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Visual methods:
e Learning maps
e Mental movie
e Highlight new ideas
e Diagrams
e Charts

Auditory methods:
e Summarize aloud
e Dramatic reading
e Make tapes

Kinesthetic methods:
e Write notes
e Postcards
e Cooperative learning
e Check it off
e Move

Reference:
Rose, Colin and Nicholl, Malcolm (1997): “Accelerated Learning for the 21 Century” Dell Publishing,

New York.

3. Plan how to use individual or group supervision ahead of time

e Think first of what are your most challenging, frustrating clients or issues to resolve

« Decide on what is the one take-home knowledge, skill or application that you plan to actually do
something about differently as a result of supervision. (You don’t have to choose only one, but
get at least one.)

e Break that one thing down into steps e.g., | will read a paper or book about this insight; or | will
do my assessment of one client differently this next week based on what I learned.

« Don’ttry to change everything all at once, because the secret of success is to aim low.

e Make sure you do at least one of those steps this week, rather than file your notes for future more
careful reading and application

B. Staff and Program Issues in Co-Occurring Disorders Treatment

1. Staff Issues

e collaborative, concurrent interdisciplinary team

< vulnerabilities inhibiting team cohesiveness e.g., recov. vs non-recov.; M.D. vs counselor; psych. vs addiction-
trained; biomedical vs psych. orientation; education vs. life experience; ambiguity tolerance

e team communication - documentation skills; use of jargon and technical terms e.g., “confused”, “disoriented”,
“delusional”

e staff-program match

e stress of working with multiproblem patients - need to be in control; countertransference; overwhelmed with the
needs and lack of resources; group supervision and conflict resolution
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Incorporate the following into your personal approach to care:

e Tolerance: To listen to another professional’s opinion
e Open-mindedness:  To give up old views of addiction or psychiatric problems
e Patience: To explore the history and treatment progress carefully before jumping to

diagnostic conclusions
To learn more about addiction & mental illness; meds.; motivating strategies
To realize that professionals cannot always know the answers immediately.

e Education:
e Serenity:

2. Program Issues

« mission of the program, department, institution or agency

e equal emphasizes both mental health and addictions issues

e admission criteria and patient mix - what can staff/program mange

e terminology and treatment tools e.g., “alcoholism vs “addiction

e non-cognitive, activity groups e.g., time use charts; collages

e groups - education about dual identity; feelings group to learn about relapse cues, signs and symptoms
e family involvement; systems work and continuing care

e self/mutual help groups - preparation for AA/NA mainstreaming; Dual Recovery Anonymous
« staff composition reflects training proportionate to program’s clientele

3. Staff Can Act Like Families

e Addiction affects clients, families and clinicians working with active addiction
 Team members have reactions similar to clients and families and act in their own version of a

client and a family member

e The following chart compares and contrasts how addiction affects both clients, families and team

members

Addiction Affects Everyone Involved

Clients/Patients

Team Members

1. Blame:

People”

e.g., spouse, partner, parents, boss, probation officer,
counselor, policeman, nurse, doctor, other clients,
self — “doesn’t understand me”; “nags, pressures
me”; “didn’t try hard enough”; “picking on me”;
“I’m different”

“Places”

e.g., job, home, courts, the treatment program, AA,
— “stress at work”; “lonely at home”; “AA makes me
want to drink”; “schedule is too tight”

“Things”

e.g., unemployment, divorce, retirement, death, my
past, boredom, , rules, depression — “I need a job”;
“The divorce ruined me”; “need more hobbies”; “I
use because I’m depressed”; “stupid rules”

People”

e.g., managed care, administrator, accreditation or
licensure, counselor, doctor, clients, self — “they just worry
about money”; “caseloads too high™; “too rigid”; | should
have done better”

“Places”

e.g., job, home, the treatment program — “too busy and
chaotic”; “poor benefits”; “stress at home™; “no support”;
“too many drug addicts or too many psychatic clients”

“Things”

e.g., treatment philosophy, admission criteria, policies,
budget — “are we drug-free or not?”; “shouldn’t let that
client back into treatment”; “need more money and time”;
“stupid policy”
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2. Avoid feelings and pain

e.g., denial, minimization, projecting blame,
rationalization — “It’s not that bad”; “I need to drink
to drown out the sadness”; “I don’t have a drinking
problem”

e.g., staff avoid seeing and confronting “off track”
behaviors; poor follow through with treatment plans;
enforcing rules with the “tough” but not the “love” to help
clients see the connection between behaviors and their
addiction and recovery; decreased symptom tolerance —
“Just discharge him”; “You used so leave and come back
when you are sober”

3. Avoid surrendering

e.g., need to feel powerful and in control, deny any
weakness or vulnerability, trouble listening and
taking suggestions — “I can stop anytime™; “I can do
it on my own”; “I have strong will power”; “I don’t
need AA.”

e.g., my opinion and assessment is best, my treatment
model is the most effective, difficulty being open to others’
ideas and suggestions, interpersonal conflicts, need to take
control (make the rules stricter or discharge the client) —
“You are enabling this client”; “I’ve been doing this for
fifteen years and | know what I’m doing”; “My way or the
highway”

4, Fluctuate in motivation

e.g., client mood swings; different presentations to
one counselor to another; changes in stage of change
from session to session; or even within the same day
—“I have to leave to get back to my job™; “That was
a great meeting”; “I think | was just under a lot of
stress and don’t need to be in treatment anymore”

Observe varying degrees of motivation

e.g., staff splitting; hard to evaluate where the client is in
their stage of change; raises trust issues among team
members when different staff experience the client in
different moods and stages; client’s behavior may differ in
individual versus group treatment — “I think you are too
hard on her and don’t understand what she’s been through”;
“Why did you let him get off with breaking the rules?”

Isolate

e.g., sleeping in bed and avoiding people; not
participating in group; missing appointments and
meetings — “I missed the bus”; “I don’t like
meetings”

e.g., do the bare minimum in work; don’t interact in team
meeting or staff groups; angry withdrawal; compassion
fatigue — “I’m calling in sick”; “I have nothing to say”

6. Have families who have tried all kinds of
manipulations and schemes to stop
drinking/drugging behavior; they get so worried
about what to do differently or what they did the
wrong way, that the substance use is let off from
taking responsibility for his/her own addiction and
recovery.

Act like families and are so worried about making the right
intervention or being careful not to “enable” that we forget
to include the client in the treatment process and decision-
making.
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C. Key Supervision Issues and Solutions in Co-Occurring Disorders

1. Normalize conflict in the team. If there aren’t disagreements, someone is wimping
out and not advocating for their beliefs

It is highly unlikely that you can assemble a team of mental health and addiction treatment professionals,
some of whom are in their own personal recovery, without there being conflict over when and what and if
to use medication. Or on how to deal with substance use while in treatment. Or on whether to
immediately detox a long time alcohol dependent, Klonopin user who believes it is absolutely necessary
for his anxiety disorder. The problem isn’t the fact of disagreements or conflict. The problem is if you
don’t have a functioning conflict resolution policy. Practice disagreeing without being disagreeable:

“Doctor, would you be willing to share with me your evaluation and history data you got, so | can
understand the information | got from the client? | am concerned that the addictive sleeping medication
you have prescribed clashes with my sense of the evaluation being that the client has a severe addiction
illness. | want to be sure | am clear on our work together with this client.”

If the physician responds that he or she was unaware that the patient was using substances to any great
extent, let alone substance dependant, then your questions have provide more comprehensive information.
The physician may indicate that indeed he or she is aware of the substance use problem, but is using the
potentially addicting sleeping medication only during the initial detox. phase as an engagement strategy.
You might be more comfortable leaving things alone and seeing what happens.

e Check if you have a conflict resolution policy

e Do you know where it is and what it says?
e Do all team members know how to use the policy?

2. Everybody has a territory, but nobody has a kingdom

Programs need the “gut”, intuitive wisdom of the recovering staff members and their spiritual commitment
to recovery. But they also need the objective skepticism of the mental health professional skilled in living
with diagnostic ambiguity. It may be quite a while before further evaluation and time make it clear what
the best course of treatment should be.

Integrated treatment needs programs that provide a “kingdom” of diverse services, levels of care, wet,
damp and dry living supports, engagement and motivational services, medications, case management,
mutual help groups, community resources and the list goes on. Each of our territories are critical, but only
as they function in harmony with the whole.

e What is your territory?

e Can you advocate for it without competitiveness and ill will?

e How can all the territories in your region work together to create the kingdom co-occurring
disorders deserve?

3. When vou find yourself clashing with another person or feeling like a victim of
circumstances, turn that into an opportunity to grow —emotionally and spiritually

Eckhart Tolle’s book “The Power of Now — A Guide to Spiritual Enlightenment” provides wisdom to deal
with stress and conflict.

e Relationship as Spiritual Practice
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““So whenever your relationship is not working, whenever it brings out the “madness’ in you and in your
partner (or team member, or client, consumer, family member etc), be glad. What was unconscious is
being brought up to the light. It is an opportunity for salvation. Every moment, hold the knowing of that
moment, particularly of your inner state. If there is anger, know there is anger. If there is jealousy,
defensiveness, the urge to argue, the need to be right, an inner child demanding love and attention, or
emotional pain of any kind — whatever it is, know the reality of that moment and hold the knowing. The
relationship then becomes your sadhana, your spiritual practice. If you observe unconscious behavior in
your partner, hold it in the loving embrace of your knowing so that you won’t react. Unconscious and
knowing cannot coexist for long — even if the knowing is only in the other person and not in the one who is
acting out the unconscious. The energy form that lies behind hostility and attack finds the presence of love
absolutely intolerable. If you react at all to your partner’s unconsciousness, you become unconscious
yourself. But if you then remember to know your reaction, nothing is lost.” — pp. 131-132

 When you feel you are a victim of circumstances beyond your control:

“As an alternative to dropping a negative reaction, you can make it disappear by imagining yourself
becoming transparent to the external cause of the reaction. | recommend that you practice it with little,
even trivial, things first. Let’s say that you are sitting quietly at home. Suddenly, there is the penetrating
sound of a car alarm from across the street. Irritation arises. What is the purpose of the irritation? None
whatsoever. Why did you create it? You didn’t. The mind did. It was totally automatic, totally
unconscious. Why did the mind create it? Because it holds the unconscious belief that its resistance,
which you experience as negativity or unhappiness in some form, will somehow dissolve the undesirable
condition. This, of course, is s delusion. The resistance that it creates, the irritation or anger in this case,
is far more disturbing than the original cause that it is attempting to dissolve.

All this can be transformed into spiritual practice. Feel yourself becoming transparent, as it were,
without the solidity of a material body. Now allow the noise, or whatever causes a negative reaction, to
pass right through you. It is no longer hitting a solid ““wall’” inside you. As I said, practice with little
things first. The car alarm, the dog barking, the children screaming, the traffic jam. Instead of having a
wall of resistance inside you that gets constantly and painfully hit by things that ““should not be
happening,” let everything pass through you.” — pp. 159-160

Reference:
Tolle, Eckhart (1999): “The Power of Now — A Guide to Spiritual Enlightenment” New World Library,
Novato, California.

4. Choose to Thrive as a Conscious Choice and Process

Whatever you are doing now in your career and daily work may have evolved dramatically over the years.
That might be good and you may have engineered all those adjustments. On the other hand, you may
notice that where you work and what you do no longer fits with the original job and mission you signed up
for. The agency or program has changed under budget, policy, and political priorities etc. You may be
working in an environment that has quite a different mission from what you chose before. For example
you did not plan on working with people with co-occurring disorders.

e If you want to thrive, it is a conscious choice to move away from victim-survival mode

e You get to choose whether who you are and what you want fits with the current mission of the
agency where you work

e Develop your own primary aim or personal mission statement and values so you can know when
you are “off track” in you personal mission and self-care.

For example, | often get job offers and interesting opportunities presented to me. By now, | am clear what
fits my personal mission and what opportunities do not. Here is my mission statement and values:




Clinical Supervision: A Neglected Key Element David Mee-Lee, M.D.

