead to rigid rules
Excludes valuable people

Access Issues

• Money-funding for those without insurance-or if agency doesn't take third-party payments, agency 
funding.

• Off-reservation Indians
-access problems distinct from reservation Indians (poverty and illegal immigrant status may 

directly affect access)
• Issue-legal status
• Geographic location--transportation--rural issues
• Need creative strategies to allow clients to access services when they aren't nearby, (also an 

outreach issue)
• Family role in seeking care and coverage--no assumptions about "family" since structures vary

-Who is partner
-Access to health coverage, (also a serious treatment issue-support network)

• Local availability of services
• Distance strategies (outreach)
• Language (non-English-speaking)
• Need for services in the client’s language
• Multiple language with translators (minimize this practice; complicates organizational issues and 

treatment confidentiality)
• Minimization of need for the therapist to translate the plan of therapy from patient's language back to

English
• Use of translators-minimize or abolish use of translators if possible

-     Highest Good     :  Bilingual and/or bicultural (Incentive for recruitment of providers and translators
-     Second Highest Good     :  Trained translators to work with providers and providers trained to work 
  with translators

• Need agency resources for translation and training for above
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• Staff competence to work biculturally
-Recruitment (new staff)
-Staff development (existing staff)

• HMO-cost savings
     Short-Term and Long-Term Goals
-Emphasis on cost-saving reduces interferes with access to care-system designed to provide less 
  care
-Need monitoring to reduce these barriers

• Legislators--influence the law
• HMO’s--direct lobbying by providers

• Allow flexibility on for clinicians
-Some clients are homeless and have no address
-Clients need to have the values of their cultural group understood (recommendation:  include 
  community resources and people from community as resources in treatment)
-HMO disclosure of process to get mental health services

• Providers should gain an understanding of HMOs and their administrative policies and 
maintain relationships with HMO administrators

• HMOs need to provide support and liaison with treatment programs and develop their own culturally 
competent staff and other intermediaries for outreach

• HMO's need to take care of substance abusers in culturally diverse populations
• HMO's need greater flexibility to work with a wider range of treatment professionals and better 

strategies for lessening the burden of providers trying to work with them
• Money and support for professional development and training for people willing to work in this field
(cultural competency and treatment)

-Preservice
-Inservice

• Counter-advertising--making public (e.g. web page) the problems HMO's are creating will allow 
consumers to make an informed choice

• Organize providers to fight back against HMO's
• Each HMO should have an office for multicultural services for clients and to help providers
• Clinicians should understand the state and federal role in changing laws related to coverage and 

care
• Clinician's professional organizations should work to change the laws and should encourage voter 

registration
• HMO's should be clear with clients as to what their benefits are

-In 8th grade language level or lower (clients don't know what their benefits are; written form 
should be clear and staff must be available to explain)

• HMO provider guide should indicate cultural and linguistic specialties of provider

     General Recommendation on Access Issues:

• Develop creative strategies for outreach to overcome geographic, cultural, and financial barriers

Treatment Process Issues

• Engage in scientific research to document quality of treatment
-Qualitative/quantitative strategy
-Data for proof of treatment effectiveness

• Collect self-report cultural information from all clients in a way that is meaningful for the clients
• Construct intake procedures that minimize the trauma of intake and facilitate the collection of 

accurate data collection, e.g. use culturally appropriate methods, revise intake forms to make them 
culturally competent, accommodating for variations in client gender, culture, lifestyle, sexual 
orientation

• Improve cultural compliance, stress all treatment professionals have this responsibility
-Appropriate support needs to be available for clinicians
-Supervisors need to know their staff and their limitations (e.g., prejudice) and be able to 
  appropriately match patients and/or intervene
-Supervisors and clinicians may come from different cultures
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-Strategies in agencies to deal with clinicians biases and other cultural self  awareness issues that 
  can impact style and quality of care

• Need opportunities for collaboration among all levels of staff on cultural awareness issues
• Emphasize training to enhance self-awareness of clinicians (improve their understanding of 

transference and counter-transference cross-culturally)
• Foster cultural competency through collaboration with other agencies who bring cultural insights 

and information (bi-directional collaboration)
-Goals for clients should be client-driven

• Consider gender issues (as well as gay/lesbian issues) when matching clients with clinicians
• Accommodate characteristics of the client:

