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Executive Summary

Communities of color—American Indian and Alaska Native, Asian American and Pacific
Islander, and Black, and Hispanic/Latinx populations—continue to experience inequities
related to substance use, as the Biden administration recently acknowledged.! Research
shows people of color who use substances have inadequate access to substance use
disorder treatment (Pinedo 2019), experience worse outcomes when they access
treatment (Mennis and Stahler 2016), and have high social service needs, and these
patterns are driven by systemic racism and community disinvestment (Farahmand,
Arshed, and Bradley 2020). Yet, relatively little research and policy attention have been
given to identifying models of culturally and linguistically effective care that address
unhealthy substance use and social service needs among communities of color, which

are highly diverse.

Tofill this knowledge gap, we interviewed substance use service providersfrom 27 programs
across the country to learn about care and services that engage and support people of color with
unhealthy substance use in treatment and recovery and to create policy recommendationsto better
support high-quality care and services. We selected programsthat employ evidence-informed and
culturally effective approachesto substance use and address social service needs. The substance use

programsin our study commonly

= center and reflectthe community in leadership and staff, services, and pathwaysto treatment;
= offer comprehensive, holistic care addressing substance use and health and social needs;
= use person-centered and harm-reductionapproaches;and,

= incorporate culture, including culturally and linguistically effective services, into their

organizational structures and treatment models.

Such programsspan culturally or linguistically specific services, harmreduction, strength-based
care approaches, and clinically recommended treatment options. Our study sample criteria also
required programsto be geographically diverse and serve AmericanIndianand Alaska Native, Asian

Americanand Pacific Islander, Black, or Hispanic/Latinx populations.

Participants described awide variety of challengesand limitations, including structural barriers

that limit their abilities to addresssocial needs, challenges training and maintaining staff,and program
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funding issues, including alack of adequate funding, complexitiesrelated to combining multiple funding
streams, and limited funds for program evaluation. We find that leaders of the study programshave
beencreative and resourceful in advocating for funding, but doing so was time intensive. And program
leadersstill reported facing structural hurdles to fully funding the community-driven, harm-reducing,
holistic, and culturally effective care they strive to provide. Program staff frequently cited the following

as barriersto effectively serving their patients:

= historic racism and other structural barriersthat limit resources available to addresssocial

needs
= challenges maintaining staff with language and cultural skills and programvalues
= astrong need for fundraising and heavy reliance on multiple funding streams
= alackof adequatefederal and state government and philanthropic funding
= numerous funding gaps for specific servicesand populations

= alackof programevaluation datademonstrating effectivenessin ways that could expand

funding opportunities

Participants in this study also described severalresearchgapsrelated to caring for people with
substance use in communities of color. They therefore suggested various policy and program changes
and community resources needed to effectively address the needs of people of color with substance use
issues. The study participants’ eight recommendations (ordered from broad to narrow below) focused
on guiding government policy and funding to ensure a culturally effective approachto meeting

substance use and social service needs:

1. Transformthe government’sapproach to substance use; end the War on Drugsand promote

culturally effective policies.
2. Involve communities in decisionmaking to change substance use policy.

3. Increasefunding and reimbursement opportunities for culturally and linguistically effective

carein public and private insurance.

4. Increasefunding for harmreduction and other social services that respond to community

needs.

5. Increaseflexibility in grant funding that supports care for the uninsured and in reimbursement

rules related to the health care workforce and billing in public and private insurance.
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6. Providetechnical assistance to community-based clinics and organizations on applying for
federalgrants, collecting data, reporting on performance metrics, conducting program

evaluations, and building other capacities.

7. Engagethe community in substance use researchby partnering with community membersto
codesign initiatives that invest in the community and by funding researcherswho live inthe

community.

8. Enforceand reassess community-centered policies already inplace (e.g., culturally and

linguistically appropriate services,or CLAS, standards.
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What Will It Take to Meet Substance
Use and Social Service Needs in
Communities of Color?

Communities of color—American Indian and Alaska Native, Asian American and Pacific
Islander, and Black, and Hispanic/Latinx populations’—continue to experience
inequities related to substance use, as the Biden administration’s Office of National
Drug Control Policy recently acknowledged.2 Research shows communities of color
have more unmet needs for substance use disorder (SUD) services and experience
worse outcomes when they access such services than do white people (Acevedo et al.
2012; Arndt, Acion, and White 2013; Dickerson et al. 2010; Evans et al. 2012; Garrison
et al. 2019; Guerrero, Khachikian, et al. 2013; Guerrero, Marsh, et al. 2013; Lewis et al.
2018; Mancini, Salas-Wright, and Vaughn 2015; Mennis and Stahler 2016; Mulvaney-
Day et al. 2012; Pinedo 2019; Ramos et al., forthcoming; SAMHSA 2020; Yu and Warner
2013).3 The structural racism that has permeated all aspects of life in the United States
drives these disparities, including the inequitable ways in which substance use policies
and treatment resources are designed and delivered (GAO 2017; Ramos et al.,
forthcoming; US Commission on Civil Rights 2019). In particular, long-standing
criminalization of substance use has disproportionately affected communities of color
(Fellner 2009; Meng 2015; Provine 2008)# and resulted in a treatment system
inadequately equipped to address the health and social needs people of color are more
likely to experience, such as the fallout from criminal justice involvement (Ramos et al.,

forthcoming).

The literature examining the barriersand facilitators to providing effective substance use services
across different communities of color in the United States is limited, particularly for Asian Americans

and Pacific Islandersand those who identify as two or more races. Further, we know little about how

“As noted, “communities of color” refers to American Indian and Alaska Native, Asian American and Pacific Islander,
and Black, and Hispanic/Latinx populations and the diverse subgroups and cultures within them. We recognize,
however, that these terms do not resonate withall people in these groups, and we remain committed to using
respectful,inclusive language.



integrating human services with substance use care and treatment affectsengagementand outcomes

for people of color (Allen, Ramos, et al., forthcoming).

A growing body of researchdocuments the effects of systemic racismon both people of color who
use substances and their communities (Alegriaetal. 2021;Bailey, Feldman, and Bassett 2020;
Farahmand, Arshed, and Bradley2020;Hansen, Jordan, and Tookes 2021; Hardemanand Karbeah
2020). Onthe Bidenadministration’s first day in office, the President signed an executive order
directingfederalagenciesto advance racial equity and support underserved communities.®
Additionally, the administration’s year-one priorities for substance use policy prioritize advancingracial
equity in the federal government’s approachesto substance use.® By centering racial equity, the new
administration is poised to enact policy reformsto help root out structural racism in federalsubstance

use policy and improve care and well-being for communities who have been harmed.

The findings in this report draw on interviews with staff at 27 substance use service programs
serving people of color across diverse populations in the United States. We seek to fill some of the gaps
in current knowledge and provide a greater understanding of promising models and strategies to
substance use carethat respond to the diverse needs of communities of color. Below, we describe the
interview methodology used to collect data. We next provide key findings describing the practices,
strategies, and challenges substance use programs experience when serving communities of color and
share researchgapsidentified by the programs. We conclude with interviewees’ eight policy priorities
for both federaland state governments and a discussion of the study’s implications for policy and

practice.

Methods

Study participants. We began this study with an environmental scan and literature review of promising
approachesto addresssubstance use in communities of color, and we identified culturally and
linguistically effective servicesas a promising approach to effectively serve people of color with
substance use issues. Therefore, we used the provision of such services asa key criterion for selecting
programsand models for this study. As noted, we also focused on programsserving the following racial
and ethnic groups: AmericanIndianand Alaska Native, Asian Americanand Pacific Islander, Black, and
Hispanic/Latinx populations. Another programselection criterion was that the program offered
medicationtreatment, either methadone or buprenorphine treatment, to clients with opioid use
disorderor referred clientsto medication assisted treatment. (Addressing opioid use disorder wasone

of the original focuses of this research, which was later expanded to include SUD more broadly.) We
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alsorequired that study programsaddressclients’ social needs. After a carefulexamination of the
equity implications of various approachesto substance use in communities of color and in consultation
with the project officers, we decided toexclude from the study approachesinvolving or led by the
criminal legalsystem (e.g.,drug courts), because evidence shows their harms outweigh their benefits
(Gallagher, Wahler,and Lefebvre 2019).

We identified eligible programsthrough the environmental scan and our Office of Minority Health
representative’sand project team’s professional networks. We used the snowball technique, whereby
study participants made recommendationsfor other individuals, programs, and models to include.
Though we started the project focusing on eight distinct geographicalareaswith racially diverse
populations, we shifted to focus on programsacross geographic areasthat primarily serve American
Indian and Alaska Native, Asian Americanand Pacific Islander, Black, and Hispanic/Latinx populations

because of the difficulties of travel and engaging substance use programsduring the pandemic.

We reached out to representativesof 70 modelsand programsof substance use care for people of
color across 18 states and the District of Columbia. The 27 programswhose staff participated in this
study werein California, Colorado, lllinois, Indiana, Massachusetts, New Mexico, Ohio, Oregon,
Pennsylvania, the District of Columbia,and Washington. The additional 43 programsthat declined or
did not respond to our invitation to participate werein Arizona, Georgia, Maryland,New Jersey, New
York, North Carolina, South Dakota, and Tennessee. Program selection and exclusion criteriaresulted
in asample selection of programs highly attuned to both clients’ and communities’ needs and clinical
evidence;they likely donot represent programsfrom these communities. Appendix A includes brief
descriptions of the programsincluded, and appendix B shows the demographic characteristics of the
clients served by the programs. Staff fromalmost all of the study programsreported that their
programsserved more than one racialor ethnic group; 9 programsserve Americanindian and Alaska
Native populations, 10serve Asian Americanand Pacific Islander populations, 12 serve white
populations, 16 serve Black populations, and 20 serve Hispanic/Latinx populations. We also found that
the populations served by the programsin our study often intersect with other marginalized groups,
such as people identifying as LGBTQIA+, immigrants, people experiencing homelessness, and people

involved in the criminaljustice system.

Data collection and analysis. We conducted interviews virtually via Zoom between May and December
2020using asemistructured interview guide. Researcher demographics are shown in appendix B, and
the interview protocol is in appendix C. The discussion topics included programs’ approachesto serving
people of color, their outreach to the community, the waysin which programsintegrate culturally and

linguistically effective practicesand addressclients’ social needs, programs’ funding streams, and
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policies or resources needed to support people of color with substance use intreatment and recovery.
Because we conducted interviews amid the COVID-19 pandemic, we alsocollected dataon waysin
which substance use programsand their clients have been affected by the pandemic; these findings are
presented in a forthcoming companion paper (Allen, Winiski, et al., forthcoming). In addition, we
conducted a town hall meeting, where we invited all study participants to provide feedback on
preliminary findings from the interviews and give further input on policies and strategiesto effectively
addresssubstance use in communities of color. We recorded, transcribed, and analyzeddiscussions
using NVivoqualitative software to identify key themes, common facilitators and challenges, and policy

ideas.

Limitations. Our study findings are limited by the lack of community input, including from program staff,
clients, and other local stakeholders, into the researchquestions and design. In addition, despite our
efforts to include severaldozens of substance use programsacross the country serving various
populations of color, the pandemic considerably limited the number of programsthat agreed to
participate in the study, particularly those serving Asian Americanand Pacific Islander patients across
various ethnic groups (4 out of the 13 programscontacted participated), programsserving American
Indian and Alaska Native communities (1 out of 14 participated), and programsin the South (O out of 4
participated). Also, programsthat participated in the study were all located in states that expanded
Medicaid eligibility under the Affordable Care Act, which could meanthe communities these programs
serve have more resources and fewer barriersto receipt of needed substance use treatment, health
care,and social services. As such, our study programsdo not represent substance use programsthat
primarily serve people of color across the nation. Lastly, our intervieweeswere primarily upper
managementand leadership programstaff,and we did not interview clients, community members, or
other staff. As such, important perspectives and experiences may not have beencaptured, particularly

from participants in substance use programs.