I am actively creating a unique forum using my talents of bridging the gap for people between
disparate fields and concepts, in a very persuasive, challenging and inspiring manner;
simultaneously influencing systems in a global way for the greater good, with rich personal
satisfaction and financial reward.

e Mindfulness — awareness of body and feelings

e Spaciousness — expansiveness and open mind

e Seeing Through — not reactive

e Spiritual Nourishment — non-egocentric; gain nourishment from others’ success
e Loving Presence — being there without resentment

Does your primary aim or personal mission match the mission of your agency;
where you work or what you do?

RESOURCE FOR HOME STUDY AND ONLINE COURSES

1. “Dilemmas in Dual Diagnosis Assessment, Engagement and Treatment” By David Mee-Lee, M.D.
This home study or online course (with CEU’s) is designed to improve practitioners’ abilities to assess,
engage, and treat people with co-occurring mental health and substance use problems. Practical strategies
and methods are offered to help change interviewing methods, treatment planning and documentation,
program components, range of services, and policies to better engage the dually diagnosed client.

Professional Psych Seminars, Inc. Agoura Hills, CA Toll-free phone: (877) 777-0668. Website:
www.psychsem.com

2. “ASAM 101: Basics on Understanding and Using ASAM Patient Placement Criteria, Revised Second
Edition (ASAM PPC-2R)”

A 3-hour course that will introduce students to key concepts and issues of the ASAM Patient Placement
Criteria. Clinicians involved in planning and managing care often lack a common language and systematic
assessment and treatment approach that allows for effective, individualized services. The Patient Placement
Criteria of the American Society of Addiction Medicine (ASAM) first published in 1991, provided
common language to help the field develop a broader continuum of care. They were updated and the
second edition (ASAM PPC-2) was published in April 1996. A revised second edition was published in
April 2001.

The Distance Learning Center for Addiction Studies (DLCAS) is an internet based educational
service that provides comprehensive training and information in the field of addiction studies. It is a joint
presentation of the Betty Ford Center and the Distance Learning Center, LLC. Toll-free phone: 866 471-
1742. Website: www.dlcas.com/course59.html

FREE MONTHLY NEWSLETTER

“TIPS and TOPICS” — Three sections: Savvy, Skills and Soul and additional sections vary from month to
month: Stump the Shrink; Success Stories and Shameless Selling. Sign up on www.DMLMD.com or here
at the workshop.
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APPENDIX

Case Presentation Format

Identifying Client Background Data
Name

Age

Ethnicity and Gender

Marital Status

Employment Status

Referral Source

Date Entered Treatment

Level of Service Client Entered Treatment
Current Level of Service

Stated or Identified Motivation for Treatment

Current Placement Dimension Rating

ogkrwdPE

Has It Changed?

(Give a brief explanation for each rating, note whether it has changed since the client entered

treatment and why or why not)

What problem(s) with High and Medium severity rating are of greatest concern at this time?

Specificity of the problem

Specificity of the strategies/interventions

Efficiency of the intervention (Least intensive, but safe, level of service)







A Comprehensive Approach to

Methamphetamine Problems
County of San Diego

Methamphetamine Strike Force

September 6, 2006

By
Angela Goldberg, Strike Force Facilitator




Session Goals

Learn about the San Diego Strike
Force

Understand that complex problems
require multidisciplinary solutions

Provide examples of past and
current specific initiatives as
example

Promote discussion about how this
WOrks in your own community




Highly
Addictive

Stimulant
Cheap
Easy to Make

Snorted,
Smoked,
Injected

What 1s Meth?




San Diego’s Problems
Requiring a Range of Solutions

Addiction
Crime

Violence, including domestic
violence

Environmental waste
Neighborhood / public nuisance

Knowing the problems help shape
appropriate solutions




Problems Know No
Boundaries

Problem doesn’t belong to a single sector
Multi-sector collaboration is required
Multi-jurisdictional cooperation is

essential

“Let’s help each other succeed” is the
spirit




San Die%o’s Meth Strike Force

History In a

utshell

Spring of 1996 Convening
~all ’96 Action Plan Development

~ormal Endorsement by BOS In
December 1996

Hotline and Media Began
mmediately

Committee Structure Implemented to
Promote 17 Recommendations




Understand the Problem

Collected archival data

Collected unigue perspectives from
various systems & consumer focus

groups

Analyzed “the whole picture” to
form comprehensive set of
recommendations

Regular data collection helps
monitor progress




Framework for Action

Sponsored by Supervisor Dianne Jacob and endorsed
unanimously by County Board of Supervisors

Prevention

Intervention

Treatment

Interdiction / Law Enforcement

Consensus for comprehensive
approach with elements woven
together for balance




A Place for Meth
Problem Solving

Quarterly Meetings
E Networking
E Information Exchange

Conferences

E Three major conferences in seven
years

Convening

E BOS Hosted Women and Meth
event




MSF Organizational Chart

A system for action @

Meth Strike Force
General Membership

Meth Strike Force

Coordinating Committee
Policy/operations direction within
BOS-set parameters

Resources:
Facilitator/Media

Information and Media Action Team Hotline/Website
Education Team Committee

Vista Partners/ Weed East County
and Seed Project Coalition for Meth
Solutions




Meth Hotline
1-877-No 2 Meth / www.no2meth.org

From the beginning, recognition
that the public must be engaged In
problem solving

Single focus: Meth

Operator can refer to treatment, or
give call information to law
enforcement







Strike Force Model

Collaboration 1s Essential

Data —» Organizing — Policy
Development - Media -
Problem Solving

ntegrated Prevention /
Treatment / Law Enforcement




Partners Makes It
Happen

No single discipline can solve it
alone

Each brings resources, skills and
experience to a common problem

Strike Force puts meth on the
radar screen and leverages
member energy




Consistent Partners
Many past examples

Precursor Education

E Prevention and law enforcement
on education, media, policy
development

Operation Speed BUMP
£ Advance call for treatment or jall




Drug Endangered Children

From pilot to countywide implementation

e Original grant funded pilot;
expanded without funding
throughout county

 Meth Labs (Level I)
 Meth Homes (Level II)

» Effects: Passive Exposure to
Chemicals, Malnutrition, Delayed
Development, Lack of
Medical/Dental Care




Media Is Central

Media advocacy is critical

E Credible

E Interest to policymakers

E Keep the frame on our issue

Help define this as “our” problem
PSA’s only supplement




Using the News to Spread
the Message
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Stop Meth Assoclated Crimes
Partners working together across disciplines

Intuitive knowledge that meth and
paper crimes were linked
Agreement to collect data

E Treatment providers ran focus
groups with users

E District Attorney surveyed
Investigators and did database

query
E Prevention helped craft campaign

20




Data Reveals the Issue




SMAC

Campaign in Progress

Policy goals around accountability
for customer information

E Safe Shredding
E Truncation Compliance

E Mailbox Upgrade
E Physical Site Features
Indirect goals: improve

documentation, engage the public,
build new alliances




Kick off for
Truncation Reports:
325 reports received

by July

2 In 3 are restaurants

Meeting with

Restaurant

Association
scheduled soon




Meth Pipes

Glass vials sold in alcohol outlets,
smoke shops and 99 Cent Stores

Agreement among many that
selling vials Is Irresponsible and
sends the wrong message

BEFORE: No charges filed by
police due to sense that cases
won'’t get prosecuted




Meth Pipe Campaign

NOW: Multidisciplinary action for
short term campaign, as first step
In long range plan for consistent,
countywide policy

Partners: San Diego County
Sheriff, District Attorney, El Cajon
& La Mesa PD, Prevention
providers in East/North and South
County




Partner Resources

Treatment: Expert witness to testify
about glass vial use

Prevention: ID locations, plan for
media

| aw Enforcement: Present notices
and enforce law

Prosecutor: Prosecute case

All: Make enforcement/prosecution
visible to change norms among
retailers and public




Long Range

Use campaign to build public and
public official support for policy

Develop policy options that local
communities can manage the sale
of these products

Use campaign experience to
Implement/enforce new policy




Bringing Meth Focus and Resources

The MSF has been instrumental

Promoting new ways of doing business
e Court “system of care”
E SBIR In health settings

Promoting DEC

_ocal research projects on meth
Developing Partner Projects in specific
cities

Setting the stage for binational
exchange




Accomplishments
A Catalyst to our Region’s Capacity & Health

Treatment Expansion
Fewer Meth Labs
Stronger Public Official Support for

Meth Problem Solving
Systematic Data Collection
Broader Public Discussion

Consistent Media Coverage with
the Right Frame







Why Would Anyone Treat
Drug Addiction With Drugs?

Metneacdonea Malntenarnce Treatrrant:

Flgnting Flre Witn Flre?



Methadone Maintenance Treatment —
Fighting Fire With Fire?

Mark Stanford, Ph.D.

Santa Clara Valley Health & Hospital System
Department of Alcohol & Drug Services
Addiction Medicine and Therapy

Association for Medical Education & Research In Substance Abuse (AMERSA)

Associate Professor Psychopharmacology - Dept. of Biological Sciences and
Mathematics, UC Berkeley Extension and Cal State Hayward



30 years of continuous research
shows that .

The success of MMT In
reducing crime, death, disease
and drug use Is well
documented.

Institute of Medicine. 1995.



And yet misperceptions about
addiction in general and methadone
In particular still exist!




4 Prevailing Methadone Myths

1. Methadone maintenance Is just trading one addiction for
another

2. The lower the dose of methadone, the better
3. Methadone damages your body. It gets into bone
marrow and depletes calcium. It Harms the liver and the

Immune system

4. Methadone causes drowsiness and sedation



#1

Methadone maintenance
IS Just trading one
addiction for another



Methadone Is NOT
A Heroin Substitute




Addiction Defined

Addiction is a primary, chronic, neurobiologic
disease with genetic, psychosocial, and
environmental factors influencing its development
and manifestations.

It iIs characterized by behaviors that include one of
more or the following: Impaired control over use,

compulsive use, continued use despite harm, and

craving.

ASAM. 2005



Addiction Defined (cont)

Drug addiction is a brain disease that develops over time
as a result of initially voluntary drug using behavior.

Experimental
Drug Use

\ Casual Intensive ——  Compulsive

Addiction

Drug Use Drug Use Drug Use

Circumstantial Motivational Strength — =————e—e——
Drug Use

Motivational Toxicity =

ASAM. 2005



Addiction Diaghosed

DSM-IV Abuse

Any 1 of:

recurrent use causing
failure to fulfill major role
obligations at
work/home/school

recurrent use when
physically hazardous

recurrent substance-related
legal problems

continued use despite
persistent
social/interpersonal
problems due to substance
use

DSM-IV Dependence

Any 3 of:

tolerance
withdrawal

uses more or longer than
Intended

unable to cut down

use consumes a great deal
of time

Important social/work
activities given up
continued use despite
psychological or physical
problems known to be
caused by substance



Opioid dependence

Opioid dependence, or addiction, Is essentially a
syndrome in which a person continues to use
opioids in spite of significant problems caused by
or made worse by the use of opioids.



Treatment Goals

The primary goal of addiction treatment Is to reduce or
eliminate illicit drug use and restore the patient to a
productive life.

This usually reduces or eliminates the criminal behaviors used to
maintain the addiction.

On-going treatment goals standardly include addressing physical
health problems; developing basic living skills; improving self-
Image, coping skills, and relationships; and developing productive
use of time and skills for recovery.



What does it mean
to be “Opioid Dependent™?



Regular Experience of Withdrawal:
Motivated to Avoid Pain & Discomfort

— Anxiety and irritability

— General malaise

— Muscle aches and cramps
— Nausea

— Stomach cramps

— Increased sensation of pain
— Cravings



Heroin Simulated 24 Hr. Dose/Response
With established heroin tolerance/dependence

!oa!e!