-Gender/ culture/ language
-Lifestyle/ previous experience
-Socio-historical experience
-Where the client is and wants to go is an important consideration when developing  treatment 
  plans
-Treatment providers from various constituencies need to be valued for their strength,      not    
  marginalized

• Accept that all treatment professionals must improve their cultural competence skills--not just refer 
clients of different ethnicity

• Use “spiritual life” as a more accurate method of determining a client's spiritual orientation than 
"religion"

• Understand the spiritual orientation of clients and incorporate into aspects of spirituality important to 
clients and consistent with their beliefs (involve clergy if appropriate)

• Get meaningful cultural information from clients in a sensitive way, using self-identification
• Gather more than government-category information--include broader, more appropriate categories 

that are more reflective of cultural competence and needs of clients,- remain advocates for changing
government shortcomings, and continue to give feedback to government agencies on changing 
their "categories"

• Allow cultural information to inform treatment plans
• Construct intake procedures that minimize the trauma of intake, minimize dropout, and facilitate the 

collection of accurate data (e.g. using groups, culturally appropriate methods, home intake, or the 
best you can do)

• Include consumers in policy development and the development of treatment plans (e.g. client 
counsel or representatives)

• Pair clients of similar backgrounds to help each other
• Revise Intake Forms to make them culturally competent
• Present recommendations to managed care in a manner that address their own interests (e.g. 

profits)
• Train clients to be advocates for culturally competent services
• Train indigenous people to work in the substance abuse field

-Empower people
-Recruit/mentor in high schools and colleges
-Increase lower-level clinician skills

• Reexamine and challenge traditional, long-held assumptions about what quality treatment is
-Increase level of research to demonstrate what treatment modalities work
-Anecdotal stories are useful but not enough

• Assess alternative treatments, e.g., art therapy, music therapy, dance therapy, and biblio-therapy--
incorporate when appropriate

• Recognize utility of alternate, complementary therapies that can help elicit information and promote 
healing when talk therapy cannot

-Utilize only     certified      therapist in these fields
• Inform HMOs which agencies have cultural services so referrals are appropriate
• Provide gender appropriate care
• Consider sexual orientation, as well as gender and ethnicity in arranging treatment
• Understand the skills and special abilities as well as the biases that clinicians bring to their work
• Create a community of collaboration that also acknowledges people's contributions even if they are 

not of that cultural group
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• Promote wide-spread cultural responsiveness (If a clinician is gay or comfortable treating gays, it is 
not OK to send all gay/lesbian clients to that clinician, thus allowing all others to avoid responsibility 
of becoming more culturally responsive)

• Use inclusive language--reconsider utility, for example, of asking for race or sex on a form (Note: 
Native American concept of two-spirit person)

• Foster environment of honesty and respect in which discussion can be open and clarifying
• Counter cultural insensitivity in everyday, small ways, e.g., if you collect information on race, also 

collect from an inclusive list of ethnicity
• Ensure collection of     accurate      data on demographics--ethnicity must be     self-reported      to be accurate
• Do intake in groups, avoiding the power differential of 1 worker/1 client (serves as a form of peer 

initiation)
-Other methods may work in specific settings, but thought must be given to what is the most 
  culturally responsive method

• Develop flexible strategies for staff to    raise      skill and credential level (funding; time from work to seek 
higher training; no docked pay; no forced use of vacation days)

-We are NOT  saying to lower credentials to accommodate cultural appropriate care
-Those with credentials and those with personal experience can learn from each other
-     Understand that credentialing is a separate issue--credentials are necessary, but         uncredentialed       
     experienced people should be valued     
-Staff with qualifications but lower-level degrees should be supported in their efforts to obtain 
  higher credentials (especially where needed to satisfy HMO reimbursing rules)

Outreach and Prevention Issues

• Promote education of entire community (religious leaders, cultural centers, etc.) to reduce stigma
• Focus particular groups, e.g., funders, cultural groups, gay/lesbian, elderly, homeless, and develop 

services to address the needs of those underserved populations
• Use cultural immersion as a method to connect with the community and extend outreach

-Festivals and activities can integrate information about substance abuse
-Identify opportunities for contact with individuals in the community

• Develop strategies to reach high-risk populations (for example, go to gathering places such as bars 
and clubs)

• Connect with grass roots organizations
-Train police and fire departments about stress and substance abuse
-Train community action advocacy groups who are already involved in outreach work
-Work with emergency services in the community