Findings

Below we describe key themesthat emerged from discussions with staff from the study programs. We
first summarize characteristicsthe study programshavein common. We then discuss the constraints
and challenges limiting programs’ impacts, researchgapsdescribed by study participants, and
participants’ policy priorities to more effectively support programsin addressing the needs of people of

color with substance use issues.
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Characteristics Study Programs Have in Common

Programstaffindicated that collaborative leadership structures that reflect the community in their
staffing and decisionmaking greatly facilitated a program culture and service designthat respond to
community needs. As noted and discussed in greater detail below, substance use programsin our study

commonly

= center and reflectthe community in leadership and staff, services, and pathwaysto treatment;
= offer comprehensive, holistic care addressing substance use and health and social needs;
= use person-centered and harm-reductionapproaches;and

= incorporate culture, including culturally and linguistically effective services, into their

organizational structures and treatment models.

CENTERAND REFLECTTHE COMMUNITY INLEADERSHIP AND STAFF,SERVICES,AND
PATHWAYSTO TREATMENT

Staff fromeach programdescribed being rooted in and driven by the communities they serve. Staff
centered community needs by hiring from the community and continually seeking community members’
input. Interviewees agreed being community centered is essential to effectively engaging and meeting

the needs of clients of color.

Leadership and staffing that reflect the community. Program staff indicated collaborative leadership
structures that reflect the community in their staffing and decisionmaking greatly facilitated a program
culture and service designthat respond to community needs. We repeatedly heard the importance of
employing staff who reflectthe community, including with their language skills and culture.
Intervieweessaid itis important to have diverse staff atevery level; as one said, “People sometimes say
that, ‘l go and | see the secretary looks like me, it's not the directors and the managersor clinician.’ So,

sometimes you have to make sure that all the layersare diverse, not one layer.”

However, programleadersalsoshared that they didn’tjust want to “check the box” with diversity
and highly valued lived experience. Some interviewees had found employing peers was the most
effective way to reachand engage clients with substance use issues. Interviewees also described how
they invest significant time to finding staff who are a good fit for the organization. For example, one
shared, “We need a specific kind of person—a person that's not intimidated to go into the home, or
transport clients in their car, or just engage with our families...who can put on jeans and go out to the

home and sit at a cookout.”
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Giventhat staff often have lived experience, program leadersrecognized that such employees’
growthin their jobs is also a continuation of their long-termrecovery. Many of the programleadershad
lived experience, reflected their community in other ways, and had started in the organization as an
intern or counselor. We also frequently heard that organizations had staff who had come through their
programs. Asone interviewee shared, their organization was always “looking for more people in
recoveryto serveas peer recovery coachesor mentors...evenpreparing them to become director

someday.”

Services driven by community input and client demographics and needs. We consistently heard how
programssought to be versatile and responsive to their clients’ and communities’ needs. Some
programs approached this through a nonhierarchical organizational structure, where leadersobtain
continual input and share opportunities to lead with their staff. In addition to hiring staff from the
community, program staff mentioned seeking community input from clients through surveys, focus
groups, or community advisory groups as their primary strategy for identifying community needs and
developing practices and policies accordingly. This means programsrarely serve a narrow demographic

group and are constantly adapting, expanding, or modifying servicesto meet their clients’ needs.

Respondents recounted how feedback from clients led their organizations to create new services.

At one program, staff learned that clients who experience homelessness faced discrimination or may
not qualify for assistance because they carry syringesor take medications for opioid use disorder.In
response, the programdeveloped itsown shelter and transitional housing. Several other informants
described how demographic shifts in their client populations required them to develop new capacities
and partnerships, such as adding staff with linguistically and culturally effective skills or developing
programming for adolescents and youth, LGBTQIA+ clients, or new immigrants and refugees. One
respondent aptly captured the importance of community input and responsiveness, saying:

“Our model works for our demographic. Sometimes when people develop programs, they think

that they can just take and implement, whereas we get feedback from our families and listento

our community. So, our program works really well because it was made specifically for our

demographic, in our community and the things that we saw culturally in our community. You may

take this and put it somewhere else and it may fail, because it's not meant for that community, it's
meant for this one.”

Offering multiple pathways and reducing barriers to treatment. Programs also centered community in how
they engage clients in treatment and conduct outreach. Many study programstake a “no wrongdoor”
approach, meaning they create multiple pathways to substance use treatment services;clients can
accesstreatment through internal or externalreferrals, community outreach teams, or by walking in.

Several programsalso strive to remove or minimize barriersto treatment, for example, by not requiring
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health insurance or a picture ID and by going out into clients’ communities. Some programsuse mobile
clinics and community health workersto reachout to potential clients and provide basic health care,

inductions into medicationtreatment, or maintenance of medicationtreatment.

Though word of mouth seems to be one mainway clients learn about and access services, many
programsin our study also receive referralsfrom other community-based organizations, social service
agencies, and the legal system. Several programs collaborate on diversion and reentry programs or

work with clients who have beenreferred totreatment after driving under the influence.

OFFER COMPREHENSIVE,HOLISTICCARE ADDRESSING SUBSTANCE USE AND HEALTH

AND SOCIALNEEDS

Many informants strongly emphasized the need to address the whole person, including their health,
social, and emotional needs, for those struggling with unhealthy substance use; doing so cansupport
their well-being in treatment and recovery or even (or especially) while they are still using substances.
(See the below discussion of harm-reduction philosophies embraced by severalstudy programs.) Asone
informant explained, “Just providing treatment is not going to help people change their lives and
improve the quality of their life for long-term periods.” That informant added that substance use
treatment providers need to understand “how to move people that are largely underserved and

disenfranchised in our community from a place of degradationto dignity.”

Addressing the full continuum of care for substance use. The programswe studied were designed to
respond to the treatment needs of their clients based on prevalent substance use trendsin their
communities. Many programsalso incorporate a continuum of substance use services, fromharm
reduction and early intervention to treatment and recovery services. This continuum includes a 12-step
program, medicationsfor opioid use disorder, outpatient and residentialtreatment, individual and
group therapy, and recovery support services. Most programs, however, partner with other providersin
the community to deliver the full continuum of substance use care. Many programsincorporate family
membersin treatment, and several offer residential programming for parents with children and do not
limit the number or age of childrenparents canbring with them to programming. Many programsalso
build in opportunities for positive social interactions, recreational activities, and new experiences, such
as taking clients to the beachor fine dining. As described below, participantsalso indicated that
providing a continuum of care for SUD will require systems change and additional funding. As one

respondent said:

“It's not like you just have to get more MAT [medicationassisted treatment for opioid use
disorder] into the clinic. You also have to change the funding streams, you have to change the
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way the courts sentence, you have to change the way the jail operates, and the way the police
and the guards are trained,and the way they do business.”

Addressing physical and mental health care needs. Many programs also addressclients’ emotional,
physical, and mental health needs. As one interviewee explained, integrated primary, behavioral, and
mental health care takes on a new meaning for programsthat serve clients who (1) may lack health
insurance or the ability to navigate complex systems of care and/or (2) have comorbidities and chronic
physical and mental health conditions but may distrust health care providersor have been traumatized
by discrimination in health care settings. As such, many programsin our study take a “one-stop shop”
approach, providing substance use, physical and mental health services,and sometimes dental carein
one location, ensuring clients can access needed careina setting where they feel safe and comfortable.
Programsalso commonly use multidisciplinary teams and team-based care toensure clients’ needs are

identified and addressed and needed servicesare coordinated.

Addressingsocial needs as inseparable from substance use treatment. Nearly all study programs provide
some directsocial servicesand offered assistance or navigation to help clients apply for public benefits

and access needed social services and supports in the community.

Severalinformants said they saw social services and supports as inseparable from treatmentand
the core of their mission. Often, these organizations may be one of the few providersor the only
provider of servicesfor people of color in the community and thus play many differentroles. Asone
informant expressed:

“We're helping organizations. That's it. That's the core of any ethnic service, ethnic community-
facing organization. We become masters of everything. It makes me chuckle these days because
the termof the last decade has been integrated care. What is there to integrate? We've been
doing everything from the very beginning.”

During the intake process, programs often screen clients about their health and social needs to
determine the services or supports they may need. Routinely, programs help clients enroll in Medicaid;
obtain Supplemental Nutrition Assistance Program, Temporary Assistance for Needy Families, and
Supplemental Security Income benefits; navigate public housing assistance; or obtain picture IDs, voter

registrations, and greencards.

Clients’ needs often inform the direct social services and supports that programsofferin house. For
example, programsthat primarily serve people experiencing homelessness operate shelters or provide
permanent supportive housing. Programsthat specialize in providing reentry serviceswork to addressa
range of social needs, from legal assistance, to job skills training, to housing; they also often incorporate

support and educationin basiclife skills, such as parenting, financial literacy, cooking and nutritional
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guidance, or evencivics. Programs primarily focusing on women might include interpersonal violence
servicesand transitional housing for survivors of domestic violence. Many programs have food pantries
on site and offer child care and transportation assistance, and some help clients pay utility bills and

educate them on tenants’ rights.

Working with many partners to address social needs. Programs partner with a wide range of service
agenciesand community-based social service providersto fill the gaps in services they may not offer in
house. Case managersand care coordinators are typically responsible for helping clients find and access

needed services.

Several programscollaborate or coordinate with multiple public systems. A few work with local
school districts, where they provide youth behavioral health prevention and intervention services.
Other programswork with local police departments, courts, probation agencies, and correctional
facilities on diversion and reentry programs. They may also coordinate with child welfare agencies.
Severalinformants described productive relationships with these agencies that help their programs
keep clients out of the legal system (or stay in touch if a client goes to jail) and facilitate community-

based accessto services and treatments.

One informant noted their particularly trusting relationship with a local child welfare agency helps
them keep familiestogether or facilitate speedier reunification. On the other hand, some informants
characterized their relationship with the public safety system as adversarialor neutral at best, noting
the politics and personal beliefs of the people in charge of public safety servicesoften dictate such
services’ coordination with the study programs. Oneinformant said that “meeting people where they
are” should not only apply to clients but to partnersfrom law enforcementand human service agencies.
This suggests building collaborative relationships across all systems that serve acommunity requires

the same approachas building trust with clients.

Staff at the study programsalso worked to help their partners more effectively serve their clients.
One programteachesdoctors and clinicians about harm reduction. Another interviewee said their
program has beenworking to train school counselors and psychologists to work with populations who

have experienced significant trauma and face poverty and discrimination.

Organizational capacity and a skilled workforce for providing holistic care. Interviewees emphasized that
providing holistic careis resource intensive and requires significant organizational capacity, such as
writing and coordinating grant applications to cover arange of services, navigating regulations and
certification requirements, coordinating and maintaining multiple funding streams, and communicating

with state policymakersor lobbying them about needed policy and regulatory changes.
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To connect clients with the social services they need, staff must be skilled in “navigating the social
servicessystem and human services system, which is complex and difficult, evenfor people who aren't
experiencing language and transportation barriers,” according toone participant. That participant
added:

“We've worked hard toget more case management services intoour programs, but it's never
enough. The process of trying toget identification and a birth certificateis agood example,
because you need identificationto get a birth certificate and a birth certificate toget
identification. You feel like you're going around in circles. Evenour well-educated, literate case
managers want to pull their hair out.”