“High”

0

o

§ Normal Range

o

)

S

O w/d “Sick™

Objective w/d

0 Time 24
hrs E hrs.



Goals for Pharmacotherapy

Prevention or reduction of withdrawal
symptoms

Prevention or reduction of drug craving
Prevention of relapse

Restoration to or toward normalcy of any
ohysiological function disrupted by drug
addiction




What qualities should an ideal
opioid addiction treatment have?

decrease heroin craving

prevent or ameliorate withdrawal
e should not precipitate withdrawal

Imited side effects

Imited tolerance development

nlock heroin effects

cost effective
easy to administer



Rationale for Medication Assisted
Treatment (MAT)For Opioid
Dependence

Dole’s concept of metabolic derangement

Current concept of neuronal adaptations to
repeated exposures of the drug

Pre-existing vulnerability and/or
conseguence of opioid use

Corrective, not curative



What I1s Methadone?

e a long-acting opiate with a slow onset of
action...no rush...not particularly addicting

— opiate addicts experience gradual relief from
symptoms of withdrawal

— opiate naive users experience slow onset of
sedation

e produces/perpetuates physical
dependence



Why use Methadone?

e The addicted patient benefits

— addicts are able to quit using heroin and
remain abstinent (the rule of fours)

— a therapeutic dose enhances patients’
ability to pursue education or employment

— a therapeutic dose enhances patients’
ability to regain/maintain family
relationships



Why Use Methadone? (cont)

e Soclety benefits
— decreased transmission of HIV and hepatitis C
— decreased criminal activity

— Improved pregnancy outcome for opiate
addicted patients

— financial savings



What About Physical Dependence?

e physical dependence means that abrupt
cessation after prolonged use results in
symptoms of withdrawal

* the severity, duration and nature of the
symptoms varies by substance

e substances producing physical dependence
may or may not produce addiction
(phenobarbital and prednisone for example)



How does methadone compare?

e the most effective treatment available
for heroin addiction...the most likely to
produce sustained abstinence

e two persistent dose-related side effects:
constipation and sweating

e safe unless patient has extreme

respiratory compromise or end stage
liver disease




How does methadone compare?
(cont)

o allergy rare

 oral absorption adequate, although
varies some person to person

e dally dosing usually adequate

e limited interaction with other
medications; no known food interaction



How does methadone compare?
(cont)

Inexpensive compared with the
alternatives

low addiction potential

produces physical dependence after about
three weeks of use

In conclusion...pharmacologically and
physiologically it Is a good medicine



Characteristics of a Candidate
for Methadone Maintenance

e moderate to severe addiction

e demonstrated inability to
achieve/maintain abstinence with other
treatment modalities

e physiological dependence on opiates for
longer than one year

 OR any pregnant woman with evidence
of physical dependence on opiates



Pharmacokinetics

e Half-life (tu2)

heroin: < 0.5 hours, but has active metabolites
such as morphine (t,,, of 4-6 hours

methadone: 15-30 hours, no active metabolites



Methadone Pharmacology

« compared to heroin, the patient is

stabilized
Day1l Day2 Day3/| Dayl Day?2 Day3
i Hy Y/\ ny ay ay ay
normal W
u \}
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Heroin Simulated 24 Hr. Dose/Response
With established heroin tolerance/dependence

“!oa!e!"
“Abnormal Normality”

k Normal Range
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Methadone Simulated 24 Hr. Dose/Response
At steady-state in tolerant patient

!oa!e!

“High”

“Abnormal Normality”

Dose Response

Objective w/¢

0 Time 24

hrs.



#2

The lower the dose of
methadone, the better



The Importance of

Dose
Adequacy!



A Therapeutic Dose

Maximizes treatment efficacy.

Stops withdrawal symptoms and cravings.
Promotes abstinence.

Eliminates sedation.

May not eliminate side effects.



Methadone: Determining Doses

Methadone dose can have profound effect on
therapeutic efficacy

Considerable variability in treatment practices,
Including doses (D’Aunno, 1992)

Dole and Nyswander, 1965, used stabilization
doses of methadone, 50-150 mg/day

Studies have demonstrated that higher doses
are associated with better retention in treatment
and decreased use of lllicit drugs



Methadone Blood Levels

The therapeutic range is 200-1000 ng/ml.

Patients often do best when trough ~
400ng/ml.

The peak is usually twice the trough.

Patients may experience adverse effects
when the peak is greater than 1.0.

Put blood levels into the perspective of the
clinical picture.



A Non-therapeutic Dose

e Jeopardizes the success of treatment.

e Sub-therapeutic dosing (under-dosing)
results in physical discomfort and ongoing
use.

e Over-dosing causes physical discomfort
and over-sedation.



Effectiveness of Methadone
Treatment. Dose Adequacy
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month
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Adapted from V. Dole (1989)
JAMA, 282, p. 1881



Methadone Dosing
Strain, 1993

o 247 patients entering methadone maintenance

e 20 week randomized clinical trial
— weeks 0-5: all recelved active methadone
— weeks 6-20: one of three doses

Dose Urine toxicology (+) Retention

0 mg 714% 21%
20 mg 6/7/% 41%
50 mg 56% 52%



Recent Heroin Use by Current Methadone Dose

0% Heroin Use

0 10 20 30 40 S0 60 70 80 90 100

Current Methadone Dose mg/day

J. C. Ball, November 18, 1988



Signs of Stabilization

. abstinence from opioids

. N0 switching to other depressants
(benzos alcohol, etc)

. participation in counseling treatment

. disassociation from using friends and
family members

. Involvement with healthy people and
activities



Stabilization means...

. patient experiences no withdrawal between
doses

. cravings are minimized

- No euphoria If other opioids are used
because the opioid receptors are blocked

- no medically significant or subjectively
Intolerable side effects



#3

Methadone damages your
body. It gets into bone
marrow and depletes
calcium. It harms the liver
and the Immune system



When used as prescribed and under a physician's care,
research and clinical studies suggest that long-term
methadone maintenance treatment is medically safe.

When methadone is taken under medical supervision,
long-term maintenance causes no adverse effects to the

heart, lungs, liver, kidneys, bones, blood, brain, or other
vital body organs.

Kreek, MJ. NIDA Research Monograp 83-1201). Rockville, MD: National
Institute on Drug Abuse: 1983.

Office of National Drug Control Policy. 1998.



Methadone: Long-Term Effects

e Long-term administration

— tolerance to analgesic, sedative, and euphoric
effects

e Rare:
— constipation
— weight gain
— decreased libido
— menstrual irregularities from increases in prolactin



#4

Methadone causes
drowsiness and sedation



Should a patient on methadone
maintenance appear sleepy?

NO!

If this occurs, possible explanations include:
— use of heroin/other drugs
— wrong methadone dose
— recent cessation of stimulants, alcohol or heroin
— sleep deprivation



What I1s the methadone
honeymoon?

« a mild euphoria experienced in the early weeks after
Induction which resolves due to the development of
tolerance

* the better-than-normal feeling associated with instant
disappearance of the physical misery associated with
daily heroin use

e a phenomena which increases treatment retention and
program compliance




What about detoxification?

 methadone stabilizes a chronic iliness, so rarely can
It be discontinued

e the normal brain has an endogenous opioid system;
methadone acts to stabilize that system

* 80% of patients withdrawn from methadone will
relapse to heroin within 1 year

 Intravenous drug use:

— 388 patients remaining in treatment at 4 years of
treatment
e decreased from 81% to 29%

— 105 who left treatment
« 82% relapsed to intravenous drug use at twelve months

Ref. Ball and Ross (1991).



Methadone Maintenance:
How Long?

« Randomized trial of 179 patients

« Maintenance versus 180-day psychosocially
enriched detoxification

 Maintenance resulted in greater treatment
retention and significant reduction in heroin
use

JAMA 2000;283:1303-10
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Duration of Addiction Treatment

 Depends on patient problems/ needs

e Less than 90 days Is of limited/ no
effectiveness for residential/outpatient

setting

e Minimum of 12 months iIs required
for methadone maintenance

e Longer treatment is often indicated

Principles of Addiction treatment. NIDA. 2001.



Return to |.V. Drug Use Following
Termination of Methadone Treatment
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Adapted from: Ball & Ross, 1991.



Impact of MMT on IV Drug Use for 388
Male MMT Patients in 6 Programs
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Adapted from Ball & Ross - The Effectiveness of Methadone Maintenance Treatment, 1991



Methadone Treatment Is More
Effective With...

e counseling (individual/group)

e urine testing (with a “SAM” protocol)

e Involvement in community recovery
groups

 l|ifestyle changes to support recovery

 mental health evaluation/treatment

 medical assessment/referral



Role of Counseling In
Methadone Maintenance

e Efficacy improved by addressing behavioral
social and psychological factors that
contribute to continued drug use, relapse,

and addiction

e Drug counseling:
— encourages patients to make lifestyle changes

— Increase involvement in drug-free social,
vocational, and family activities

— addresses the social, legal, work, health,
psychological, and family problems resulting from
years of addiction



Evidence for Counseling In
Methadone Maintenance

e The “dose” of these services can determine
treatment outcomes

e McLellan et al., 1993:
— 6-month randomized clinical trial

— three levels of psychological services
 methadone alone
 methadone plus standard counseling services

 methadone plus enhanced services (counseling,
medical/psychiatric, employment, and family therapy)



Evidence for Counseling Services In
Methadone Maintenance

Methadone + | Methadone
Std. + Enhanced
Outcome Methadone| Counseling |Counseling
| 31% 59% 81%
Retention
>16 consecutive
weeks of (-) 0% 28% 55%

urines




Methadone Is the Most Effective
Treatment for Heroin Addiction

Compared to the other major drug treatment
modalities — drug-free treatment, therapeutic
communities, and chemical dependency
treatment — methadone Is the most rigorously
studied and has yielded the best results.

Institute of Medicine, Treating Drug Problems.
Treatment Outcomes Prospective Study



Methadone Maintenance Outcomes

« Methadone Reduces:
— overall and overdose deaths
— lllicit drug use
— Criminal behavior

— Spread of infectious diseases (HIV,
HCV and TB)

e |S not a cure



METHADONE TREATMENT
REDUCES CRIME AND HIV

', CLINIE

Criminal Activity HIV+
- Mo Treatment

CalData. 2003



Methadone |Is Effective
HIV/AIDS Prevention

MMT reduces the frequency of Injecting and needle
sharing. Methadone treatment is also an important point
of contact with service providers, and supplies an
opportunity to teach drug users harm reduction
technigues such as how to prevent HIVV/AIDS, hepatitis,
and other health problems — including abscesses,
dermatitis, and overdoses, that endanger drug users

D.M. Novivk. Absence of Antibody to Human Immunodeficiency Virus in Long-Term Socially
Rehabilitated Methadone Maintenance Patients. Archives of Internal Medicine, vol 150, 1990.
J.C. Ball and A. Ross. Reducing the risk of AIDS Through Methadone Maintenance Treatment.

Journal of Health and Social Behavior, 28, 1998.



HIV CONVERSION IN TREATMENT

W TX Status

INTX(N=05) Partial Tx No Tx (N=55)
(N=45)

Source: Metzger, D. et. al 18 month HIV conversion by
treatment retention. J of AIDS 6:1993. p.1053



Methadone Treatment Reduces
Criminal Behavior

Drug offense arrests decline because MMT patients
reduce or stop buying and using illegal drugs. Arrests
for predatory crimes decline because MMT patients no

longer need to finance a costly heroin addiction, and

because treatment allows many patients to stabilize their
lives and return to legitimate employment.

Hubbard, R.J. Treatment Outcomes Prospective Study, op. Cit;
J.C. Ball. The Criminal Justice System and Opiate Addiction. NUIDA Research Monograph 86.



Crime Days Per Year

Crime among 491 patients before and
during MMT at 6 programs

W Before TX
During TX

Adapted from Ball & Ross - The Effectiveness of Methadone Maintenance Treatment, 1991






Methadone Drastically Reduces
and Often Eliminates, Heroin Use
Among Addicts

Institute of Medicine, Treating Drug Problems.
Treatment Outcomes Prospective Study. Op. cit.