• Create outreach strategies-outreach at times hindered by lack of space for more clients
-Need to assess which groups in community are not seeking treatment at your agency and 
  outreach to them (including elderly, gay/lesbian)
-Outreach and access hand-in-hand--can't outreach without appropriate services
-Outreach to new immigrant communities when they don't know about services or when a stigma 
  is associated with treatment
-Utilize community leaders to help
-Find ways to reach underserved groups--i.e., homeless--go to shelters, soup  kitchens
-Outreach to adults to help prevent future problems with their children (prevention)
-Develop student assistance programs and mentoring programs in schools-(prevention)
-Outreach to single mothers (parenting support, stress management, even to mothers who aren't 
  using, to aid prevention in kids) Outreach=prevention for their kids

• Educate on concept of addiction and mental illness as diseases-rather than as states of moral 
delinquency

-Education-helps with prevention and relapse prevention
-You enter treatment not because you have done “a bad thing”-addiction is a disease
-Develop partnerships with clergy, traditional healers, cultural centers
-Do something in community that is fun--host a carnival to show human side of agency
-Show off perks of being a client of the agency (e.g., good subsidies, section VIII, etc.)
-Also educate how illness is a result of other factors affecting the family
-School system is an essential point of access
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-Connect with culturally specific festivals and community events (e.g., have a float in the Puerto 
  Rican parade with some salsa music, hand out flyers)
-Find a culturally appropriate medium to get into school system--then integrate information about 
  substance abuse prevention
-Consider reaching parents through your work with the kids
-Integrate discussion of alcohol and drugs into other broader parenting programs so participants 
  aren't targeted, stigmatized for attending
-Go where the kids are--boys club, gyms, basketball games
-Policy:  develop a strategy for building knowledge and empowerment in the community through 
  groups not necessarily working solely in substance abuse
-Outreach for mothers and treatment settings conducive to mothers needs
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PART IV

NEXT STEPS:  STEERING COMMITTEE PLANNING



64

FOLLOW-UP ACTIVITIES TO THE CONFERENCE

The planning committee which developed the conference has identified a series of follow-up activities
which it is pursuing, now that the initial educational event has been completed.  Following are the overall
goals and expected next steps:

Goal:      Further development and dissemination of emerging knowledge concerning culturally    
    competent substance abuse treatment

The conference in May produced a wealth of practical information about how to develop and deliver
culturally competent substance abuse treatment.  In order to begin advocating for specific actions, it is
important to balance this practical information with what has been proved in a sound, research oriented
environment and documented in the literature.

Toward this goal, the Addiction Technology Transfer Center of New England is conducting a search of
the literature for articles which address the following questions:

• What are the key elements of substance abuse treatment approaches which enhance the cultural 
competency of the service?

• For specific cultural groups, what are the aspects of culture which must be acknowledged and 
addressed in the therapeutic environment?

• What culturally sensitive tools and techniques have been developed and tested in the therapeutic 
setting? What have been the results of their use?

• What culturally sensitive tools and techniques have been developed and tested in administration of 
substance abuse treatment program?  What have been the results of their use?

• What culturally sensitive tools and techniques have been developed for policy-makers who are 
managing and developing treatment systems? What have been the results of their use?

The results of this literature search will be published and disseminated during Fall, 1997 to participants
at the conference among other interested parties.

The literature search will help target and guide further activities of this planning group.

Goal:      Development of specific tools for clinicians, administrators and policy-makers to           enhance the    
    cultural competency of the treatment system across New England     .

The planning group wants to see an immediate impact from its work on the current substance abuse
treatment system. Toward this end, it would like to partner with the State Alcohol and Drug Agencies
across New England that have identified increased cultural competency as a goal for the state’s treatment
system.

In August, members of the planning committee will meet with selected State Agency Directors at a
Board meeting of the New England Institute of Addiction Studies.  During this meeting and follow-up
meetings with selected state agency staff, the planning committee will:

• Identify states actively working on cultural competency initiatives
• Identify the staff assigned these tasks
• Identify specific tools which are needed to enhance local services (refer to following section)
• Determine whether needed tools currently exist or need to be developed
• Work with state agency staff to begin to access and use these tools (refer to following section)
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     Specific Tools

“Tools” to enhance the cultural competency of the treatment system can include a number of items.
For example, clinical tools would include screening and assessment questionnaires or instruments
designed to take into account important cultural factors.  Administrative tools would include check lists to
be used by agency directors or board members to determine things that the agency is or is not doing to
provide culturally centered services.  Policy tools would include suggested performance standards to be
used in the contracting process with provider agencies, to measure and encourage increased cultural
competency.