USE PERSON-CENTEREDAND HARM-REDUCTION APPROACHES

Participants reported that their clients face considerable stigmain seeking help for substance use and
mental health conditions, which also negatively affects many aspects of their lives, such as their abilities
to find housing and employment. This can be particularly acute for transgender clients and clients
involved in the legal system. Interviewees described the importance of using a harm-reductionframing

to help program participants overcome the stigma associated with seeking help.

Prioritizing harm-reduction and client-focused approaches. Embracing a harm-reductionapproachto care
was a strong and consistent themein our interviews. Informants most commonly described this
approach asmeeting people where they arein their substance use treatment journey and supporting
people who use substancesso they can stay as safe and healthy as possible. For example,a mobile
outreach teammay offer water, snacks, or clothing to someone preferring not to come to a clinic for
treatmentor other services. Oneinformant explained that their initial conversation with a client may
not evencover substance use or mental health treatment, but small gestures like giving someone a
bottle of water or asking about their day can help grow trust and eventually facilitate entry into

treatment.

Another informant described their program’s approachas primarily delivering interventions in the
community, where potential clients feel most comfortable. Their program helps clients recognize their
strengths and weaknesses and educatesthem about the importance of self-care through informal
conversations and relationships. The program thereby empowers people to seek servicesthat improve

their health, which, in turn, often leadsto clients seeking treatment later, when they are ready.

The programsin our study provide clients with harm-reductionservicesincluding wound care,
syringe exchange services, overdose reversaltraining and medications, and testing and treatment for
infectious diseasessuch as HIV, hepatitis C, and sexually transmitted diseases. One informant described

their program’s harm-reductionapproachas listening to clients and respecting, supporting, and
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addressing their needsand goals, eventhose unrelated to substance use. Respondents said these
practices canalso help cultivate trust that can eventually help clients enter treatment. Another
informant explained that treating clients with respect is especially important because clients may
otherwise not be respected in their community because of stigma and discrimination related to their
substance use and other intersecting characteristics, such as their race and ethnicity, gender identity,

disability status, or socioeconomic status.

The sameinformant went on to say that “helping our clients to feelsafe, to feel appreciated,
respected is really a key component of the treatment process.” Therefore, severalinformants rejected
abstinence-only approaches, recognizing abstinence may not be arealistic goal, and clients should not
be penalized for recurrence of use. Indeed, several programsallow clients to reenter treatment or
receive other services if they terminate treatment. In addition, interviewees described the importance
of preparingall staff to engage with clients; as one leader explained, “l actually want our front desk staff
to go through...basic MI[motivational interviewing] training becauseit's the first person you see. If the

front desk is able to do some basic M| and engagement, it's more likely that you stick around.”

Using healing-centered and trauma-informed approaches to care. Many informants also described their
approachesto care as healing centered and trauma informed, recognizing that people from
marginalized communities who have unhealthy substance use often have faced or arefacing traumatic
experiences. These experiencesinclude abuse, domestic and neighborhood violence, foster care,
criminal justice involvement, racism and discrimination, and intergenerational trauma. Interviewees
alsorecognized that many of their staff membersmay have had traumatic experiencesand may be
retraumatized throughtheir work, and therefore these programleaderstake atrauma-informed

approach to engaging with staff, too.

Study respondents asserted that addressing underlying traumais essential to successfully engaging
clients in treatmentand supporting long-termrecovery. Most participants described incorporating
various asset-focused, strength-based, and trauma-informed approachestocare to addressclients’
experiencesof stigma and discrimination. Respondents also noted that supporting clients requires
pairing evidence-basedtherapies (e.g., cognitive behavioral therapy) with deepempathy and kindness.
As one of our informants suggested, trusting relationships between counselors and clients can support
healing. Another informant shared the following:

“We don't just believe in trauma-informed practices, we live trauma-informed practices. We
treat everybody with extreme welcoming and friendliness and understanding and

empathy..When they walkin our doors, they feel treated like a human being, sometimes for the
first time.”
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INCORPORATE CULTURE, INCLUDING CULTURALLY AND LINGUISTICALLY EFFECTIVE
SERVICES, INTO ORGANIZATIONALSTRUCTURES AND TREATMENT MODELS

Interviewees shared that many prevalenttreatment models and substance use programsdeemed
evidence based in the United States were designed for white patients. Thus, understanding of how well
these models meet the needs of people of color is limited. In response to community and patient needs,
program staff modified multiple aspects of their care, including the program’sorganizational structure,
the treatments and services it offers, and how those servicesaccount for intersectionality and multiple
cultural identities. Program staff membersalsodescribed addressing historical trauma as part of their
culturally effective care. Further, program leaderswe spoke with had often developed their own models
of care.Onedescribed culturaleffectivenessas part of caring for the whole person and of customizing
carefor eachindividual, by “understanding who [patients] are, how they identify, their religious beliefs

or nonreligious beliefs, and trying to understand their culture.”

Intervieweesshared that an organization must be intentionally built to provide culturally effective
care, fromthe staffing to the policies and organizational culture. Programleadersdescribed offering
trainings aimed at continually equipping their staff to serve clients fromdiverse cultures and
communities (e.g., providing trainings on pronouns and cultural preferences)and in a trauma-informed

way.

Though they viewed training as important, interviewees were concerned about the general
perception that cultural competency canbe achieved through a training alone. One leader shared,
“Dealing with issues of disparities and equity is not just about training the individual. It's also about
organizational transformation. It's about policies and proceduresthat then help the individual

implement what they learned in training and sustain it over time.”

Severalintervieweestalked about setting an expectation of cultural humility among their staff,
whereby staff observe how clients respond to them and adjust if they are not connecting or if the client
seems offended. Oneleader shared thatthis modelrequires continual coaching, but it also allows
conflict among staff as they work through issues to ensure someone does not inadvertently offend a
client. It also promotes continual personal growth. That leader shared the following example:

“l think some words that she was using were offensive tothe South American Spanishspeakers.
And so | reminded her about this, and it's been almost a year now and it's beeninteresting to
actually see how much she's evolved. But it is...sometimes, like, having the conversation with the

staff person to let them know, like, ‘Hey, this will be an expectationthat you meet the needs of a
client.”
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Incorporating culture into treatment and recovery services. Interviewees spoke about considering race,
ethnicity, and language whenmatching program participants with providersand incorporating cultural
preferencesin their care. This often meant understanding clients’ spiritual or religious beliefs,
particularly to addresshow someone’s culture may conceptualize mental iliness and substance use. For
example, some clients may want to incorporate therapies and medicinesfrom their culture into their
treatmentplans. Intervieweesalso talked about understanding that the stigma associated with
substance use variesby culture. As one interviewee said, “Different cultures have different
perspectives aboutwhat addictionis. A lot of times it makesthe patient feelblame or not know that
addictionis a disease and that there's help for it. When patients come to our facility, they understand

that there's nothing to be ashamed about, and they learn about addiction and getting help.”

Many study programsincorporated culturally significant activities; one program primarily serving
an Asian Americanand Pacific Islander population incorporated embroidery, and another program
implemented community and agricultural work for some Hispanic/Latinx and AmericanIndian and
Alaska Native participants with a historic connection to the land. Another programthat serves both
Hispanic/Latinx and AmericanIndianand Alaska Native populations incorporates sweat lodges,
traditional healing groups, drumcircles, yoga, Bible studies, and a 12-step program developed for
Native populations. Asone interviewee put it, their organizationaims to provide a range of options to
have “space for [clients] so that they canstart to heal in differentways.” Relatedly, one programleader
also shared that their programis cautious not to segment their community while upholding cultural

identities and preferences:

“We work witha lot of people that are coming out of incarceration, and those settings are so
segregated...You're either white, Hispanic, African American, or other, and you are in that group
and immersed in a culture that you have to survivein. People have to buy into some of the things
that they may not believeinin any other setting, but in prisons you haveto do that. It's important

that we don't reinforce that. We do not want to replicate institutional settings. We want to make
sure thatit's adiverse community.”

Some interviewees shared that a deeper understanding of how anindividual views themselves with
respect to their culture is critical. One programleader shared that their staff must consider questions
like, “What is that individual's connection to culture? Does their opioid use disorder or behavioral
health diagnoses have anything to do with their disassociation or nonconnection to their culture?”
Another interviewee said, “A lot of our therapists utilize the addressing model, which is amodel that
speaks aboutidentities and which identities areimportant for eachindividual. That gives an opportunity
for the client and potentially the therapist to talk about shared identities and which ones are important

or not important and then addressthose in the overalltreatment.”
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Considering intersectionality when customizing care. Program leadersemphasized that multiple
intersectional cultural identities must often be considered when customizing a person’s care. Clients
have often been structurally disadvantagedin multiple ways, and informants frequently mentioned
encountering generational differenceswithin cultures and gender differences. Oneinterviewee shared
the following:

“If we constrain our clients as Latinos, then we have a problem when it’s a gender, class, or race

issue. So Latino is not enough. In that definition, we alsohave to differentiate betweenthose who

areimmigrants or born in the US, those who are Afro-Latinos, or those who have moved around

and are European, and those who have an immigration status that allows themtowork or bars

them from services. We have to take into account differences for women, the LGTBQ
community, etc.”

Noting the damaging effects of facing multiple structural disadvantages, one interviewee described
keeping the following in mind when interacting with clients: “People have had so little choice and have
beenso systematically disenfranchised that evenin the conversation around what they desire, they

have no frame of reference for that.”

In addition, clients with identities involving “intersecting systems of oppression,” as one informant
put it, can be subject to more stigma and discrimination. Intersecting identities caninvolve race or
ethnicity, income, sexual orientation, gender identity, nationality and citizenship, as well as systemic
oppressions and discrimination based on these characteristics, like colorism (Lépez and Gadsden2016).
Oneinterviewee said:

“There are oppressions in our society withrespect to race, ethnicity, language,and gender that
obviously impact our client populations, but we find that the stigma around addiction can be one
of the most impactful. Often,we're one of the few programs, facilities, people who reach out to
our clients from a place of respect and appreciationfor who they are as a whole person. Clients
say, Thisis the only time that |'ve been treated withrespect when | go to medical facilities,when

I go out into the community, people are unkind.” So, we feel that helping our clients to feel safe,
appreciated,and respectedis a key component of the treatment process.”

Addressing historical trauma as part of culturally effective care. Interviewees also described needing to
understand the traumas people from different cultures have faced. One interviewee shared that the
Hispanic/Latinx immigrantstheir program serves often need mental health services for the traumathey
have encountered. That interviewee described their trauma as “not just only the trauma that they go
through in their own countries, but also the journey fromHonduras, El Salvador, and Guatemala, and
also the traumawhen they arrive to a new society that sometimes may not be that welcoming.” Another
program leader described the additionaltrauma amongimmigrants from the LGBTQIA+ population:

“They not only have todeal withthe journey, but they come here withterrible histories of
rejection and violence in their countries, and then they have to deal with discrimination, social
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determinants of health, and their inability tofind jobs. It's very hard toreach out. For the last two
years,we have had a grant from [the Substance Abuse and Mental Health Services
Administration] in which we focus on the LGBTQ population and create a space just for them and
provide anintervention...We developed a social media campaign last year where the sloganwas
basically thatitis okay to ask for help when you have a problem withsubstance use or when you
have a story that you don't want to tell anyone.”