Reduction of Heroin Use By Duration
of Methadone Treatment
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Our Experience

Santa Clara Valley Health & Hospital System
Department of Alcohol & Drug Services

Addiction Medicine & Therapy



The Department of Alcohol & Drug Services

exists within the overall Santa Clara Valley
Health & Hospital System

Dept of
Alcohol & Drug
Services

Dept of
Mental
Health

Ambulatory and
Community
Health Services

Dept of
Public
Health



Santa Clara Valley Health & Hospital System
Department of Alcohol & Drug Services
Addiction Medicine and Therapy

3OTP CLINICS: 600 MMT patients

Central Valley Clinic (on the Valley Medical Hospital campus),
Alexian Health Center (East Side San Jose),
South County Clinic (Gilroy)

PATIENT PROFILE:

e 60% male 40% female
e Average age: 38



Santa Clara Valley Addiction Medicine

Medical Problems Routinely Seen in the MMT Population

Hepatitis C (> 80%)
Hepatitis B

COPD

Hypertension

Diabetes

Infections

Chronic Low back pain
Cellulitis

Obesity



Santa Clara Valley Addiction Medicine

Psychiatric Problems Routinely Seen in the MMT Population

1. Depression/anxiety
2. PTSD

3. ADD

4, Bipolar

b. Schizophrenia



SCVHHS AMT-MMT

Demographics

15,000 IDUs In Santa
Clara County and 1,700
opioid dependent persons

96% of MMT admissions
are for heroin addiction

Almost % of these are
older adults (age > 45y)

48%¢

L >45 yrs B 36-45 yrs
H 25-35yrs O 18-24 yrs




Other Demographics

o 33% patients have children in the home

 35% employed; 17% disabled; 47%
unemployed

* 8% are homeless (same as Outpatient
Programs overall)



Outcomes

« AMT outpacing national
average

— >1 year, 53% are drug-
free, crime-free,
productive, stable home
environment, improved
social relationships and
coping skills

« National Average = 30%

80%

60%0

40%

20%

% Patients Demonstrating
Persistant & Significant Positive
Behavioral Change

0%

Step Patients

OCVC
B Alexian




Medical Utilization

Our MMT patients have co-
morbid conditions c/w aging

MMT Program MDs often 15t
level interface between patient
and medical care system.

Recent chart review (n=111)
documents 281 MD visits for
non-methadone related health
ISSUES.

Average 3 to 4 doctor
visits/patient/year for non-
methadone issues

MD visits (%0 for non-

OMT Issues

1st Qtr

] Abnormal
LFTs

B Psych
Issues

B Benzo
Addiction

O Infections

H Pain
Mgmt




Integrated Primary
Medical Care

« Data sampling period (Jan '00 — Jul '02)
* Pre- & Post- data for ~80% patients with
Integrated primary medical care
— Hospital admissions down 40%
— ER visits down 78%
— Overall health visits down 30%
— Visits/user ratio down in all system areas
— More efficient use of health care system overall



According to the Primary
Care Medical Staff:

e Enrollment is associated with decreased
nealth care utilization

» Patients “use the system” more efficiently

* Providing medical & health stabilizing
iInterventions for recovering addicts IS
clearly beneficial




Medication Assisted Treatment
(MAT) Is more effective with...

e counseling (individual/group)
e urine testing

e Involvement in community recovery
groups

o |ifestyle changes to support recovery
e mental health evaluation/treatment
e medical assessment/referral



Addressing Stigma

Need to educate therapeutic communities
and non-medical outpatient clinics.

Need to educate Twelve Step community

 Methadone/buprenorphine as prescribed
medications rather than drugs of abuse

e Patients on MAT can work a program of
recovery

« Patients stabilized on MAT no longer meet
DSM IV criteria



Addressing Stigma

 Educate service agencies and the general
public

— “You're not really clean if you're taking
methadone”

* Educate patients about the chronic disease
concept of addiction

—Methadone/buprenorphine as corrective,
not curative

 Educate family members
“Methadone is really just drug switching”



Addressing Stigma

* Publicly funded programs should be
mandated to accept patients on MAT

* Private programs should be encouraged to
accept patient on MAT
—Great need for residential
treatment/halfway houses for women
(pregnant or non-pregnant) and their
children



Methadone Maintenance Treatment -
Fighting Fire With Fire?

In some
cases, It's the
best way to
stop an
otherwise out
of control and
devastating
situation!



Great websites for more info on
Medication Assisted Treatment

www.aatod.org
www.drugabuse.gov/NIDAhome.html
WwWw.comproviders.com

www.sccdads.org






Alcoholism, Addiction,
Disability & Discrimination

John de Miranda, Executive Director,
National Association on Alcohol,
Drugs and Disability




Antidotes to Discrimination

A Civil rights movement

A Women'’s rights movement
A Disability rights movement
A Recovery rights movement

ADP Conference
Copyright 2006 NAADD




The Alcohol, Drugs and Disability
Connection

The legal protections for alcoholics and
addicts (active or In recovery) derive
exclusively from disability rights
legislation. There is no “Americans
with Addictions Act.”

ADP Conference
Copyright 2006 NAADD



The Rehabilitation Act of 1973

Disability defined:

“A physical or mental impairment
that constitutes or results In
substantial impairment to
employment, or that substantially
limits one or more major life
activities.”

ADP Conference
Copyright 2006 NAADD
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Section 504

“No otherwise qualified handicapped
Individual in the United States...shall
solely by reason of his handicap, be
excluded from the participation in, be
denied the benefits of, or be
subjected to discrimination under any
program or activity recelvmg federal
financial assistance.’ : :

ADP Conference 6
Copyright 2006 NAADD



Americans with Disabilities Act

Disability defined: A person who has

C A physical or mental impairment that
limits one or more major life activity

C A record of such an impairment

C Is regarded as having such an
Impairment

ADP Conference
Copyright 2006 NAADD



Major Life Activities:

Personal care tasks
Speaking
Breathing

Thinking

Learning

Working

Manual tasks
Walking

Seeing

Hearing

D Dt Dt D P D P D

ADP Conference
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Recovery Advocacy

ADP Conference
Copyright 2006 NAADD



Disability Advocacy

ADP Conference
Copyright 2006 NAADD
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Relevant Case Law

A Alaska v. Exxon
A EEOC v. Exxon

A Hernandez v. Hughes Aircraft Sys

]
n350¢,
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Trends In the Law and Public Policy

When does recovery start?

Who iIs covered (no active illicit drug users)?
Loss of SSI benefit for addiction
“Correcting” a disability

Veltri v. United Parcel Service

Morgan v. Wright

> D> B P P D
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Anti-discrimination Initiatives

A Join Together / American Bar Association Policy
Panel

A Faces and Voices of Recovery

A Johnson Institute Recovery Ambassadors
Workshops

A SAMHSA “Know Your Rights” Brochure

ADP Conference 14
Copyright 2006 NAADD



The Alcohol, Drugs and Disability
Connection

“The alcohol and drug field’s public
education efforts have focused on
trying to convince policymakers and
the public that addiction is a disease.
The results of these attempts have
been mixed, and the time has come
to consider shifting efforts to the
disability paradigm.” *

ADP Conference 15
Copyright 2006 NAADD



Recovery Rights Movement

We are confronting discrimination in health
and life insurance, housing, education,
employment, and social services and are
demanding the privileges and benefits
available to other citizens. We are moving
beyond our own personal recoveries to
become catalysts for social change. The
time to define the American recovery
movement as a civil rights movement“ {
arrived. william White %,43« .

o
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National Association on Alcohol,
Drugs and Disability, Inc.

2165 Bunker Hill Drive
San Mateo, CA 94402-3801

650.578.8047

TDD 650-631-1821

fax: 650-286-9205

E-mail: solanda@sbcglobal.net
www.naadd.org
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Major Paradigm Shifts

o Substance abuse treatment establishes
women and children’s programs and
adopts gender-sensitive programming

 Mental health adopts a recovery
perspective

e Trauma moves into foreground and
becomes a unifying and central concept
for both fields




Why Trauma-Informed Services?

* A significant proportion of men and women
entering services for substance use disorders
have histories of trauma (Brems, 2004, Clark,
2001, Farley, 2004; Medrano, 1999;
Moncrieff, 1996; Rice, 2001)

* Clients may not be “in touch” with their
trauma history and thus not disclose without
provider prompting (Harris and Fallot, 2001)




Why Trauma-Informed Services?

continued

 When the provider is not aware of trauma
history, the client can inadvertently become
re-traumatized by the system (Harris and
Fallot, 2001)

e Re-traumatization or insensitivity to trauma
can result in failure to engage Iin services
(Farley, 2004) and poor treatment outcomes
(Easton et al., 2000; Ouimette et al., 1999)




Definition of Trauma

 Trauma means experiencing,
witnessing, or being threatened with an
event or events that involve actual
serious Injury, a threat to the physical
Integrity of one’s self or others or
possible death. The responses to these
events include intense fear,
helplessness, and/or horror.




Core Principles for Treatment of
Individuals with Trauma Histories

 Integration of services
 Trauma-informed (TI) services

* Involvement of recovering persons into
design and delivery of services

 Comprehensive array of services




Trauma-Informed Services

Take the trauma into account.

Avoid triggering trauma reactions and/or
re-traumatizing the individual.

Adjust the behavior of counselors, other staff,
and the organization to support the individual’'s
coping capacity.

Allow survivors to manage their trauma
symptoms successfully so that they are able to
access, retain, and benefit from the services.

Source: Adapted from Maxine Harris, Ph.D.




Trauma-Specific Interventions

e Services designed specifically to address
violence, trauma, and related symptoms and
reactions.

* The intent of the activities Is to increase skills and
strategies that allow survivors to manage their
symptoms and reactions with minimal disruption
to their daily obligations and to their quality of life,
and eventually to reduce or eliminate debilitating
symptoms and to prevent further traumatization
and violence.

Source: Adapted from Maxine Harris, Ph.D.




Stages of Trauma Recovery
Treatment Aims

o Stage One: ESTABLISHING SAFETY
— Securing safety
— Stabilizing symptoms
— Fostering self-care

e Stage Two: REMEMBRANCE & MOURNING

— Reconstructing the trauma
— Transforming traumatic memory

o Stage Three: RECONNECTION
— Reconciliation with self
— Reconnection with others
— Resolving the trauma

H Judith L. Herman, 1992




Trauma-Specific Models

o Utilized in Women with Co-Occurring
Disorders and Histories of Violence Study

— Seeking Safety
— Trauma Recovery and Empowerment (TREM)
— TRIAD
— Atrium
* Another model utilized in women’s substance
abuse treatment
— Helping Women Recovery/Beyond Trauma




Common Features

 Stage One
— Cognitive-behavioral
— Teach coping skills

— Group curricula, but could be utilized in individual
sessions

— Can be co-facilitated by a professional and a peer




Providing Trauma-Specific Services

 Stage One

— Trauma groups for education, skill-building,
support, and connection

e Stage Two
— Individual counseling




/)2

SAMHSA’s Women with
Co-Occurring Disorders and
Violence Study (WCDVS)




AIIieS*

PROTOTYPES

Boston Consortium of
Services for Families in
Recovery

Women Embracing Life &
Living (W.E.L.L.)