     Accessing and Using the Tools

There appear to be a variety of assessment instruments, check lists, indicators, and guidelines that
have been developed for treatment systems.  The planning committee would like to promote awareness
of those that seem promising and identify gaps in available tools where they exist.

The committee will consider a range of activities to promote the use of existing tools.  They will
include:  copying and disseminating tools,  arranging for technical assistance in the use of selected tools,
and supporting or conducting formal training sessions, where this would be useful.

Resources for this kind of support will be limited and the committee will need to prioritize the potential
activities.  However, members f the committee look forward to this implementation phase of its work.
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CULTURAL COMPETENCY IN THE AGE OF MANAGED CARE

May 14 & 15, 1997
 Holiday Inn

Worcester, MA

ABOUT THE EVENT:  The Addiction Technology Transfer Center of New England, in cooperation
with a number of other groups, developed a two-day conference, “Cultural Competency in the Age of
Managed Care,” in order to consider ways of making substance abuse treatment services more
responsive to and effective for people from diverse racial and ethnic backgrounds.

The conference was designed to:

1.  Focus on the special treatment needs of four groups:
-People of African Origin
-Latino People
-Asian People
-Native Americans

2.  Present current knowledge about making treatment services responsive to people from these groups

3. Create a forum within which participants could discuss the issues and build consensus about 
guidelines for the delivery of treatment services at three levels:

-Clinicians treating people from these groups
-Program administrators who manage or develop treatment services for people
  from these groups
-Policy developers at the state level who support, regulate or purchase these
  programs

The conference participants included people who were members of the ethnic or racial groups being
considered, plus those who work with or develop services for clients from diverse ethnic or racial
backgrounds.  Program content was designed to be useful to clinicians, program administrators, policy
makers, scholars, and public and private funders of treatment services.

The event was planned by a group of professionals representing the designated ethnic and racial groups,
the Addiction Training Center of New England, a large list of co-sponsors, and the State Alcohol and Drug
Agencies from across New England.

CONFERENCE PROCEEDINGS:   The plenary sessions and workshop session were taped in order
to facilitate the development of Conference proceedings.  The tape led to the production of this
document, which will be shared with the participants and selected additional groups.  The proceedings are
intended to serve as the basis for the development of standards or guidelines for practice at the
practitioner, program, and policy levels.
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CULTURAL COMPETENCY IN THE AGE OF MANAGED CARE

May 14 & 15, 1997
 Holiday Inn

Worcester, MA

SPONSORS

The Addiction Technology Transfer Center of New England (ATTC-NE)
and

The Center for Substance Abuse Treatment

This event was developed and supported by the ATTC-NE through a grant from The Center for
Substance Abuse Treatment.  The ATTC-NE is a project of Brown University's Center for
Alcohol and Addiction Studies, Providence, RI

CO-SPONSORS

A number of organizations throughout New England agreed to co-sponsor this event.  They are
organizations which have a special interest in promoting cultural competency across the substance abuse
treatment system.  They agreed to help promote awareness of this event, and supported its development
in a variety of ways.

CONNECTICUT
Connecticut Department of Mental Health and Addiction Services
Connecticut Hispanic Alcoholism Commission
Connecticut Association of Substance Abuse Agencies
CT Chapter, Black Nurses Association
Oxford Health Plans
ProBehavioral Health

MASSACHUSETTS
Massachusetts Bureau of Substance Abuse Services
AdCare Educational Institute, Inc.
Massachusetts Chapter of the Black Alcoholism and Addiction Council
Western Massachusetts Substance Abuse Providers Association
Brandies/Harvard Research Center on Managed Care and Drug Abuse Treatment
Boston University School of Social Work, Alcohol and Drug Institute

MAINE
New England Institute of Addiction Studies
Maine Office of Substance Abuse

NEW HAMPSHIRE
New Hampshire Bureau of Substance Abuse Services
New Hampshire Minority Health Coalition
New Hampshire Alcohol and Drug Counselor Certification Board

 New Hampshire Alliance for the Progress of Hispanic Americans

RHODE ISLAND
Brown University’s Center for Alcohol and Addiction Studies
Rhode Island Division of Substance Abuse Services
Rhode Island Minority Health Council
Drug and Alcohol Treatment Association of Rhode Island
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VERMONT
Vermont Office of Alcohol and Drug Abuse Programs
ALANA Community Organization

REGIONAL
Office of Minority Health, U.S. Dept. of Health and Human Services

NATIONAL
Multicultural Training and Research Institute, Temple University

FINANCIAL PARTNERS

Among our co-sponsors were several organizations which agreed to partner financially with The Addiction
Technology Transfer Center of New England and Brown University’s Center for Alcohol and Addiction
Studies.  The funds they were essential in making this event possible.