The historical context of substance use in a person’s culture also plays arole in their treatment,
accordingtointerviewees. For many, that historical context is rooted in disenfranchisement and
trauma. Druguse preferencescan differ by culture, often because of underlying differencesin access to
health care and health insurance and, according to one programleader, “the health care system’s
disposition toward people of color.” Multiple interviewees spoke of the historic traumafaced by
AmericanIndianand Alaska Native populations, specifically, and its connection to their substance use

and implications for their care. Asone shared:

“Our Native American communities are [dealing with] intergenerational trauma. Looking at the
person holistically and all of their needs, [you] recognize that just about all of the barriers and
obstacles that one can encounter are frequently experienced by our clients. It really highlights
how important it is to provide connections and case management services toaddress issues
around poverty and transportation.”

Another programleader shared, “We, astreatment providers, have to understand that alot of
people areending up in addictionbecause of other underlying community conditions, and we haveto be

mindful of what those other conditions are, bothfamily dynamicsand community dynamics.”

Addressing tension between evidence-based and culturally effective care. Several programleaders
highlighted how the current evidence base and standard treatment models were not developed for
communities of color or tested with them. Therefore, they are “not reflective of the men and women

that we serve,” as one leader said. A program leader similarly shared the following:

“I firmly believe that culturally responsive work is different thanevidence-based work. And |
have done the evidence-basedwork, and | believe in evidence-based practices. What | do not
believeinis that you take the curriculum and you translateit,and you make some adjustments,
and you giveit to that community of color, and you expect them todo what they do.”

One interviewee shared that working with people from different cultures requiresan openness to
practices that may not be in the evidence base or aligned with one’s beliefs. This person noted they had
heard about some faith-based institutions where people donot believein addictionas a disease and
therefore do not consider themselves in recovery;rather, they view their addiction as being gone. This
interviewee added, “What | have come to understand is that we need to support the multiple
[treatment] pathways, regardlessof our beliefsin our own pathway and what our evidence and data

says.”
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Constraints Limiting Program Impact

Participants described various challenges and limitations, including structural barrierslimiting their
abilities to addresssocial needs, challenges training and maintaining staff, and program funding issues,
such as alack of adequate funding, complexities related to combining multiple funding streams, and
limited funds for program evaluation. We find that study programleadershave beencreativeand
resourceful in advocating for funds, but doing so wastime intensive. Leadersreportedly faced
structural hurdles to fully funding the community-driven, harm-reducing, holistic, and culturally
effective care they strive to provide. Intervieweesfrequently cited the following barriersto effectively

serving patients:

= historic racism and other structural forces that limit resources available to addresssocial needs
= challenges maintaining staff with language and cultural skills and programvalues

= astrong need for fundraising and heavy reliance on multiple funding streams

= alackof adequatefederal and state government and philanthropic funding

= numerous funding gaps for specific servicesand populations

= alackof programevaluation datademonstrating effectivenessin ways that could expand

funding opportunities

HISTORIC RACISM AND OTHER STRUCTURAL BARRIERS THAT LIMIT RESOURCES AVAILABLE
TO ADDRESSSOCIALNEEDS

Participants reported that resources to address social needs are limited and that both historic racism
and a lack of investment in communities of color added totheir clients’ social needs and

limited community resources to addresstheir needs. Informants commonly described the lack of public
transportation systems in communities of color as a challenge for people in early recovery. Other
common needs include housing, child care, transportation, and literacy. Many program staff members
noted that securing the full range of services their clients need is challenging, primarily because of the
limited supply of certain resourcesand the stigma around people who use substances. Intervieweesalso
reported a lack of culturally and linguistically effective community organizations to refer clients to.
Some program leadersspoke of the importance of referring clients only to places that share their
values. As one interviewee put it, “We're very selective, so if they don’t treat our participants like
human beings, we don’t mess with them.” Another interviewee shared their organizationwill not work

with organizations that will not hire people who have beenincarcerated.
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Almost all interviewees mentioned housing as a significant challenge. The shortage of affordable
housing is a national problem, but housing is particularly challenging to obtain for people who havea
history of substance use and involvement in the legal system or who are in medication-assisted
treatment. Ourinformants indicated that unsafe or unstable housing is abarrier to treatment and
recovery for people who struggle with substance use. One informant shared the following:

“I think that housing is the biggest factor and will always be the biggest hole, because it affects

everything.You can't successfully treat someone for anything if they're homeless, because
there's just somany factors that are beyond their control that will affect their treatment.”

Study participants cited Housing First programming ascritical to improving accessto treatmentand
treatment outcomes for disadvantage populations affected by substance use. But only a couple of study

programs offered Housing First units, and even then, the demand for housing far outpaced the supply.

CHALLENGES MAINTAININGSTAFF WITH LANGUAGE AND CULTURALSKILLS
AND PROGRAM VALUES
Programleadersfrequently reported that the way they hire, treat, and invest in their staff reflectstheir
programvalues. However, intervieweesdescribed hiring, training, and retaining staff that reflect their
communities as one of their biggest challenges. Almost all participants noted the lack of funding for
training staff with the skills they need to provide holistic care. One participant explained:

“We cannot do workforce development with clients who have been marginalized and treated

badly without attending to the need to trainour staff. For example, people in recovery who come

to our training program to be a substance use counselor and have a history of incarceration—we

can't just say we're here to provide you with substance use disorder training. We need to help

them figure out how to seal acriminal record. We need to help them figure out how they're going

to answer questions in an interview process. We need to figure out if they're struggling with

housing. Our grant pays for us to do specific training with clients, but our team has a different

orientation and does much more. It took a lot of work to find the staff who have that type of
orientation and, more importantly, that level of commitment.”

Challenges maintaining competitive staff salaries. Interviewees’ most common workforce challenge was
their inabilities to offer salaries competitive with those offered in the for-profitsector, particularly for
retaining bilingual and multilingual staff. One participant reported that the behavioral health workforce
shortage “where credentialing and certification and licensure is highly valued meansthat [practitioners
with] culturally relevantand linguistically appropriate servicesare a very competitive market.” Another
said, “For not-for-profit organizations, one of the biggestissues is the ability to retain staff. Our staff
membersgrow and develop [at our organization] and become important to our clients, but we [lose

staff] simply because we can't compete with the for-profit organizations.”
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Limited availability of workers with appropriate language and cultural skills. Interviewees most commonly
cited language skills as their biggest challenge to providing high-quality care. Asone shared, “Most
substance use programsdon't have Spanish-speaking counselors, even[in Los Angeles], but 80 percent
of our staff speak Spanish.” Participants noted that the lack of linguistically effective care or Spanish-
speaking populations is a significant barrier;as one participant said, “The lack of providers of
color...[creates] a disconnect betweenproviders and clients.” According to participants, Spanish-

speaking providerswere especially needed for residential treatment programs.

Participants also described workforce challengesrelated to providing culturally and linguistically
effective carefor specific client populations. One participant described the need to partner with a
transgender-focused organizationto train their staff in providing care to this population. One
participant serving an Asian Americanand Pacific Islander client population with numerous languages
and cultures explained, “The whole health care system has a workforce retention and shortageissue
when it comes to bilingual, bicultural licensed staff. | alwayscall them unicorns, because they're almost

nonexistent.”

One participant said no servicesto help Hispanic/Latinx and LGBTQIA+ populations with substance
use and mental health issues exist in their area. Othersnoted that Hispanic/Latinx and AmericanIndian
and Alaska Native clients who need medicationtreatment for opioid use disorder face nearly
unsurmountable provider shortages. Asone interviewee shared, “For a Suboxone patient [in New
Mexico]that doesn't live in the Santa Fe County area, trying to find a Suboxone provider can meanthat

they might haveto drive three to four hours for care.”

Filling workforce shortages by growing program staff. Some interviewees reportedly tried to fill workforce
shortages by providing training to specific populations underrepresented among their staff. One
organization created a training institute leadership programto recruit young professionals who are
LGBTQIA+and preferably from communities of color to pursue behavioralhealth licensure and
counseling. Another organization provides training programsinside prisons and in the community to try
to increase the availability of licensed drug and alcohol counselors with lived experience. Several
intervieweesalso rely on short-term staff, such as interns or AmeriCorpsworkers, whenthey face
limited resources or other shortages. Whereasone interviewee saw this asan opportunity to build a
potential future workforce for their field, another shared it waschallenging to work with people who

are not from their community and lack long-term commitment to their program’s mission.

Addressing workforce shortages through policy change. Several study participants worked with state

legislators and representativesto expand the number and type of staff who canbill for services to
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thereby increase the workforce with cultural and linguistic skills who can bill for services. These efforts
arenumerous and varied and include making clinician licensing and certification rules moreflexible,
creating career pathwaysfor community health workers, and allowing experience to substitute for
educational credentialing. One interviewee shared the following:

“In the Chinese community, there aren't many individuals with the specificrequired credentials

to provide [reimbursable] care...Peer support individuals are critical to care teams and need tobe

recognized in terms of billing, because people withcultural and language skills and years of

experience working in a care teamwithan organization should be recognized, as far as eligibility
for credentialing and reimbursement.”

A STRONGNEED FORFUNDRAISINGAND HEAVY RELIANCE ON MULTIPLE

FUNDINGSTREAMS

Respondents reported needing to constantly fundraise from various sources, which takes time away
fromclients and services. Programs’ patchwork of funding sources often hampered the creation and
maintenance of fully integrated clinical and social services and the provision of high-quality services and
supports, according to respondents. One program representative expressed a wish “to establish one
programso that everybody hasaccessto the same services, regardless of who refersthem or who is

paying for a particular case manager.”

Participants reported managing between24 and 40 funding sources and described challenges
blending and braiding funding. One participant said, “We have 24 different funding sources that make
everything a nightmare to manage, and eachfunding source has something they'll pay for that the
others won't.” Participants also described how handling multiple funding streams complicates advocacy
with state and federallegislators and decisionmakers. One interviewee put it as follows:

“We have 37 different layers of contracting and funding streams,and as an organization,so

that's along list. 1 layer the funding and figure out how to extend it, fill the gaps, and advocate for
what is needed in the community.”

Costsavings due to Medicaid funding. Most respondents reported that Medicaid reimbursed alarge
share of servicesfor clients with SUD, including intensive case managementservicesin some states.
Respondents from nearly all programsreported assisting clients in applying for Medicaid if they were
not already enrolled. Asone respondent shared:

“[Due to] intensive case management services that...[are]Medicaid billable services,we are

really able to decrease the law enforcement budget, and...divert those funds right into other

state budget needs. We need to[fund] affordable housing and other kinds of social services,

including legal help...Overall,you save money because you don't need all this money in criminal

justice anymore. In theory, you're not putting people injail anymore...and you can put that
money into your community, wherever it is needed.”
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Other funding sources. Respondents reported that some of their funding comes from Medicare. They
also specified that the Substance Abuse and Mental Health Services Administration provided funding
for servicesfor underresourced client populations (e.g., those who are LGBTQIA+), the US Department
of Housing and Urban Development provided funding for housing and some social services, and various
private foundations funded additional needed services. Onerespondent also shared that, through a
public-private partnership, a group of large foundations provided their organization with funding it
could distribute to smaller providersin the community to provide essential serviceslike housing
assistance, transportation, direct assistance, connection with health care and substance use treatment,
and employment support. Self-pay clients were asmall but important source of funding. They paid, for

example, from $2to $25 for a substance use counseling session.

The harms of short-term funding. Short-term funding can perpetuate distrust in health care and other
systems among communities of color. Many participants communicated that a culturally sensitive
approach to providing services and supports to the community involves being careful with funding. As
one respondent said:

“We only goafter funding that matches our model and our vision.We'd rather struggle thango

after funding [thatis not] in line withour model. We alsodon't want to goafter short-term

funding that's just going to come into the community for ayearto do researchand then leave the

community high and dry. The [community] already [has] adistrust withsystems,andif we
provide [short-term help],we're just perpetuating that patternof distrust.”