New Directions
for Families

*

Franklin County
Women’'s Research

Project
Yokok
*

D.C. Trauma * Portal
Collaboration Project
Study

Triad Women'’s

Project *

The 9 National Program Sites




Local Outcome Study
Los Angeles Site

Baseline and 12 months assessments
completed by 136 Intervention and 177
Comparison group women (78% of Sample)

Measures:
— Addiction Severity Index (ASI)
— Brief Symptom Inventory
— Posttraumatic Symptom Scale (PSS)
— Life Stressor Checklist —revised
— Coping Skills Scale




Baseline Demographic and Clinical Characteristics of Study
Population by Condition

Age (years) F(1,400) = 0.01, ns
mean (SD) 33.15 (8.45) 33.26 (8.89)
range 18 to 59 18to 61
Education (years)
Mean (SD) 11.60 (2.13) 11.61 (2.24) F(1,397) = 0.00, ns
Race/ethnicity (%) X2 (N=402, df=1) = 2.36, ns
Hispanic 26.74 26.06
White 39.04 35.40
Asian/Pac. Islander 0.53 0.93
Black 20.86 24.11
American Indian 10.70 12.57
Biracial 2.14 0.92
Relationship Status (%) X2 (N=402, df=1) = 0.29, ns
currently partnered 29.41 27.40
previously partnered 32.09 31.60
never partnered 38.50 40.90
Number of Children
mean (SD) 2.37 (1.87) 2.60 (2.22) F(1,400) = 1.30, ns
Confinement in jail (% ever) 91.44% 80.47% X2 (N=401, df=1) = 9.64**

NOTE: ns = not statistically significant, * p < 0.05, ** p < 0.01, *** p < 0.001, *** p < 0.0001




Baseline Demographic and Clinical Characteristics of Study
Population by Condition (continued)

Required to be in treatment (% yes) 64.61% 38.14% X2 (N=402, df=4) = 41.85***
Serious physical iliness or disability (%
yes) 40.32% 34.41% X2 (N=401, df=2) = 5.20, ns
Mental heath case (% yes) 61.50% 63.72% X2 (N=402, df=1) = 0.64, ns
Childhood physical or sexual abuse (%)

none 28.88 28.37 X2 (N=402, df=3) = 1.03, ns

low 32.62 34.41

moderate 24.06 20.46

high 14.44 16.74
Any interpersonal abuse in the last 6
months (% yes) 52.46% 60.47% X2 (N=393, df=2) = 2.56, ns
History of homelessness (% ever) 74.33% 68.37% X? (N=402, df=1) = 1.73, ns
Most troublesome drug (%) X2 (N=402, df=6) = 16.66*

Heroin 3.3% 3.7%

Cocaine/crack 21.7% 22.8%

Methamphetamine 38.6% 32.6%

Alcohol 7.5% 9.8%

Alcohol and drugs 12.08% 18.17

Poly drug 7.6% 10.7%

Hallucinogens/marijuana/other 9.3% 2.3%

NOTE: ns = not statistically significant, * p < 0.05, ** p < 0.01, *** p < 0.001, *** p < 0.0001




Results: Treatment Retention

« Women in the Intervention Group were less
likely to drop out than Comparison Group




Results: Treatment Outcomes

« On the PSS, there was greater improvement
for Intervention than Comparison Groups

e Use of coping skills increased from baseline
to 12 months for the Intervention Group, but
slightly decreased for the Comparison Group




Results: Effects of Treatment
Completion on Outcome

« Women who completed treatment showed
more improvement on most outcomes than
women who did not complete




Mean Scores at Baseline and at 12 Months, and Results of
Repeated Measures Analyses of Variance on Treatment Outcomes

ASl alcohol
Baseline M (SD)
12-month M (SD)

ASl drug
Baseline M (SD)
12-month M (SD)

GSI
Baseline M (SD)
12-month M (SD)

PSS
Baseline M (SD)
12-month M (SD)

Coping Skills
Baseline M (SD)
12-month M (SD)

Intervention

N = 136
0.18 (0.29)
0.06 (0.17)

N =135
0.19 (0.15)
0.04 (0.07)

N =136
1.07 (0.68)
0.80 (0.72)

N = 136
20.43 (10.22)
13.78 (11.10)

N = 134
52.61 (17.83)
56.32 (20.15)

Comparison

N =177
0.27 (0.35)
0.13 (0.23)

N =176
0.25 (0.14)
0.08 (0.11)

N =177
1.09 (0.69)
0.86 (0.77)

N =177
19.05 (11.84)
15.11 (12.91)

N =173
54.26 (17.51)
52.96 (20.09)

Statistical Test

IC:
Time:
X:

IC:
Time:
X:

IC:
Time:
X:

IC:
Time:
X:

IC:
Time:
X:

F(1,311) = 10.01**
F(1,311) = 55.96****
F(1,311) =0.53, ns

F(1,309) = 18.13****
F(1,309) = 330.29****
F(1,309) = 1.23, ns

F(1,311) = 0.25, ns
F(1,311) = 35.48%****
F(1,311) =0.34, ns

F(1,311) = 0.00, ns
F(1,311) = 60.91****
F(1,311) = 3.99*

F(1,305) = 0.23, ns
F(1,305) = 0.96, ns
F(1,305) = 4.12*

NOTES: On ASI, GSI, and PSS, higher scores indicate higher symptoms. On coping skills, higher scores

indicate greater skills. IC = main effects for intervention versus comparison condition, Time = main effects for
time (baseline versus 12 months), X = interaction between condition and time. ns = not statistically significant,
*p <0.05, * p<0.01, ** p <0.001, **** p < 0.0001.
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Coping Skills Scores at Baseline and 12 Months
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Post Traumatic Symptom Scale at Baseline and 12 Months
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Interaction Between Group, Treatment Completion & Coping Skills

Intervention/completed treatment

Intervention/did not complete
- = = .Comparison/completed treatment

Comparison/did not complete

70

65

60 -

Coping Skills Score

Baseline 12 months




Summary of Graphic Data

Women in the intervention group were less likely
to drop out than women in the comparison group

Use of coping skills increased from baseline to
12-months for the intervention group, but slightly
decreased for the comparison group

On the post-traumatic symptoms scale there was
greater improvement for the intervention group
than the comparison group

Not only did women in the intervention group
gain more in coping skills than women in the
comparison group, but these gains were specific
to women who completed treatment




Clinical Implications

Integrated counseling

Substance abuse outcomes

Mental illness outcomes

Trauma outcomes

Models of trauma-specific interventions

Trauma-informed services and
environments




Organizational Components of
Trauma Informed Services

o Administrative support
e Screening

Training

Hiring

Policies and procedures
Treatment philosophy




Administrative Support

Active support from people in leadership
positions Is essential

ldentify strategies to appeal to the individual such
as connecting trauma to COD or women'’s issues

Directly address the funding challenges by
finding low cost ways to begin to integrate T
strategies into existing practices

Regulatory requirements make a difference in
securing administrative support

Develop guiding principles for the organization




Guiding Principles on Tl Treatment

1. Client safety is of utmost importance — do no
harm!

2. Programs will strive to use comprehensive
and appropriate sensitive screening and
assessment tools and procedures

3. When possible, clients will be given the option
of same gender counselors

4. All staff will be trained in, and programs will
maintain, clear crisis intervention strategies




Guiding Principles on Tl Treatment

5. Programs are encouraged to create
consumer/helper partnerships

6. Maintaining balance between flexibility and
boundaries Is a challenging aspect of
delivering trauma-informed services

/. Programs will avoid using coercion and
punitive practices

8. Providing adequate supervision related to
trauma issues is vital




Sample of Detall Included In
Guiding Principles

Principle 1. Client safety is of utmost
Importance —do no harm!

Clinical staff will avoid triggering or re-traumatizing clients. They will
also understand how this can happen, even unintentionally, when
working with clients. Situations that occur in the treatment
environment where staff need to be aware that a client can become
triggered include observed UA'’s, night-time rounds in residential
programs, staff displaying an authoritative presence or tone, etc.

Program environments will be developed and maintained with
clients’ physical and psychological safety in mind. Safe, discreet
locations with locks and good lighting are essential. Basic practices
such as knocking before entering client areas and conducting
sensitive property searches are also important.




Screening

Address fears that screening will uncover
Issues that cannot be managed Iin service
setting

Provide information about trauma specific
resources

Recognize that the problems and issues faced
In Implementation of screening procedures will
vary based on service setting and modality

Integrate screening with other screening and
assessment to minimize burden




Training

* Integrate information into existing venues

— New employee orientation (clinical and
administrative)

— New staff training and competency checklists

— Descriptions of treatment philosophy
 |nitial agency training

— Disseminate Trauma-Informed Principles

— Involve outside experts

— Provide in service and other training




Training

e Ongoing training and supervision
— Provide regular agency and program level in-
service training

— |dentify committees and other groups who
have the responsiblility to stay abreast of
emerging literature and resources

— Provide supervisors with emerging literature
on trauma and recovery

— Encourage supervisors to share information
with staff and incorporate into their supervision




Individual Challenges

_ack of information

Resistance to change in practice
_ack of skills and knowledge
Concerns about impact on recovery




Organizational Challenges

_ack of leadership
Resources
Reqgulatory confusion

_ack of an approach to unify trauma within
treatment philosophy

Resistance to change

Difficulty prioritizing trauma among other
Issues presented by clients
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Presentation

A Omigins and Current Program

A Judicial Perspective

A Report on Program Outcomes

A Group-discussion on the G.I.LR.L.S. Program

AQ&A




Origins off G.1.R.L.S. Program

A Eirst San Mateo County: Drug Court 1995
A Since 1995> 5 additional drug courts

2 adult drug courts
I SACPA court (Prop 36)

| juvenile-court (males and females)

A 2002 G.ILR.L.S. Program




Current Program

A G.LR.L.S. Gaimning Independence &
Reclaiming Lives Successiully

A Program IDescription
components
collaborations
strengths and challenges

¢ Transition




Judiciall Perspective

Therapeutic jurisprudence and the G.ILR.IL.S.
Program

Gender-specific/responsive Services

Stories of recovery and progress.




Progiram Outcomes

A Process evaluation

A Client outcomes




Process Evaluation

Round' I;
Round [1:

Program mmplementation

Program operation

Gender-specitic services

Goals & Philosophy
Partnerships

Issues: Sanctions & Incentives
Strengths & Challenges




GEender-Specific SErVICes

A Detiition of gender-specific
A GIRLS Circle

A Clean and Sober Sisters

A G.I.LR.L.S. Book Club

A Continuing staff traming and development




Goals & Philesephy.

A Provide alternatives to residential placement
A Motivation: tools & social support
A Life changes with the helproit
mtensive & comprehensive
holistic AOD treatment

health and social services




Partnersnips

A Stakeholders and commumnity based services
A Family Services agencies

A Health services

A Mentoring groups and agencies

A Art programs

A 12 Step groups and communities

A Transportation

A Employment services agencies




Issuesi i limplementation Phase

A Sanctions & Inecentives

A Confidentiality




[SsuUes! I Operations Phase

A Sustainability

A Strengths & Challenges




G.ILRILC.S. Program
Client Outcomes

Evaluation research design
Participants

[Data Sources

[Data Analyses

Results

Sumimary.




Research [Design

A Pre-post comparison design

A Baseline to 12 month follow-up

A Assessed changes over time for key outcomes




Participants

A Girls between the ages of 13 and 18

A Significant drug or alcohol problems

A Current charge and offense history:




Data Sources

A The Government Performance Reporting Act
(GPRA) Data

A The Adolescent Addiction Severity Index
(ASI)

A The Juvenile Probation Management
[nformation and Client Data System (JP MIS)




Data Analyses

A Data Linkage: GPRA, ASI, and JP MIS
records were matched using client 1D numbers.