State Agencies
Connecticut Department of Mental Health and Addiction Services
Massachusetts Bureau of Substance Abuse Services
New Hampshire Bureau of Substance Abuse Services
Rhode Island Division of Substance Abuse Services
Vermont Office of Alcohol and Drug Abuse Programs

Federal Agencies
Office of Minority Health, U.S. Dept. of Health and Human Services

Managed Care Companies:

Pro Behavioral Health, Hamden, CT
Oxford Health Plans, Norwalk, CT

ORGANIZATIONS PROVIDING ADMINISTRATIVE SUPPORT

AdCare Educational Institute, Inc.
Brown University’s Center for Alcohol and Addiction Studies
The New England Institute of Addiction Studies
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ABOUT OUR PRESENTERS

This was a unique event.  We gathered the most knowledgeable people about cultural competency and
substance abuse treatment from across New England and beyond.  This expertise was reflected in the
keynote speakers, the workshop presenters, the planners of the event, the resource people invited to
participate, and the people who chose to attend the event and share their perspective and skills.

Following is some information about several of these groups of people.

The Keynote Presenters:

King Davis, Ph.D. is Professor of Social Policy at Virginia Commonwealth University, School of Social
Work.  He is the former commissioner of the Department of Mental Health and Mental Retardation in
Virginia.  He was responsible for the management of a statewide behavioral health care system.

Frances Brisbane, Ph.D. is Professor and Dean of the School of Social Welfare at the State
University of New York. She is Dean of the Black Alcoholism and Addictions Institute.  She is cofounder of
the “Counseling and Treating People of Colour:  An International Perspective.”  She is an author and
editor.

Nicholas Parkhurst Carballeira, N.D. is Director and CEO of the Latino Health Institute in Boston.
He is the past director of educational and community outreach for the Multicultural AIDS Coalition in
Boston.  He was Assistant Dean of Academic Affairs at the University of Puerto Rico Medical Sciences
Campus.

Davis Ja, Ph.D. is a Research and Program Evaluation Consultant with the California School of
Professional Psychology at Alameida/Berkeley, CA.  He provides clinical and consulting services through
the Asian American Recovery Services in San Francisco, CA, and has a special interest in increasing the
cultural competency of behavioral health services.

Jeff Whelan is the Addiction Counselor Supervisor for the Akwesasne Addiction and Counseling
Program on the St. Regis Mohawk Indian Reservation in Ontario, Canada.  He has developed and
implemented seven substance abuse treatment programs for Native Americans in Canada and the United
States, including the first U.S. federal program for adolescent Native Americans.

David Mactas is Director of the Center for Substance Abuse Treatment, the lead agency in the national
effort to provide treatment to all Americans with addictive disorders.  Prior to joining CSAT, he was
President of Marathon, Inc., an eminent treatment agency and a significant research and demonstration
site for a number of federal initiatives.

Anita Pernell-Arnold, M.S.S.W. is a clinical associate of the Department of Psychiatry at the
University of Pennsylvania. She is associated with the schools of social work at both Hunter College and
Temple University. She is immediate past chairperson of the Multicultural Research and Training Institute
Advisory Board at Temple University.
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The Consensus Building Forum Presenters and Leaders

This group of people agreed to lead us to consensus on the tasks that clinicians, program administrators,
and policy makers must accomplish in order to assure the cultural competency of our substance abuse
treatment system.

The Planning Committee

A diverse group of people helped in the planning and development of this event.  They cheerfully
volunteered their time and expertise to help translate a good idea into a reality.

Several members of this group also volunteered to provide logistical support throughout the conference.
Special thanks to Denise Adams, Sallie Brown, Jim Gorske, Della Hennelly, Lisa Lund, and Susan Storti
from the planning committee for their invaluable assistance in this area.
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