ALACKOF ADEQUATEFEDERALAND STATEGOVERNMENTAND PHILANTHROPICFUNDING
Some participants viewed the lack of federal and state government funding to address both behavioral
health and social service needs as partof historical racism and structural oppression. They also noted
the lack of acknowledgment of past harmsto communities of color by state and federalgovernments.
One respondent shared the following:

“Federal and state policymakers must stopwith the government neglect. The inattentionto

communities of color and their leaders leads to missed opportunities for economic

development...The structural oppression that existsisn't allowing for more good work to happen

in communities of color. Government neglect means that the tax dollars being put into federal

and state budgets doesn't return enough dollars into community organizations that serve people
of color.

One respondent urged state and federal officialsto shape funding priorities for people of color with

SUDs around the organizations with the most experience in providing equitable care:

“Interms of all these billions of dollars of funding toaddress substance use disorder, it's
important to analyze who's getting that money. It's criminal justice settings, including police
departments and sheriff's departments, drug courts—that sort of thing. Health care centers and
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hospitals are other places where that money's going. The third bucket is community-based
organizations. Of those three buckets, who has the most experience? Community-based
organizations.”

Respondents from many organizations described advocating for funding to support community
needsas time consuming. On respondent said, “It's a continued process to give feedback onfunding to
legislators and decisionmakers.” Most respondents reportedly had these funding negotiations with
state legislatures and local advocates, not with federallegislatorsor policymakers. Oneinterviewee

shared the following:

“I'm in a process of connecting withover 20 state legislators for a meeting on mental healthin
communities of color. The only way | am finding success in meeting with the legislators is by
being in relationshipwithformer legislators who are now community advocates.”

One participant mobilized community membersto lobby the state legislature for SUD funding for
their Hispanic/Latinx and AmericanIndian and Alaska Native communities: “| organized a group of
mothers who had lost children, and we showed up to everything. We had candlelight vigils at the state

legislature...Thatwenton for about five or six years[before] fundingcamein.”

Shortages of treatment providers due to inadequate funding. Participants also commonly mentioned the
shortage of clinics in areaswhere the population is covered mostly by Medicaid. Respondents with
AmericanIndianand Alaska Native, rural, and Hispanic/Latinx clients most commonly mentioned this
limitation. One participant noted that treating AmericanIndianand Alaska Native clients is “potentially
anincentive for providersbecause, asopposed to all of the other Medicaid claims, Medicaid claimsfor
Native people are completely reimbursed tothe state by the federalgovernment.” Despite those
incentives, Medicaid-funded clinics are extremely sparse in majority-Native regions. According to one
interviewee, “In most places the provideris the Indian Health System, and there's only one clinic within

an hour or more.”

Limited philanthropic funding for substance use services. One participant noted that limited government
funding for substance use treatmentis exacerbated by the fact that “the philanthropic community takes
the position that SUD is a responsibility of county and state governments, as opposed to philanthropic
organizations.” Consequently, philanthropic organizations have focused on economic and community
development and education, and “have not incorporated behavioral health into their overallgiving
mission,” according to one participant. Another participant said foundations must understand that “it
doesn't matter what kind of education system you developed, what your community developmentis, or
your economic developmentis if you have a population that has addictionand other behavioralhealth

issues.”
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NUMEROUS FUNDING GAPSFORSPECIFICSERVICES AND POPULATIONS

Participants described facing limited flexibility to fund nontraditional services and supports, including
linguistically and culturally effective care;gaps in funding for longer-termrecovery (e.g.,beyond 28
days);and gaps in funding for coverage for people released fromincarceration but not yetenrolled in
Medicaid coverage, for the uninsured, and for immigrants who lack documentation. We describe these
funding limitations below. We also describe strategies participants use to bridge these funding gaps and

support programstaff and participants.

Lack of funding for culturally and linguistically appropriate care, nontraditional services and supports, and
life necessities. Medicaid does not cover the full range of health servicesclients need, including many
elements of culturally and linguistically effective care described above (e.g., community health workers
and culturally specific services, like sweatlodges, traditional healing groups, and drum circles). In
addition, respondents indicated that care and counseling that address historical racism and trauma are
needed but not reimbursed;” one participant said, “Many of our clients with substance use disorders
have experienced trauma throughout their lifetime or even intergenerationaltrauma, so that is
definitely something that we do focus on—but we're not funded for it.” Program staff also reported
difficulties providing clients with basiclife necessities. One participant described having little funding to
cover “the donation unit that sends out donations to the families” during the pandemic. That participant
described the unit, saying, “It drops off little packagesevery week to our families, including underwear,
socks, deodorant, and other basic hygiene items our families need because they're starting over or were
transient.” Participants therefore suggested paymentreformsthat specifically build in payment for
culturally and linguistically appropriate care. One participant asked for “support at the federallevelfor
recognition of the language and cultural skills...and a federal funding mechanism[such as]an enhanced
rate structure that could support those skills and overallworkforce development.” Another participant

observed the following:

“A lot of value-based payment conversation is focused on how to get tothe most efficient care
withthe limitedresources to deliver care. But it misses areally fundamental piece around
delivering culturally competent care and the costs and resource intensity associatedwith
delivering that high-quality care.”

Lack of funding to supportrecovery and long-termclient well-being. Respondents described a lack of
funding to support recovery beyond the first 30 to 90 days®and funding opportunities that seldom
support what clients need. One participant shared the following:
“Thirty days of treatment or even 90 days of treatment is not adequate for the population that
we're serving. We need more time to build relationships and really get somebody back toa place

of being whole. Current rehabilitationservice funding assumes that the client was oncein a good
place of living and they are going toreturn to that place, but the men and women we serve don't
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have that reference point. [So] we've learned how to extend the runway. We've figured out
creative ways toget ayear, by 6 months plus another 6 months of supportive servicesanda
different level of housing, because some things are nonnegotiable. We can't work miraclesin 14
or 28 days.”

If funding were expanded for recovery services, many participantsfelt their programscould better
serveclients and help improve their long-term well-being. One participant said:
“We do not focus on a lot of the aftercare because we haven't been able to establisha [funding]
structure for that yet. Our natural next step is to develop our own sober housing structure and
continue aftercare through outpatient services and more direct coordination withorganizations
that provide vocational training and other necessary employment development services. That's a
big thing about this industry—we're able to successfully bring someone through 30 days, but 30

daysisn't awhole lot of time. Ifthey’re in anoutpatient program in nice sober housing, we could
keep them for another 3 to 6 months.”

Intervieweessaid they could not acceptcertain funding that would not support the comprehensive
recoverytreatmentand servicestheir programs provide. Some reported being selective in pursuing
funding opportunities, because funders’ goalsand requirements seldom aligned with longer-term
programgoals for client recovery. Funding for housing is especially hard to secure and has major

impacts on client well-being. As one participant reported:

“We want to do more, but funders think [client support] costs less thanit does, especially whenit

comes to housing and transitioning into housing. If I'm an adult and | need to provide for myself

and | don't havea job, I'm going to go make money theway | can. That's where you'll see some of

the recidivism happen with our population...Even though [they] know it's wrong, it's about

surviving.”
Funding gaps related to incarceration. All programs participating in this study werein states that
expanded Medicaid eligibility under the Affordable Care Act. Programstaff reported that most clients
wereeligible for Medicaid, particularly throughthe Affordable Care Actexpansionof the program.
However, despite efforts to minimize coverage gapsin some states, some programstaff reported that
clients recently released fromincarceration often face long waiting periods before Medicaid coverage
begins. (Many or most of these clients would beineligible for Medicaid in states that have not expanded
the program.) Thus, non-Medicaid funding is important because, asone respondent noted, a “person
who is just released fromjail is going to have three months of gaps with no Medicaid.” Though most
counties lack such a mechanism, one participant’s program had a sales tax-based funding source for
health carefor clients not enrolled in Medicaid. According tothe participant, the funding is used for
“behavioralhealth servicesfor those who are criminal justice involved, those who are not necessarily

eligible for Medicaid or do not have other resourcesto addressbehavioralhealthneeds.”
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In addition, one participant reported that federalgovernmentregulations, which may intersect with
state and local regulations, prohibit serving clients during anincarcerationof 30 or fewer days,even
when the client is still enrolled in Medicaid. That participantdescribed working with state policymakers
to addressthis:

“Most of our inmates are only in jail for 30 days,and they are there because of substance use.
They're not kicked off of their Medicaid for 30 days, but we cannot treat them because we
cannot bill Medicaidon the jail premises. There are some regulations that have to be changed to
use the county building right next tothe jail for treatment.|'m trying towork out a new state
Medicaid waiver sothat we can bill Medicaid next door to the jail and just walk them over. The
reason we can't is because there are only two insurers of jails in the state and neither of them will

allow you to take the prisoners off premises. So, we have to work with the insurance
commissioner or another state policymaker to get that rule changed.”

Limited funding to provide services to uninsured clients. Many participants reportedly had very limited
funding to cover uninsured clients, including inadequate funding from Substance Abuse and Mental
Health Services Administration block grants designed for this purpose. One participant said,
“Medicationassisted treatment with Suboxone cancost upwardsof $700a month. There reallyisn't
safety net funding that can maintain an uninsured patient for any significant length of time. Safety net
funding doesn't meetall the needsthat clients have, and the gapis not specific to medication
treatment.” Other participants reported that they had some state and local funding for substance use
and medicalservicesfor immigrants without documentation, but such funds often did not matchthe

need.

Limited access to care for immigrants without documentation. Providersserving Hispanic/Latinx and
Asian Americanand Pacific Islander clients commonly described undocumented immigrants’ accessto
careas asignificant problem. They reportedly encountered problemsreferring undocumented people
for medication assisted treatment, such as methadone treatment at an opioid treatment program,
which requiresclients to provide identification to initiate and maintain treatment at highly regulated
clinics. Participants generally did not know of inpatient treatment programsthat would accept
undocumented clients, exceptfaith-based programsthat participants felt were unlikely to offer

evidence-informed care.

Restricted funds for harm-reduction services. Program staff noted restricted federalfunding for their
programs’ harm-reductionservices, including syringes, wound care, syringe exchange services,
overdose reversaltraining and medications, and testing and treatment for infectious diseasessuch as
HIV, hepatitis C virus, and sexually transmitted diseases. They also described inadequate funding for
social services, such as housing, for their clients who carry syringesor take medications for opioid use

disorder.Fundingis available at some health clinics, such as federally qualified health centers, for some
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harm-reductionservices, like wound carerelated to injection druguse and treatmentfor HIV and
hepatitis C virus. However, program staff generally could not obtain funding for comprehensive harm-
reduction services (e.g., hepatitis C virus and HIV prevention services, like syringe services) because
they are not reimbursable through Medicaid or other federalfunding. However, reimbursement for
these more comprehensive services may potentially expand because of allocated funding for such
servicesunder the AmericanRescue Plan Act, the Biden administration’s Office of National Drug

Control Policy priorities,? and the trend toward more integrated systems of care.

Funding needed to care for staff exposed to trauma. Many participants also expressed needing to devote

more time and funds to support and care for their own workforce. One participant said:

“It'd be niceto have accesstoprograms for self-care for our therapists. Self-care is something
that we talk about a lot because we work with a lot of trauma. We don't make a lot of money, so
it's challenging to pay for yoga classes or meditation classes or something else for the staff.|
don't want to sound self-centered, but our funding doesn't include money [tocare] for the staff.”