A Follow-up Rates:

Baseline

6 months

12 months

GPRA

31

76.6%

51.0%

ASI

74

44.9%

22.5%

Probation

79

NA

NA

A Descriptive and Inferential Analyses




Results

A Program enrollment

A 81 participants in GPRA data for the period of
Jan. 2003 through Jun. 2005

GPRA Enrollment

9
8
7
6
5
4
3
2
1
0
<




A Participant characteristics

Variables Mean (SD)

Age 16.2 (1.3)

Years of Education 9.1 (1.4)

Age at First Alcohol/Drug 11.6 (3.3)
Use

Number of Prior Treatment 2.0.(2.7)
Episodes




Percent ()

Ethnicity**
African American
Asian
Latina
White
Other

4.1 % (3)
15.3% (11)
50.0. % (36)
29.2 % (21)
1.4 % (1)

Problem Substance™**
Alcohol
Alcohol and Drugs
Amphetamines
Cannabis
Cocaine

Polydrug

13.9 % (10)
13.9 % (10)
23.6 % (17)
25.0.% (18)
1.4 % (1)
13.9 % (10)

Number of Months Incarcerated in Life
0'Months
1 to 6 Months
7 to 12 Months
More than 12 months

13.5 % (10)

68.9 % (51)
12.2 % (9)
5.4 % (4)

Has a Family member with a drug or alcohol problem

29.7.%(22)

Sexually abused during lifetime

33.8 % (25)

Physically abused during lifetime

35.1 % (26)




A Number of felonies prior to program entry (n=76)

Felonies Prior to Program Entry

No 80.3% (61)
Yes 19.7% (15)

A Number of misdemeanors prior to program entry
(n=77)

Misdemeanors Prior to Program Entry
23.4% (18)
41.5% (32)
20.8% (16)
13.0% (10)
1.3% (1)




AOutcome Analyses
U GPRA Outcomes

V Significant decrease in alcohol use and arrest at follow-up.

Baseline
(n=55)

6 month
(n=55)

p_
value™®*

Any alcohol use, past 30 days

22% (12)

11% (6)

010}

Any illegal drug use, past 30 days

36% (35)

7% (4)

NS

Currently enrolled in school or traiing

87% (48)

76%(42)

NS

Currently employed

4% (2)

18% (12)

Arrested, past 30 days

38% (21)

13% (7)

Receiving inpatient treatment, past 30 days

4% (2)

0% (0)

Receiving outpatient treatment, past 30 days

73% (40)

87% (48)

Used emergency room, past 30 days

2% (1)

5% (3)




U ASI Outcomes

V Significant decreases in the severity of drug use and
legal problems.

Baseline | 6 months | t-value
m=31) | (@=31)

Alcohol 0.05 0.03 1,27

Drug 0.08 0.04 2.18

Employment 0.97 0.97 -0.09

Legal 0.30 0.18 3.56

Medical 0.21 0.13 118

Psychiatric 0.29 0.23 1377

Social 0.34 0.27 1.82




UIProbation Outcomes

V Mean days in Phase I and mean days in program

Mean Days i Phase I | Mean [Days in Program

Mean (SD) 79.8 (25.6) 237.1 (139.3)
N 45 26

V Days 1n Phase I as compared to length of Program Stay

Days in Phase I | N M (SD) t-value | p-value
< 901days 200 | 261.9 (149.8) | 2.97 0.04
> 90 days 6 154.5 (33.4)




V Number of new violations since program entry (n=48)

New Violations Since Program Entry,
118.75%0 (9)
No 81.3%0 (39)

V Frequency of probation violation since program entry (n=44)

Program Violations Since Program
Entry

40.9% (18)
59.1% (26)




V Descriptive characteristics of program completers and
non-completers

Non-
Completers
(n=15)

Completers
(n=11)

t-value/

Chi-square
value

Age

15.7

1720

-2.57

Years of Education

8.7

9.9

-2.24

Age of First Use of Alcohol or Drugs

10:9

08

0.46

Number of Prior Treatment Episodes

1.3

1.1

0.39

Ethnicity
[Latino
Non-Latino

60% (9)
40% (6)

36% (4)
64% (7)

1.42

Problem Substance
Alcohol and Drug
Amphetamines
Cannabis
Alcohol or Other

47% (7)
13% (2)
13% (2)
27% (4)

9% (1)
27% (3)
37%:(4)
27% (3)

Family Members with a Drug or Alcohol
Problem

53% (8)

AE)




sSUummalny.

A Girls served by the program reflect a high risk
population

A GPRA outcomes : a significant decrease im
alcohol use and number of arrests and a
significant merease m employment

A ASI outcomes: significant decreases in
severity of both drug and legal problems

A Girls remaining in Phase I for shorter periods
had longer overall retention in program




Thank You
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Data collection Sites

1) Clean and Seher Transitienal Living (ESIL)

Fair ©aks, Califernia

2) Optiens fior Recoverny.
Berkeley, Califernia




Central
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more: te previde long term, alcehel and
diitig free Iiving envirenments o) clients Wno
ane completing residential treatment,

attending eutpatient programs, leaving

[lNcanceraton, or seeking alternatives, 1o
fermal treatment.




What Arer Seher Living IHouses?

Ereestanding House Chiaracteristics:
Alcohol-and drug-freeliving envirenments

Selirsupporied

Secial medel recovery philesephy

IR conjUncoRIWIth formal treatment er as an
altermative




\Who) Goes to CSTIL?
(N=211)

DEemoegraphics

249 \\Nomen

72% White

36.5 Average Age

54.% Never Marred




Referral Sources

A 269 CriminallJustice

\ 23% Eriends/Eamily;

i 20%) Self

138% Inpatent/Residential

18% Other




12-Vienthr DSV Sukstance
Dependence

A 49%, Methamphetamine
A 43% Alcohol
A 2506 Marijuana

A" 2195 Cocaine




Pos|iive Screen for Psychiatric
DISerders

A 46%) Soecial anxiety
A 41%) Generalizedl anxiety

A 389 Post Traumatic Stress Disorder

A" 350 Major Depression

A" 30%) Psychotic Disorders




fhe “Evaluaton efi Seker Living
IHouses” Project

5-year lengitudinal stuady,

Intenviews at baseline, 6, 142, andl 18 months

300 residents, 2 agencies, 18 seher lIiving NoUSes

Eellows) upreveny persen ennelled in the study.




QuUtcome: Measures

6/ VMlenth measures off alcenol and drug
CORSUMpPLIoNE

1) NUmber ot moenths used any sulkstance
2) Peak Density

Addiction; Seventy Index

INUmbEr off days Worked past six moentis

Briel Symptom! Inventory: Glohal Severity,
Index




Six Vienth Descriptive: Eindings
("=101)

A 40% Residing at the IHouses at 6-months

A Substance use over past 6 months

— 36% No Use
— 21% ©ne moenth

12-step meetings
— Viean of 80'meetings




Imprevement from; Baseline o 6-
Mientihs

\/ariable Z score

Number off MonthsiUsed Any: -4.37*
Alcehol/Drugs Past 6! VMienths

Peak Density Ameng Relapsers: -2.67
(N=65)

Daysi\Woerked Past 6/ Viontns 477

\ Arrests 2.6%*

Wilcoxon| Signed Ranks Tiests,
***9=<.001, **p=<.01,




Imprevement from; Baseline o 6-
Months

\/ariahle Z Seole

- AS| Alcohol 2. 5%

i AS| Drug -1.9+

i AS| Employment -5, 2%%*

Psychiatric Severity D)

Note: Wilcexon Signed Ranks Tests;
=2 p<.001, **p=.01, *p=<.05, +p=.10




ransitional Houses, Affiliated with
Ireatment Programs

i Characteristics of Options for Recovery
IHOUSES

- MUst be atiending the eutpatient pregram

- Discouraged fiien Werking Until sehietyIs
well established

- Einancially’supporteditaroughr SSiier GA

- Maximum |engiiar el stay: tWe years




[Description off Options Residents
=210

A 92% Male
A Median age 43

A 560 African American, 31% White

A Slightly higher psychiatric severity: than
CSTL




6-IVienthr Descriptive Eindings
IN\=22)

A 86% still residing in the houses

A 77% completely clean and seber

A Of 5who relapsed, 3/ used less than 3/ days




Baseline and 6-IVienth Compansens

A Substance Use

[Carge: and signiiicant reduction N menths Used any.
substance (p<.001)

Ameng| relapsers, significant reduction In peak
density (p<.05)

Note: Paired ceomparnisens lhased on Wilcoxon Signed
Ranks Tiests




Baseline and 6-IVienth Compansens

Cegal

Significant reduction: I NUMIBEN 6 arresis past 6
months (p=.05)

\Work

NG differences I employment or financial
assistance

PSychiatic
INOHimprovement

Noete: Paired comparisons hased en Wilcoxon Signed
Ranks Tests




Conclusion

Residents, In ot types of NBUSES) SeW,
Imprevement. Wersheuld de more: e
previde lengl term, alceholiand drug free
IVIRG enVIreGRMERLS e clients completing
iesidential treatment, attending outpatient

programs, leaving/incarceration, or seeking

alternatives to'fermal treatment.

Question: Wiy den't Wwe'have more
transitional and seker IVing MeUSES; for
clients? \Wihat are the bariers?










« Family level strategies
« Agent-related strategies

» « Community level strategies




Prevention (healthy community, primary)
* Prevention (individuals, secondary)

 Indicated Prevention and Intervention

« Treatment (different modalities, levels of service,
approaches)

* Recovery Support (healthy community)




slightly higher for girls (18. O% compared with 17.2%
for boys). (nsbuH, 2004)

* Young women tend to use substances to:
O improve mood
self-medicate mood disturbances

o)
O increase confidence
o lose inhibitions

0 enhance sex

o)

lose weight




Common Characteristics of
Substance Abusing Women

Lack of self-esteem and self-efficacy
Intergenerational addiction
Pregnant or caretakers of children

Relationships that encourage use and are unsupportive
of treatment

History of trauma and childhood abuse
Co-occurring disorders, PTSD
Lack of intervention strategies or treatment options

May need- economic, parenting, life-skills & housing for
recovery support



« Some don’t know that use is bad for the
baby.

» Dependency or need to cope with
Intolerable life conditions

 Reduces the pain associated with guilt, fear
and grief.




Broad Range Strategies to
Reduce Perinatal Substance Use

« Stop substance use in women of child
bearing ages through screening, education,
Intervention and treatment.

¢ Stop pregnancy in substance using women
through education and birth control.

 Change community institutions to
discourage substance use during pregnancy
and provide for supportive interventions.



Broad Range Strategy 1.

Stop substance use in women of child
bearing age through screening,
education, intervention and treatment.




 Use Occurs on a Continuum

* Pregnancy is a special stage in
women'’s lives.

« Supportive Relationships, Education
and Alternatives

of I\/Iitivational Interventions
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 Experimental Use
 Responsible Use

« Episodical or Situational Abuse
 Chronic Abuse

\  Dependency

Y\ A
~7\

WA
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| %

~* Abstinence




Responsible Use: Pregnancy
changes everything

* Responsible Use “non-problematic use”
changes during pregnancy.

« Qutreach, education and prevention
Initiatives can eliminate experimental and
“responsible” use during pregnancy.

 Approaches include: media campaigns,
educational programs, alternative activities,
promotion of healthy living and affective
(feeling programs).



Addressing Situational Abuse

« Situational/Episodic Abuse is time-limited
problem use.

« Women are relational in alcohol/drug use,
may only use under specific
circumstances.

e Screening, assessment and intervention
may include: education, development of
support system, alcohol/drug counseling,
brief interventions.



SHIELDS Prevention Efforts

* Informational/Educational sessions in community
based settings, health fairs, church gatherings.

« Alumnae talks.

 SHIELDS Federal Healthy Start Program oversees
several case management programs that provide
prevention activities to pregnant and post partum
women with children under age 5, i.e. Best Babies,
Immunization.

 The Heros and Sheros program provides
prevention services to children 5-18 years old
whose parent(s) is a substance abuser.



efforts specific to women?
* Opportunities
* Challenges




* Outreach, Screening ngagemen

¢ Assessment, Intervention & Engagement
 Treatment

* Children’s Services

 Recovery Support




SHIELDS Outreach, Screening &
Engagement

« SHIELDS has a Outreach Component
consisting of 8 outreach workers who
also provide transportation and
brokerage of assessment services.

* Many of the Outreach Workers are
alumnae of SHIELDS programs.

e Cultural Competency

« CalWorks Supportive Services
Screening Pilot

« Healthy Start Screening Tool



screening and engagement?
* Opportunities
* Challenges




- Outreach, Engagemen creening

> « Assessment, Intervention & Engagement
 Treatment

« Children’s Services
/  Recovery Support




SHIELDS Assessment,
Intervention & Engagement

« SHIELDS Community Assessment
Center provides assessments for all
community members seeking
substance abuse or mental health
services.