A LACKOF PROGRAMEVALUATION DATADEMONSTRATINGEFFECTIVENESS INWAYSTHAT
COULD EXPAND FUNDING OPPORTUNITIES

Participants reported having limited resources, bandwidth, and expertise to track metrics and evaluate
program effectiveness. They were interested in tracking client experiences and well-beingin addition to
traditional outcome metrics (e.g., recurrence of use, overdose, cost of care) to createafeedbackloopto
improve servicesand use programresults to build a business case for further funding. Program staff
also wanted to demonstrate effectivenessin waysthat facilitate and expand funding and
reimbursementfrom mainstream payers. Though some participants reported their programsare
monitored by a state quality assurance department, few had beenable to conduct robust formal
evaluations that could be used to support programfundraising. Many participantswere interested in

community-engaged and community-led research.

Research Gaps Described by Participants

Participants called for more researchon caring for people with substance use in communities of color,

including the following topics:

= theimpact of programsdeveloped by communities of color and culturally responsive

organizations (Curry-Stevensand Reyes 2014)
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= the availability and impact of culturally and linguistically effective careintegrated withsocial
servicesand delivered by respectful counselors and staff who reflectthe culture and

demographicsof the client population

= theimpact of societal determinantsof health and inequitable resources on substance use and

social services needsin communities of color

= differencesinthe availability and quality of culturally and linguistically effective substance use

and social servicesamong communities of color in urban, rural, frontier,and border areas

= the effectof low Medicaid paymentson outcomes and provider participation in Medicaid in

communities of color

= the availability of substance use and social servicesin settings where patients of color want to

receive care (e.g., churches, schools, parks, residences)

= cultural considerations when addressing substance use in communities of color, including

culturally appropriate substance use screening methods

= the affordability of the health care and social services necessary for supporting the well-being

of people of color who use substances

= theimpact of culturally and linguistically effective substance use and social serviceson the use

of law enforcementand the legal system

Participants’ Policy Priorities

Participants from our study programssuggested various policy and program changesand community
resources for more effectively addressing the needs of people of color with substance use issues. Their
eight recommendations (listed below from broad tonarrow) focus on guiding government policy and
funding to ensure aculturally effective approachto meeting substance use and social service needsin

communities of color:

1. Transformthegovernment’sapproachtosubstanceusebyendingthe WaronDrugsand

promotingculturally effective policies.

a. Endthe federalgovernment’scriminalizationof substance use disorder, which several
participants described as making the most recent opioid epidemic more deadly and

dangerous.
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b. Focuson community assets, strengths, and successes and stimulate aspirational thinking;
too often policymakersand researchersfocuson communities’ deficitsrelated to
substance use, which can lead policymakersto implicitly or explicitly limit discussions
about and goals for change.

c. Reviseand enforce culturally effective substance use policies within US Department of
Health and HumanServices (HHS) agencies and offices and other governments. This would
involve engaging community stakeholdersto provide feedback and removing current
harmful policies.

d. Facilitatea reckoning with and awareness of the harmsof substance use policy to
communities of color that (1) involves looking “upstream” fromsubstance use to the
systemic racism and other barriersthat shape social determinantsand (2) considers

reparations critical to policy solutions.

2. Involvecommunitiesin decisionmakingto change substance use policy.

a. Recognize and addressthe factthat HHS has a reputation for not listening and responding
to community needs. This could be done by requiring that substance use research
conducted in communities of color use frameworksthatvalue community members’
perspectives and include a theory of change for addressing inequities. HHS should
collaboratively developthis framework with representativeswho reflect the community’s
diversity of races, ethnicities, sexual orientations, gender identities, abilities, citizenship
and immigration statuses, and more.

b. Involve more community membersand organizationsin shaping substance use policy and
share decisionmaking power with them. Provide funding for community councils that bring
together state and federal policymakers and community leaders of color to design policies
and remove harmful policies. Provide funding to local organizations and researchersto
allow community stakeholders to express concerns and develop policies in a
nonjudgmental and safe environment.

c. Providefunding to community organizations that provide substance use careto conduct
community needs assessments, including social service needs, in partnership with
researchers;use this to fund investments and define researchneeds.

d. Letcommunity membersidentify the relevantsubgroups to be considered for both
substance use policy and research purposes; fund community-research partnerships to
provide the community with disaggregated data needed tounderstand the population’s

service needs.
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3. Increasefundingand reimbursement opportunitiesfor culturally and linguistically effective

careinpublicand privateinsurance.

a. Implement paymentreformsin Medicaid, Medicare,and privateinsurance, including both
Marketplace and employer-sponsored insurance, that specifically build in payment for
culturally and linguistically appropriate care. These could include enhanced ratesor value-
based paymentsthat also reward progresstoward more equitable outcomes across groups.

b. Address(1)provider shortages and coverage gaps, particularly provider shortagesfor
effective substance use treatment (e.g., methadone and buprenorphine treatment), among
AmericanIndianand Alaska Native populations; (2) gaps in funding for recovery services,
including access to linguistic servicesin residential care;and (3) gaps in funding for social
services, such as housing, transportation, and legal services, that support clients’ long-term

well-beingand recovery.

4. Increasefundingfor harm-reduction and social servicesthat respondto community needs.

a. Providefunding for social supports, such as housing, transportation, child care, and legal
services, to help clients obtain official, legalidentification, which would start to address
long-standing structural underinvestments in communities of color.

b. Addressthelack of adequate funding for the full continuum of harm-reductionservices
(e.g.,safeinjection supplies, overdose education, and contingency managementtreatment

services).

5. Increaseflexibilityingrantfundingthat supportscarefortheuninsuredandin
reimbursement rulesrelatedto the healthcareworkforce and billingin publicand private

insurance.

a. Changestate and federalregulations to allow for greater flexibility in clinician licensing and
certification to support reimbursementfor culturally and linguistically effective care. This
caninclude establishing a career pathway for community health care workers, counselors,
and peers who have experiencerather than educational credentialsto becomerecognized
billing providers in public and privateinsurance and under grantfunding that supports care
for the uninsured (e.g., Substance Abuse and Mental Health Services Administration and

Health Resources and Services Administration grants).

6. Providetechnical assistance to community-based clinicsand organizationson applying for
federal grants, collecting data, reporting on performance metrics, conducting program

evaluations,and building other capacities.
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a. Providecommunity-based organizationswith the technical assistance and workforce
development needed to apply for, win, and successfully complete federalgrants.
Community-based organizations also need technical assistance to qualify for and submit
for reimbursement from public and private health insurers. This training is “critical to
opening more doors for other funding opportunities through the federalgovernment,” said
one respondent. Provide ongoing support to organizations so they cansuccessfully
navigate the funding awarded.

b. Focus special attention on smaller community-based groups, which often have limited
operational budgets, for investment and support.

c. Providetechnical assistance on capacities needed for programevaluation and business

development.

7. Partnerwithcommunity membersto codesign substanceuseinitiativesthatinvestinthe

community and fund researcherswho live in the community.

a. Involve the community and community organizations in everything fromthe research
guestions that drive government solicitations for substance-use-related funding (e.g., What
barriersdoesyour organization facein promoting well-being for your clients?) to
community outreach and materialstranslation (e.g., How can we support your organization
to create your own culturally specific and linguistically appropriate materials?).

b. Codesignresearchinitiatives that invest in communities. Researcherscanask the
community what they can doto provide more resources to them, connect them with
resources, and help them grow alongside the research.

c. Facilitateshared learning betweencommunity leadersand researchersby capturingand
disseminating findings about successful substance use programsand approaches, including
social services and other supports.

d. Increasefunding for researcherswho live and/or work in communities to improve
understanding of the diverse needsof communities of color, including those with
intersectional identities, and build partnerships betweenresearchersand community
stakeholders. Program participants agreed that researchers, like program staff, can study
needsand evaluate solutions more effectively whenthey reflect the community they are
studying.

e. Connect HHSand key stakeholdersthrough regular meetings to discuss, better

understand, and respond to situations faced by communities of color.
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f.  Pilot community-engaged researchtostudy the impact of community engagementon
project-specific outcomes. Such pilots would include funding for capacity building within

community organizations.

8. Enforceandreassess existing community-centered policies.

a. Fund community-researchpartnerships to evaluate the extentto which existing policies
support delivery of culturally effective care.

b. Evaluatethe extent to which substance use treatment providersmeetestablished
culturally and linguistically appropriate services,or CLAS, standards, which“intend to
advance healthequity, improve quality, and help eliminate health care disparities by
providing a blueprint for individuals and health and health care organizations to implement
culturally and linguistically appropriate services.”1°Participants reported that though they
try to adhere to these standardsin their programming, such standardsdonot appearto be

operational in much of the available substance use care, especially in residential care.

Discussion

Through this study of 27 substance use programsserving communities of color in 10states and the
District of Columbia, we aimed to provide information about existing care modelsand strategiesto
addresssocial service needsand unhealthy substance use among communities of color across the
United States. We also sought to offer policy priorities and recommendations, particularly to the federal
government. Our findings surface strengths of the programs and the communities they serve, aswell as
needsand challenges. First, participants were intentional in and committed to demonstrating program
values through their staffing, partnerships, and service delivery and in the funding they pursued.
Second, they described providing culturally and linguistically effective care thatis comprehensive and
addressesbothsubstance use and social needs using a holistic, harm-reductionapproach. The careand
servicesthey provide included a medical model of effective SUD care (e.g., medicationtreatment for
opioid use disorder), but programsalso offered far more comprehensive care. For example, by taking a
healing-centered, holistic care approach, programstaff reportedly addressed clients’ strengths and
traumaticexperiencesin addition to their physical, behavioral, and social service needs. Participants
described providing care thatidentifies and drawson client and community strengths and is informed

by and acknowledgesintergenerationaland historic trauma.
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Informants fromour study programsindicated that addressing clients’ social needs is inseparable
fromengaging them in substance use treatment, and nearly all programs provide some direct social
services. Though participants acknowledged the need to address structuraldeterminantsof health
(Bailey et al. 2017), most said integrating social care into service provision was challenging. Their
responses echoed many of the recommendationsrecently issued by the National Academies of
Sciences, Engineering, and Medicine on this challenge. These recommendations related to tailoring
servicesto support positive and resolve negative social needs, strengthening social supports and
redesigning health services to meet the needsof the communities where careis provided, and the role

of advocacy insupporting these efforts(NASEM 2019).

Participants had challenges maintaining staff with language and cultural skills and programvalues.
They also noted provider shortages for all types of culturally and linguistically effective services (e.g.,
servicesin the numerous languages spoken in diverse Asian communities and servicesdesigned for
LGBTQIA+ people of color). Culturally skilled staff are needed for programs and services to respond to
clients’ traumatic experiencesin culturally effective ways; they can also help addressthe relationship
betweena client’s substance use and traumatic experiences, including intergenerationaltraumarelated
to historic racist policies. Participants also noted a lack of provider options for medications for opioid
use disorder (i.e., methadone or buprenorphine treatment), particularly for Americanindianand Alaska

Native communities.

Participants faced fundingissues related to multiple funding streams, funding gaps, and aninability
to conduct programevaluations that could lead to additional funding opportunities. They also identified
numerous researchgapsrelated to substance use policies and practicesin communities of color,
including a lack of researchon the impacts of culturally responsive organizations and of programs

developed by communities of color.

Program participants reinforced the need for researchon substance use to meaningfully engage
communities, by partnering with community membersto codesigninitiatives that invest in the
community and by funding researchersliving in the community. They also expressed anurgent need for
federal policymakersto engage with and respond to the perspectives and experiences of people who

use substances. 1!

Yet study participants were universally eager to address and overcome these challenges through
collective action. One said, “[Thereis] power in multiethnic coalition building...When communities of
color come together, they make things happen.” Participants therefore enthusiastically offered the

eight policy priorities described above.

MEETINGSUBSTANCEUSEAND SOCIAL SERVICE NEEDS IN COMMUNITIES OF COLOR 31



The information provided by our study participants aligns with President Biden’s2021 executive
orderdirecting federal agenciesto advance racial equity and support underserved communities. 2 It
also aligns with many of the Biden administration’syear-one priorities for substance use policy,
including prioritizing advancing racial equity while expanding treatment and harm-reduction
approachesto substance use.'® Asdiscussed, program participants suggested eight policy
recommendationsfor more effectively supporting programsin addressing the needs of people of color
with substance use issues. Their recommendations revolve around community engagement and call for
the federalgovernmentto break fromits historic pattern of neglect toward communities of color and
instead listen and respond effectively to such communities’ needs and preferences, particularly
regarding substance-use-related needs. The federal governmentis poised to address historic injustices
in how substance use has beenused to discriminate againstand criminalize communities of color. The
more the federal government cansupport a comprehensive, holistic system of prevention, harm
reduction, treatment, and recovery servicesfor substance use in communities of color—and address
social service needsand redressharms—the morelikely those community memberscanthrive in their

recovery. Suchaction would benefitfamilies and communities as well as those served directly.
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Appendix A. Program Descriptions

Amity Foundation (California). Amity Foundationis a nonprofit that provides comprehensive and
inclusive care to empower its community members. It provides substance use services, including
medications to treat opioid use disorder, behavioralhealthservices,employment services, and housing
support. Its Returning Home Well programis a public-private partnership to provide these servicesto
people in California returning home after involvement in the criminal justice system. Additionally, their
Justin Reachdiversion program helps people get behavioralhealth and substance use services, stable
housing, and medical care. Amity strives to create learning communities, where staff and participants

learn from and teach one another about cultural, social, economic, and environmental issues.

Asian Counseling and Referral Service,or ACRS (WashingtonState). ACRSisa nationally recognized
nonprofit organization working for social justice and offeringan array of behavioral health programs,
human services, and civic engagement activities for Asian Americans, Pacific Islanders, and other
communities in and beyond King County. ACRS promotes social justice and the well-beingand
empowerment of such communities—including those who areimmigrants, refugees, and American
born—by developing, providing, and advocating for innovative community-based multilingual and

multicultural services.

Bienvenido Community Solutions LLC (Indiana). Bienvenido Community Solutions is an educational
health consulting organization that provides substance use and mental health services to the
Hispanic/Latinx community. The programtrains people in the community to facilitate outreach and
support groups. It has beenimplemented in 13 cities across Indiana and is available in 14 states across
the US. Bienvenido Community Solutions also servesas a consultant to universities that conduct health
disparities researchfor mental health and health promotion. It emphasizes the importance of
relationship cultivation among community membersand connecting clients to local resources to

addressbehavioralhealthand general concerns.

Central City Concern, or CCC (Oregon). Since the 1980s, CCC, afederally qualified healthcenter, has
been providing mental health and substance use treatment and affordable housing support to its
community. Through Old Town Clinic and the BlackburnCenter, CCC providesclinical care, including
medications for the treatment of opioid use disorder. Additionally, CCC’s Puentes program provides
culturally and linguistically responsive care, both intensive outpatient and outpatient care, to the
Hispanic/Latinx community. Some of these programs are designed specifically for womenand for young

people ages 13to 21. CCC’scommunity-based and trauma-informed approachallowsit to createa
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welcoming environment, and its commitment to providing other social services, such as housing,

employment, and peer support services, help it bestserve its clients.
ClinicaMonsenor Oscar A.Romero. More informationis available at https://clinicaromero.com/.

Community Family Life Services, or CFLS (Washington, DC). CFLS has beenproviding servicesto
families in the Washington, DC, areafor more than 50 years. It provides both short-term crisis
assistance and services such as housing, employment, financial literacy, and mentoring to help
individuals and families achieve long-termindependence. Specifically, CFLS helps womenovercome
their specific challenges transitioning home afterincarceration. It provides trauma-informed and

gender-specificcare, using clients’ input to guide and improve programsand services.

Crisis Assistance Helping Outon the Streets,or CAHOOTS (Oregon). A part of White Bird Clinic, a
federally qualified health center that has served Eugene, Oregon, for more than 50years, CAHOOTSis
a mobile crisis-intervention vanthat responds to noncriminal situations with a team of medicaland
crisis workerstrained in deescalation. They are dispatched through the Eugene police-fire-ambulance
communications center and offer servicesincluding stabilization for those having a behavioralhealth
crisis and connections and referralsto other services. CAHOOTS isdedicated tooffering accessible,

compassionate, and client-centered care.

EntreFamilia(Massachusetts). For morethan 25 years, Entre Familia has provided bilingual and
bicultural residential treatment programsfor pregnantand postpartum people and their childrenin
Boston. It offers substance use treatmentservices, primary care for pregnantand postpartum residents,
referralsto mental health services, harm-reductionservices, and medications for SUDs. Entre Familia
intentionally hires staff with lived experience to help shape its care model and provide more responsive

and effective care.

Family and Medical Counseling Service Inc.,or FMCS (Washington, DC). Since 1976, FMCShasbeen
providing holistic emotional and physical health care to Washington, DC-arearesidents. It provides
comprehensive services, including primary medical care, mental health and substance use services,
medications to treat SUDs, and needle exchange services. Additionally, FMCS helps participants access
social services, like Medicaid and WIC (the Special Supplemental Nutrition Programfor Women,
Infants, and Children), provides transportation assistance, and operates a food bank. FMCSis
committed to providing culturally responsive treatment and does so in part by hiring staff from the

community with lived experience and creating an accessible and welcoming environment.
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HIPS (Washington, DC). Since 1993, HIPS has advanced the health, rights, and dignity of people and
communities affected by sex work and substance use in Washington, DC. HIPS uses acommunity-based
approach to provide harm-reductionservices and advocacy. Drawing onthe lived experience and
expertise of community members, it offers comprehensive services, including a syringe exchange,
medications for treating SUDs, and an overdose educationand reversal program. Additionally, HIPS

helps clients enroll in Medicaid and other support servicesas needed.

HispanicUrban Minority Alcoholism Drug Abuse Outreach Program,or HUMADAOP (Ohio). Since
1989, HUMADAOP hasexisted to empower Hispanic/Latinx and other communities in Cuyahoga
County and reduce the negative impacts of substance use on such communities. With community
partners, the organization offersevidence-based, bilingual, culturally responsive, and gender-specific
prevention education, youth development, and adult residential treatment programming. HUMADAOP
is certified by the Ohio Department of Mental Health and AddictionServicesand is a service provider

member of the Alcohol, Drug Addiction, and Mental Health Services Board of Cuyahoga County.

HoyRecoveryProgramInc.(New Mexico). Hoy Recovery is a nonprofit organization started in the
Espafiola, New Mexico, valley in 1974 to provideresidential treatmentfor alcoholism to community
members 18 yearsand olderin Rio Arriba County and northern Santa Fe County. Hoy Recovery has
since evolved to provide substance use and mental health treatment servicesin both residential and
outpatient settings; it offersclients residential, outpatient, and intensive outpatient services. These
servicescombine trauma-informed care, evidence-based best practices, and cultural healing to form a
holistic treatment program. Hoy Recovery’s mission is to enhance and strengthen individuals, families,
and the community by providing culturally relevant substance use servicesin a safe and clinically and

trauma-informed environment.

Korean Community Services HealthCenter (California). More informationis available at

https://www.kcshealthcenter.org/.

Koreatown Youthand Community Center,or KYCC(California). KYCC wasestablished in 1975 to
support a growing population of disadvantaged youthin Los Angeles. Today, it is the leading
multiservice organization in Koreatown supporting children and their families in education, health,
housing, and finances. KYCC is committed to making Koreatowna safe and beautiful place to live and
work, and its mission is to serve the evolving needs of the Korean American population in the greater
Los Angeles area and the multiethnic Koreatowncommunity. Its programsand servicesare directed
toward recently immigrated, economically disadvantaged youthand families and promote community

socioeconomic empowerment.
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La Clinicadel Pueblo(Washington, DC). For morethan 35 years, La Clinicadel Pueblo, a federally
qualified health center, has provided culturally and linguistically specific integrated primary care,
mental health, and substance use treatment servicesto the Hispanic/Latinx community in the
Washington, DC, area. Its comprehensive servicesand programsinclude care managementand
coordination, health insurance enrollment assistance, virtual mental health services, school-based
mental health, medicalinterpretation and language access advocacy, community health education and
promotion, and social services navigation (e.g.,employment and housing). Its Volviendo a Vivir program
is the only bilingual substance use program serving the Hispanic/Latinx population in DC and Maryland.
The organization also has a long history of advocacy toincrease inclusion and health equity for
Hispanic/Latinx individuals and families, including immigrants, unaccompanied minors, women, the
LGBTQIA+ population, and people with HIV/AIDS.

Latino Addiction Counselor Education (LACE) program (Massachusetts). The LACE program provides
affordable training to Hispanic/Latinx people to help them become licensed alcohol and drug counselors
and certified alcohol and drug counselors. The programincludes 300 hours of classroom instruction that
incorporates theoretical frameworkson social justice and Latino critical race theory. Participants also
gainwork experience by completing aninternship. Additionally, LACE providestechnical assistance and
consulting servicesto help equip organizations, including those funded by the Massachusetts
Departmentof Public Health’s Bureauof Substance Abuse Services, to provide culturally and

linguistically responsive care.

Law Enforcement Assisted Diversion (LEAD) program (New Mexico). LEAD isa public safety program
in which police officersexercise discretionary authority to divertindividuals suspected of low-level,
nonviolent crimedrivenbyunmet behavioralhealth needs to community-based health servicesinstead
of arrest, jail, and prosecution. LEAD takes a harm-reductionapproachto all service provision. It does
not require abstinence, and clients cannot be sanctioned for substance use or recurrence of substance
use. LEAD recognizesthat unhealthy substance use is a complex problem, and people need to be

reached where they are. The program’sgoals incorporate health, employment, and overall well-being.

National Asian Pacific American Families Against Substance Abuse,or NAPAFASA (California).
NAPAFASA isanational organizationthat prevents and reduces SUDs in Asian American, Native
Hawaiian, and other PacificIslander familiesand communities through research, advocacy,education,
and capacity building. A private, nonprofit membership organization, NAPAFASA isdedicated to
addressing alcohol, tobacco, and other substance issues of Asian Americanand Pacific Islander

populations in the continental US, Hawaii, the six Pacific Island jurisdictions, and elsewhere. Founded in
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1988, NAPAFASA involvesservice providers, families, and youth in efforts to reach communities to

promote health and social justice and reduce behavioral healthissues.

National Latino Behavioral Health Association,or NLBHA (New Mexico). NLBHAwasestablished to
fill aneed for a unified national voice for Latino populations in the behavioralhealtharena and to bring
attention to the greatdisparities they face to access, utilization, practice-based research, and
adequately trained personnel. NLBHA’s mission is to influence national behavioral health policy,
eliminate disparities in funding and accessto services, and improve the quality of servicesand

treatment outcomes for Hispanic/Latinx populations.

Northwest Portland Area Indian Health Board (Oregon). More informationis available at

https://www.npaihb.org/.