« A case manager provides follow-up to
assure that clients link with services.



 What are other examples o
assessment, intervention and
engagement?

* Opportunities
. » Challenges




¢ Outreach, Engagement & Screening
¢ Assessment, Intervention & Engagement
>+ Treatment
* Children’s Services
/  Recovery Support




Gender Responsive Treatment

« A substantial body of research identifies unique
characteristics of women with substance use
disorders.

Characteristics of Gender Responsive Services

* Relational

« Strength-based, motivational
« Comprehensive

 Trauma informed

 Address the different pathways to use, consequences
of use, motivation for treatment, treatment issues and
relapse prevention needs unique to women



SHIELDS Gender
Responsive Treatment

« SHIELDS administers three gender
specific substance abuse treatment
programs, i.e. Genesis Family Day
Treatment, EDEN Family Preservation
Dual Diagnosis Program, EXODUS.

* Programs provide specialized groups
such as women’s issues, sexual abuse
and domestic violence.



responsive treatment?
* Opportunities
* Challenges




¢ Outreach, Engagement & Screening
¢ Assessment, Intervention & Engagement
* Treatment

> Children’s Services
/  Recovery Support




Children’s Services

« Parenting Support
« Safe, structured environments

« Healthy pregnhancies result in improved
birth outcomes

« Therapeutic interventions for
developmental lags

* Age appropriate counseling, recreation
and educational activities

* Youth Development
» Advocacy and case management



SHIELDS Children’s Services

* Reunification Groups and services at all
SHIELDS Perinatal Programs.

* Family Preservation, Family Support,
Adoption Support

« SHIELDS staff attend Team Decision Making
Meetings with the Department of Children
and Family Services

/ Paint of Engagement Project
¢+ Partnership for Families: The ACT Program



Innovations in children’s services?
* Opportunities
* Challenges




¢ Outreach, Engagement & Screening

¢ Assessment, Intervention & Engagement
* Treatment
* Children’s Services

>+ Recovery Support

\




Recovery Support

« After Care and Alumni  Child care

Programs :
* [ncome maintenance

. Relapse_Prevention and emergency needs

e Supportive assistance
Relationship Network _ | _

| e * Vocational, academic

_ _ education services
« Family Strengthening

. Employment and * Faith based

vocational support organization support
. Transportation « Recovery management
o/ Safe Communities « Crisis Intervention

= Prevention Approaches



SHIELDS Recovery Support

* Life-Time Aftercare Services

« All clients are case managed at
least one year post discharge

* On-Site 12-Step Meetings

* Vocational Services

* Housing

* Drug-free, supportive community



and community support for women and
families?

* Opportunities
. » Challenges




Stop pregnancy in substance using
women through education and birth
control.




Prevent Pregnancy
In Substance Users

Teens - same at-risk population encourage joint prevention
programs

Educate teens about substance use and sexuality
Assertiveness training

Provide access to low-cost, no-cost effective birth control
Reduce the effects of the sex trade

Provide for grief counseling when a mother looses a child
regardless of how.

Collaborate with AOD programs, homeless services,
domestic violence shelters and other agencies to offer
family planning/birth control services for at-risk women.



Broad Range Strategy 3

Change community institutions to
discourage substance use during
pregnancy and provide for supportive
Interventions.




« Communi ucation
* Policy Development

* Fighting Stigma

* Provider Education

« Collaborative Participation




Community-Based Prevention

 What are other examples of community
based prevention (such as policy
development, fighting stigma,
collaborations and education) specific
for women and families?

* Opportunities
*/Challenges



« How can we work together to further
Integrate prevention and treatment for
women and pregnant women?
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“A popular gevernment witheut pepular
Infermation or the means off acquiring It, Is
pUt a prologue to a farce or a tragedy: or

perhaps both™ - James Madison




Performance Measurement

Assessing how
well an

organization is
achieving its
mission




Why Measure Performance?

A To communicate the results of
programs and services

A To promote accountability
A To provide focus
—A To guide in decision making

A Because what gets measured gets
done



We make decisions based on

A Values and Beliefs
A Assumptions

A Personal Observations and
Knowledge

A Past Practice
A Intuition
A Politics



With Performance Measurement
decisions also are based on:

A Measurement data

A Results



What’s In It for You?

Performance Measurement:

IS @ good management tool - Providing
better information for effective decision-

making

drives improvement - Sharpening your
focus

supports planning - Quantifying your
strategies




A Working Organization Has

Inputs Processes Outputs  Outcomes

Resources Stepsto Products & Results that

consumed produce services accomplish
by the the output produced the mission
system (procedures, (reports, (satisfaction,
(budget work plans, approvals, safety,
equipmer;t work flow, etc.) licenses, education, etc. )

human arrests, etc.)

resources)



Trivial Many/Vital Few

We live in a World of facts, however..

Data are
are Not Cacts

Relevant

Vital Few: Data
that Best Aligns
With Outcomes




GOVERNMENT PERFORMANCE

RESULTS ACT (GPRA)

Purposes:

Improve the confidence of the American people

by

systematically holding Federal agencies

accountable for achieving program results.

m
QU

m
m

nitiate program performance reform.

orove Federal program effectiveness and
nlic accountabillity.

orove service delivery

prove congressional decision making and

Internal management of the Federal Government.



NATIONAL OUTCOME
MEASURES (NOMS)

A set of domains and measures that SAMHSA will use to
meet the reporting requirements of GPRA.

Ten domains:
Abstinence
Employment/Education
Crime and Criminal Justice
Stability in Housing
Access/Capacity
Retention
Social Connectedness
Perception of care
Cost Effectiveness
Use of Evidence-Based Practices




NATIONAL OUTCOME
MEASURES (NOMS)

Improved performance management practices can help
SAMHSA:

Meet SAPT Block Grant obligations;
Allow SAMHSA to respond to GPRA and PART,
Document and justify requests for discretionary
funding;
Quickly identify declining or improving services.
Develop an objective baseline for program, provider,
and personnel reviews and performance contracts;
Achieve effective, strategic application of resources;
Develop and sustain partnerships, and coordinate
resources and responsibilities across multiple services
systems and agencies.



PROGRAM RATING ASSESSMENT
TOOL (PART)

Developed to assess and improve program performance
so that the Federal government could achieve better

results.

ldentifies strengths and weaknesses to inform funding
and management decisions.

The premise behind PART:

- Federal programs should receive taxpayer dollars only when they
can prove they achieve results.

- Good government is responsible to the people whose dollars it
takes to fund its operation and must have as its core purpose the
achievement of results.

- The burden of proof of those results is on each federal agency.
- There can be no proven results without accountability.



PROGRAM RATING
ASSESSMENT TOOL (PART)

PROGRAM RATINGS

Performing: Effective
Moderately Effective
Adequate

Not Performing: Ineffective

Results Not Demonstrated



CALIFORNIA OUTCOMES
MEASUREMENT SYSTEM (CalOMS)

Statewide, client-based data collection and outcomes
measurement system.

Will allow ADP to effective manage and improve
provision of services at the state, county and provider
levels.

Any provider that receives public funding for treatment
services and all NTP providers must report CalOMS
data for all clients receiving treatment.

A CalOMS Prevention data collection and reporting
system is currently under development by ADP.



ADP Office of Performance
Management

Formerly the County Monitoring Branch in the
Treatment Section of Program Services
Division

Outcomes of the Office include:

dentification of performance of treatment
orograms in counties.

dentification of best and effective practices for
replication.

Assistance to those counties and/or programs
which are not meeting performance

expectations.




Office of Performance Management will use
iInformation/data provided by the counties
through CalOMS and other county data
collection systems.

Goal will be to assist counties and providers
to achieve the targets set by SAMHSA and
encourage and enable programs to provide
optimal services for clients.
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LGBT

(Lesbian — Gay - Bi— Transgender) have
gained visibility in recent
years

* Yet many remain hidden
—Stigma regarding
homosexual behavior
remains very strong in
the African American,
Latino and Asian-Pacific
Islander communities

* Yet many remain hidden

—Even those who are
“Out” Iin other areas of
their lives are inclined to
be closeted when they
seek services for ATOD
Issues.

* Yet many remain hidden

Did you know that according to the
Center for Disease
Control/Massachusetts Department
of Education Youth Risk Behavior
Survey (1999), 33% of gay youth will
attempt suicide. In fact, gay teen
suicide attempts are four times that
of heterosexual youth.

With regard to suicide attempts, several state and
national studies have reported that high school
students who report to be homosexually and
bisexually active have higher rates of suicide
thoughts and attempts in the past year compared
to youth with heterosexual experience NIMH




* WHY

—Many LGBT’s with ATOD issues have failed
to benefit from existing programs and
services because the specific issues are
not addressed, and perhaps not
welcomed, in the majority of programs

— Or because a negative word or action
relating to their LGBT status makes it clear
that their safety depends on secrecy...

= Indicating that this type of reaction
or discrimination is commonly accepted.

« Consequently, many
agencies and programs
do not “see” the LGBT
clients they now serve,

the

This Report is Designed to:

¢ Provide an Overview of Needs

* Report the progress in improving access

Highlight the continuing gaps

Identify

¢ Improve cultural competency

¢ Emphasize the interface of ATOD & Other
Health/Social challenges facing LGBT's

« Increase attention to the intersection of LGBT
alcohol, tobacco, and other drug use and the
HIV/AIDS epidemic as a major public health
issue

LGBT DEFINITIONS

GAY

Sometimes used to refer to homo-sexual
persons of either gender. However,
most commonly refers to men who
primarily have emotional and sexual
attraction to men...[they] do not
necessarily have sex only with men...”

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org

LGBT DEFINITIONS

LESBIAN

A woman who has primary emotional
and sexual attraction to other women.
Sometimes leshian women engage in
sexual behaviors with men, even
though the women self-identify as
lesbian.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org

LGBT DEFINITIONS

BISEXUAL

Man or woman with a sexual and
affectional or emotional orientation
toward people of both sexes.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org




LGBT DEFINITIONS

TRANSGENDER

Person whose gender identity or gender
expression is not congruent with his or her
biological sex....usually live full or part time
in the gender role opposite to the one in
which they were born. “Transgender”... may
be used as an umbrella term encompassing
transsexuals, transvestites, and cross-
dressers.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,

and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org

LGBT DEFINITIONS

TRANSSEXUAL

Individual whose gender identity is that of the
opposite sex. There are female-to-male and
male-to-female transsexuals. A Transsexual
may or may not have had sex reassignment
surgery.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org

How many LGBT ’'s Are There?

There is no reliable data, due to:
» Fear of self-identification by many LGBT'’s

» Variances in the acceptance of LGBT labels:

“Sexual behavior acquires labels
only within a cultural context.”

LGBTs & ATOD:
What available studies indicate

e LGBTs are more likely to use alcohol,
tobacco, and other drugs than others,

Are less likely to abstain,

Report higher rates of substance abuse
problems, and

Likelier to continue heavy drinking/drug use
later in life.

LGBTs & ATOD:
What available studies indicate

e LGBTs ATOD use may be attributed to:
— Psychosocial pressures around coming out
— Or learning that one is HIV positive
— Fear of being “outed”
— Missing or limited psychosocial supports.

— Gay and Lesbian bars have been important
because they have provided a relatively safe
socializing environment-to which other drugs
were added later

— ATOD use may serve both to reduce internal
conflict and to facilitate otherwise forbidden
behavior

LGBTs & HIV/AIDS ==

* Meth use increases the risk of HIV transmission
by
— enabling and prolonging sexual activity
— sharing of needles when the drug is injected
— The advent of the “Circuit party” only increased

the likelihood of meth users to have unprotected
sex

Men who tested for HIV at anonymous test sites

found that meth users were 3 x more likely to be
HIV positive — souce: sacnacz 2008




LGBTs & HIV/AIDS ==

Meth use increases the risk of HIV transmission

by

— Drug’s dis-inhibiting effects

— Physiological changes in meth users that make
the HIV virus easier to transmit.