PathwaystoHousing (Pennsylvania). Since 2008, Pathwaysto Housing has deployed a housing-first
modelto help end chronic homelessness for people with disabilities in Philadelphia. Specifically, it has
three assertive community treatment teamsthat provide case managementto people living with SUDs.
Additionally, Pathways operatesthe only non-hospital-based Center of Excellence for Opioid Use
Disorderin the state. Pathways pairs housing, substance use treatment, case management, and mental
health services to provide wraparound support to its program participants. In additionto recognizing
that participants are expertsin their own experience, Pathwaysuses a team-based approach, trauma-

informed care, and harm-reductionstrategies to support participants with their self-determined goals.

Pilsen Wellness Center,or PWC(lllinois). PWC has beenserving Chicago’s Hispanic/Latinx community
for morethan 40vyears. It provides acomprehensive suite of services, including medications for treating
opioid use disorder, mental health services, adoula program, and educationservices. It provides
culturally and linguistically responsive care by employing bilingual and bicultural staff and by
recognizing both the unique characteristics of their participants and the common experienceswithin
their communities. Additionally, PWC offersholistic care that includes assistance with food security,

Medicaid and healthinsurance enrollment, transportation, and other services.

Prevention Point Philadelphia,or PPP (Pennsylvania). PPPis a community-based public health
organization providing harm-reduction and substance use treatmentservicesto approximately 15,000
low-income Philadelphians. It offersservices including syringe exchange, medical care, case
management, medicationsfor treating opioid use disorder, housing, food assistance, and legal aid. Its
approachto careis centered on low-barrier entry and harm-reduction principles and guided by
community input to addressthe needsand preferencesof its participants in culturally and linguistically

effective ways. In additionto partnering with health and social service agenciesto bring needed services
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to its clients, PPP collaborateswith the city of Philadelphia on a police-assisted diversion programand

providesoverdose prevention education and training to the community.

Rio ArribaCountyHealth andHuman Services Department (New Mexico). The Rio Arriba County
Health and HumanServices Department at the Health Commons is an innovative, state-of-the art, one-
stop shop designed to meetall of a person’s health care needsin one place. The buildingis divided into
one medical, one behavioral health, and one maternal child health wing. The departmentshares the
space with El Centro Family Health, a primary care clinic, and the Espanola Public Health Office, which
serves mothers and infants. The Rio Arriba County Department of Healthand HumanServicesworks to

ensure Rio Arribaresidentscanaccess the servicesthey need and deserve.

SantaFeRecoveryCenter,SFRC(New Mexico). The SFRC is a nonprofit SUD program based in Santa
Fe, New Mexico. It works with individuals to sustain lasting recovery fromsubstance use and related
mental health disordersby providing culturally relevant, evidence-based treatment and educationin

partnership with other community organizations.

Serviciosdela Raza(Colorado). Serviciosde la Raza providesculturally and linguistically responsive
mental health and substance use servicesto people in the Denver area. Its teamuses person-centered
and trauma-informed caretodiscuss and addressthe systemic barrierstheir clients experience before,
during, and after treatment. In service to this commitment, Servicios can help clients accessemergency
services, housing, employment, health insurance, and more. Further, it is committed to social justice and

empoweringits clients to become their own advocates.

SHIELDS for Families (California). Since the 1990s, SHIELDS for Families has been providing culturally
responsive, comprehensive behavioral health and social servicesto the South Los Angelescommunity.
Guided by its goal to empower participants and their families, SHIELDS for Families uses the family-
centered treatment model, which allows participants to bring their entire families to treatment.
SHIELDS provides perinatal, youth, outpatient, and residential substance use treatment services, aswell
as mental health services for participants of all ages. It also offersnumerous social services, including
child care, transportation, employment services, dentaland medical care, and educational services. By
using family-centered and trauma-informed treatment models and regularly elevating its participants’
voices to shape programming, SHIELDS provides effective care thatfostersthe independence and

success of its participants and families.
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Appendix B. Demographic
Information

The tablesin this appendix provide demographicinformationon the populations served by our study

programs (table B.1), the program staff we interviewed (table B.2), and the researchteam (table B.3).

TABLEB.1
Race and Ethnicity of the PopulationsServed by the Study Programs

Racial/ethnic group Percent
American Indian or Alaska Native 33.3
Asian American and Pacificlslander 37.1
Black 59.3
Hispanic/Latinx 77.8
White 48.1

Source: Authors' calculations of estimates provided by study interviewees and publicly available information.
Notes: N = 27 programs. Totals do not add up to 100 percent because each program reported serving multiple racial and ethnic
groups.

TABLEB.2
Demographic Characteristics of the Program Staff Interviewed

Demographic characteristics Percent
Ethnicity

Hispanic, Latinx, or Spanish origin 37.0
Race

American Indian or Alaska Native 3.8
Asian? 154
Black or African American 23.1
Native Hawaiianor other Pacific Islander® 0.0
White 34.6
Other 3.8

Multiple races
Black or African American, American Indian or Alaska Native,

and white 3.8
Black or African American and white 3.8
White and American Indian or Alaska Native 11.5
Languagespoken athome
English 53.8
Spanish 34.6
Other 11.5

Source: Authors' calculation of survey responses administered to study interviewees.

Notes: Twenty-six of the 32 staff members interviewed responded to this question. The survey response rate was 81.3 percent.
Some program interviews included multiple staff members. Respondents could select more than one race.

2The answer option on the survey instrument read "Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other
Asian."
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5The answer option on the survey instrument read "Native Hawaiian, Guamanian or Chamorro, Samoan, or other Pacific
Islander."

TABLEB.3
DemographicCharacteristics of Researchers

Demographic characteristics Percent
Ethnicity
Hispanic, Latinx, or Spanish origin 220
Race
American Indian or Alaska Native 0.0
Asian? 22.2
Black or African American 22.2
Native Hawaiianor other Pacific Islander® 0.0
White 22.2
Other 22.2
Multiple races

Black or African American and American Indian or Alaska Native 111
Languagespoken athome
English 77.8
Spanish 111
Other 11.1

Source: Authors' calculation of survey responses administered to study interviewees.

Notes: N = 9 researchers. The survey response rate was 100 percent. Respondents could select more than one race.

2The answer option on the survey instrument read "Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other
Asian."

5The answer option on the survey instrument read "Native Hawaiian, Guamanian or Chamorro, Samoan, or other Pacific Islander."
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Appendix C. Interview Protocol and
Discussion Guide

[This discussion guide s to be customized based on stakeholder type beinginterviewed and their
preferencein language used to refer to communities of color (the language they use when answering

Q2).]

Introduction
Thank you so much for speaking to us during this challenging time. How are you holding up with all that

is going on?

Before we beginthe study, there is some information we arerequired to share with you about the

study and how we will protect your confidentiality, so please bear with me as it will take a minute or so.

=  The Urbanlnstitute is being contracted by the US Department of Healthand HumanServices’
Office of the Assistant Secretary for Planning and Evaluation (ASPE) and the Office of Minority
Health (OMH) to conduct a study on promising modelsfor integrating SUD treatmentwith

human services in a culturally effective way for communities of color.

=  Participation in the study is completely voluntary and you may skip any question you want to or

stop the interview at any time.

= Theinformation that we collect as part of this study will be analyzed and shared inasummary
report for ASPE and OMH. The report will not identify you by name or specific job title but will

summarize all the information we learned.
Do you have any questions for me about the study before we getstarted?
Do you consent to allow us to record the discussion to help confirm the accuracy of our notes?

1. Canyou pleasetell us aboutyour position and role with [programname]?

2. Canyou tell us about the demographics of the population you serve?

w

Please tell us about [effective or promising model] and how you serve communities of color.
4. Howdoindividualsof color with unhealthy substance use typically enter your program?

5. Arethere waysyou havetailored your programto provide culturally effective careto the

communities you serve (including cultural traditions, language, etc.)?
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6. How arehuman servicesintegrated with substance use treatment?
7. Towhatextent arethe human servicesneeds of your clients being met?
8. How s your [program/policy]funded?

9. What strategies or aspects of [effective or promising model] doyou see as most successful in

addressing the needs of individuals of color who use substances?

10. In your opinion, what are the primary challengesto, or missing pieces in, your work with

communities of color?

11. What additional policies or resources would be most helpful to you in working with

communities of color?

12. Is there anything we haven’'tdiscussed today about your experience providing substance use or

human services to communities of color that you think we should know?

Thanks so much for taking the time to share with us aboutyour very important work. This is
completely optional, but we were wondering if you would allow us to include your programnamein the
list of study participants at the end of the report along with a brief programdescription, which we would
giveyou the chance to approve ahead of time. We would love to be able to highlight the important work
you aredoing. Areyou okay with including the name and brief description of your organizationin the

report?

Also, we will be emailing you an optional demographicinformation formthat we would appreciate if
you'd be willing to fill in and return. This information will be used to help us describe the diversity of our

interviewees.
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Notes

1 “The Biden-Harris Administration’s Statement of Drug Policy Priorities for Year One,” Executive Office of the
President, Office of National Drug Control Policy, accessedMay 25,2021, https://www.whitehouse.gov/wp-
content/uploads/2021/03/BidenHarris-Statement-of-Drug-Policy-Priorities-April-1.pdf.

2 “The Biden-Harris Administration’s Statement of Drug Policy Priorities for Year One,” Executive Office of the
President, Office of National Drug Control Policy.

3 The most important exception is that Black and Hispanic/Latinx people generally have greater access to
methadone treatment for opioid use disorder and less access to buprenorphine treatment than white people
(Goedel et al. 2020; Hansenet al. 2013).

4 German Lopez, “The War on Marijuana Is Racist.Sols the Rest of the War on Drugs,” Vox, July 27,2014,
https://www.vox.com/2014/7/27/5940783/prohibition-marijuana-legalization-pot-weed-racism-new-york-
times.

5 “Executive Order on Advancing Racial Equity and Support for Underserved Communities through the Federal
Government,” the White House, January 20,2021, https://www.whitehouse.gov/briefing-room/presidential-
actions/2021/01/20/executive-order-advancing-racial-equity-and-support-for-underserved-communities-
through-the-federal-government/.

¢ “The Biden-Harris Administration’s Statement of Drug Policy Priorities for Year One,” Executive Office of the
President, Office of National Drug Control Policy.

7 The availability of funding for trauma-informed care varies by state, the service being provided, the type of
provider, and other factors. See “Financing Trauma Informed Care,” National Council for Behavioral Health,
accessedJune 10,2021, https://www.thenationalcouncil.org/wp-content/uploads/2019/11/Financing-Trauma-
Informed-Primary-Care.pdf?daf=375ateThd56.

8 Funding for residential treatment alsoreportedly had limitations. For example, program staffin some states
reported they canonly bill for one service per day for residential treatment clients.

? “The Biden-Harris Administration’s Statement of Drug Policy Priorities for Year One,” Executive Office of the
President, Office of National Drug Control Policy.

1

o

“Culturally and Linguistically Appropriate Services,” US Department of Healthand Human Services, Think
Cultural Health,accessedMay 25,2021, https://thinkculturalhealth.hhs.gov/.

11 This theme is powerfully explored by those who have faced substance use challenges in a report funded by the
Patient-Centered Outcomes Research Institute (Community Catalyst 2020).

12 “Executive Order on Advancing Racial Equity and Support for Underserved Communities through the Federal
Government,” the White House.

13 “The Biden-Harris Administration’s Statement of Drug Policy Priorities for Year One,” Executive Office of the
President, Office of National Drug Control Policy.
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