— Rates of HIV infection among gay and bisexual
men seeking help for meth dependence appear to
be dramatically higher than among their non-meth
using counterparts. souce: sonsei 2006

— Some HIV+ men report using meth to help control
certain symptoms, or to have enough energy to
accomplish everyday tasks. souce corman 20

LGBTs, Crystal Meth and
HIV/AIDS

« Theincrease of internet use provides a new venue for gay men

to anonymously meet each other for the purpose of a “hook-
up” and “PnP” denotes the use of meth during intercourse
Poly-Drug Use is becoming all to common

Rufus Wainwright conjectures that

gay men are particularly susceptible

to the lure of crystal meth. He says ,

“Years of sexual insecurity, the

low-grade discrimination you suffer,

the need to belong — speed takes care of all

that in one second.”

LGBTs & Tobacco

Recent figures show that California’s
LGBT community has a smoking rate of
30.4 percent—which is nearly double that
of the general population at 15.4 percent.
LGBT youth 18 to 24 smoke the most, with
a rate 2.5 times higher - 43.7 percent
compared to 16.6 percent.

LGBTs & Tobacco Advertising

“Sub-Culture Urban Marketing” or "Project
SCUM" for short- RJ Reynolds mid-1990’s
$30 million marketing plan aimed at the
homeless and gay folks in SF Castro
District...

Capitalizing on brand LGBT loyalty,
tobacco companies continue to market
heavily in LGBT rags and to LGBT events

Why these differences?

LGBT’'s use alcohol, tobacco, and other
drugs for the same reasons as others, BUT

LGBT's are more likely to do so because of
the stress of anti-gay social bias,

Added to the centrality of the LGBT bar to
community life, AND

Targeted alcohol/tobacco marketing

HOMOPHOBIA/HETEROSEXISM

“Members of stigmatized and marginalized minority

groups generally experience significant stress
(Mortisugu & Sue, 1983). [L/G/B] who are open...risk
alienation from their families, discrimination at work,
loss of custody of children, verbal harassment and
physical assault (Herek, 1991; Purcell & Hicks, 1996).
Conversely, those who are ‘closeted’ experience
regular, if not daily, stress concerning potential
discovery...(DePlacido, 1998)

Source: Hughes, T.L., and Eliason, M., 1999 draft Substance Use and Abuse in Lesbian, Gay,

Bisexual and Transgender Populations, SAMHSA/CSAP




Homophobia at Work

DeMuth pondering implications of the so-called
‘gay gene’:

“Wouldn't it be good if we could test for this
in utero, like Down’s Syndrome? There
aren’t many parents who’'d be happy
knowing they had a fetus they had reason to
believe would be a homosexual, any more
than they’d be happy to know it would have
Down’s Syndrome.”

Source: Stewart, J.B., The New Yorker, June 13, 1994

Two More Important Definitions

« Homophobia: Irrational fear or hatred
of lesbhian, gay, bisexual, or
transgender people.

» Heterosexism: Belief that
heterosexuality is the only “natural”
sexuality and that it is inherently
healthier or superior to other types of
sexuality.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org

INDIVIDUAL RISK FACTORS
FOR LGBT population

« Physical, sexual, or * Low self-
psychological esteem/efficacy
abuse/victimization ¢ Inadequate social

« School drop-out services

i ; * Homelessness
History of family b )
alcohol/drug * Pro-use normsin

the community
problems
- » Lack of role models
Attempted suicide

Source: Prevention Primer, 1994,
Center for Substance Abuse
Prevention/ SAMHSA, DHHS

LGBT Adolescent Risk Factors

» Sense of self as worthless or bad

« Lack of connectedness to supportive
adults, peers

 Lack of alternative ways to view
“differentness”

» Lack of ATOD-free opportunities to
socialize with other LGBTs

 Risk of contracting HIV

Source: Preventing Alcohol and Other Drug Problems in the Lesbian and Gay
Community. 1995. “ Alive With Pleasure” conference handout.

Culturally Sensitive and
Appropriate ATOD Services for
LGBTs

¢ Services must acknowledge, respect,
support LGBT culture;

¢ Services that are not affirming of LGBTs are
not only nonproductive, they may increase
problems.

Source: Alcohol, Tobacco & Other Drug Problems & LGBT Individuals. 2002.
National Association of Lesbian & Gay Addiction Professionals:
www.nalgap.org

CALIFORNIA has led the nation in identifying problems
and encouraging development of appropriate programs
and services LGBT Californians

» 1992: CA ADP establishes LGBT Constituent
Committee

e 1994: Committee paper “Position Paper in
Support of a Request for Proposals...”

e 1995: CA ADP Technical Assistance contract
to PRTA

» 2006 — The CA Governor’s Prevention
Advisory Council — Meth Task Force
Developed




ATOD Services for LGBTs

¢ LGBT-identified/LGBT- “friendly” programs
and services are concentrated in the largest
coastal urban communities

¢ Existing programs and services do not meet
demand even where they exist

* Needs of LGBTs for ATOD services in
ethnic/racial communities, with disabilities,
etc., are not being addressed

CA COUNTY ALCOHOL/DRUG
ADMINISTRATORS-CADCA

In a 2003 sample of 18 counties:

» 2 reported having LGBT-specific services

» These are either unknown or non-existent in
rural counties

e One lin 4 currently refer clients to LGBT-
specific services

» 17 expressed interest in receiving LGBT
cultural competence technical assistance
and/or training — Ventura County 2006/7

Gay & Lesbian Centers

¢ In 2003, the person answering the phone
for most of the 25 Centers contacted could
not provide referral information for an
ATOD problem.

¢ Some said that hey had received such
queries in the past but had not known what
to suggest.

* These Centers may need targeted technical
assistance and training in order to correctly
refer LGBTs with ATOD problems

LGBT Cultural Competence:
Brief Checklist

Have/display policies of non-discrimination
specifically including LGBTs

Train staff/volunteers in LGBT cultural
competency and about LGBT ATOD risks
Respect/protect rights of clients & staff to
self-identify, or to decline to do so; private
disclosure to be kept confidential.

e Support coming out; provide strategies to
counter internalized homophobia

Brief Checklist (continued)

* Provide non-judgmental oral/written
references to LGBTs

* Promote information about links between
ATOD, HIV/AIDS, other problems

¢ Help HIV+ LGBTs establish, maintain an
ATOD-free lifestyle

¢ Recognize the role of ATOD in LGBT culture
and include risk-reduction message,
strategies

Checklist (continued)

¢ Include / encourage LGBTs on boards, task forces,
coalitions, planning groups, etc.

« Support and develop ATOD-free alternative activities

for LGBTS, particularly youth — (youth led focus

group training to gather data)

Promote responsible hospitality guidelines and

server training for LGBT community events where

alcohol is served

Help LGBT groups & events secure non-

alcohol/tobacco funding




Checklist (continued)

¢ Treatment providers need to address sexual
behavior as a co-occurring condition

* For Meth addicts acknowledge the failure for
tx has been shown to be an effect of the drug
itself on the brain rather as client resistance
or refusal to adhere to treatment — it has
been shown that programs that have adapted
to specific requirements of meth addiction
treatment, client outcomes have been shown
to be as good, or in some cases, better, than
among other drug addiction clients

Checklist (continued)

» Programs that address sexual behavior,

provide sexual counseling and healing, and
offer support for alternative socializing and
sexual life are more successful with this
population than those that do not

e Contingency Management (CM) and CM in

combination with cognitive behavioral
therapy (CBT) have been found to be more
effective treatments than CBT alone - Help
LGBT groups & events secure non-
alcohol/tobacco funding - source: Shoptaw 2004

Resources

California Alcohol & Drug Programs
http://www.adp.cahwnet.qov/
At the homepage, click
‘Constituent Committees’
Use drop-down menu, click “Gay,
lesbian...”
Download/print/copy “GLBT Position
Paper 2004”

Additional Resources

Lesbian, Gay, Bisexual and Transgender

NIDA (Nation Institute on Drug Abuse) - "Treatment

Curbs Methamphetamine Abuse Among Gay and

Bisexual Men".

National Institutes of Health News -

"Methamphetamine Abuse, HIV Infection Cause

Changes in Brain Structure”.

« Kaiser Network: Link Between HIV and

Methamphetamine - This website looks at the link

between crystal meth, risky sexual behavior, and HIV
transmission.

¢ NCSL Substance Abuse Snapshot - The linkages

between HIV and Methamphetamine.

Additional Resources

¢ Drug and Sexual Risk - Examines the drug and
sexual risk in four salient groups of men who have
sex with men in NYC.

¢ San Francisco Department of Public Health - Study
results showing the relationship between crystal
meth use and new HIV infections is far from a casual
connection.

e The New York Times -"Battling H.l.V. Where Sex
Meets Crystal Meth".

¢ AIDS Education Global Information System - "Meth
Use by HIV-Positive Men Rising: L.A. clinic's study
shows almost a third of gay and bisexual men found
to have the AIDS-causing virus last year admitting
using the drug”.

Additional Resources

* www.nalgap.org
 www.glma.org
* www.gayhealth.com
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LGBT

(Lesbian — Gay — Bi — Transgender) have
gained visibility in recent
years



 Yet many remain hidden

—Stigma regarding
homosexual behavior
remains very strong in
the African American,
Latino and Aslan-Pacific
Islander communities



 Yet many remain hidden

—Even those who are
“Out” In other areas of
their lives are inclined to
be closeted when they
seek services for ATOD
ISSUES.



 Yet many remain hidden

Did you know that according to the
Center for Disease
Control/Massachusetts Department
of Education Youth Risk Behavior
Survey (1999), 33% of gay youth will
attempt suicide. In fact, gay teen
suicide attempts are four times that
of heterosexual youth.

With regard to suicide attempts, several state and
national studies have reported that high school
students who report to be homosexually and
bisexually active have higher rates of suicide
thoughts and attempts in the past year compared

to youth with heterosexual experience NIMH




e WHY

— Many LGBT’s with ATOD issues have failed
to benefit from existing programs and
services because the specific issues are
not addressed, and perhaps not

welcomed, Iin the majority of programs

— Or because a negative word or action
relating to their LGBT status makes it clear
that their safety depends on secrecy...

- Indicating that this type of reaction
or discrimination is commonly accepted.



e« Consequently, many
agencies and programs

do not “see” the LGBT
clients they now serve,

the



This Report i1s Designed to:

Provide an Overview of Needs

Report the progress in improving access
Highlight the continuing gaps

dentify

mprove cultural competency

Emphasize the interface of ATOD & Other
Health/Social challenges facing LGBT’s

Increase attention to the intersection of LGBT
alcohol, tobacco, and other drug use and the
HIV/AIDS epidemic as a major public health
Issue




LGBT DEFINITIONS

GAY

Sometimes used to refer to homo-sexual
persons of either gender. However,
most commonly refers to men who
primarily have emotional and sexual
attraction to men...[they] do not
necessarily have sex only with men...”

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org



LGBT DEFINITIONS

LESBIAN

A woman who has primary emotional
and sexual attraction to other women.
Sometimes lesbian women engage in
sexual behaviors with men, even
though the women self-identify as
lesbian.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org



LGBT DEFINITIONS

BISEXUAL

Man or woman with a sexual and
affectional or emotional orientation
toward people of both sexes.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org



LGBT DEFINITIONS

TRANSGENDER

Person whose gender identity or gender
expression is not congruent with his or her
biological sex....usually live full or part time
In the gender role opposite to the one In
which they were born. “Transgender”... may
be used as an umbrella term encompassing
transsexuals, transvestites, and cross-
dressers.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org



LGBT DEFINITIONS

TRANSSEXUAL

Individual whose gender identity is that of the
opposite sex. There are female-to-male and
male-to-female transsexuals. A Transsexual

may or may not have had sex reassignment
surgery.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,

and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,
www.glma.org



How many LGBT ’s Are There?

There is no reliable data, due to:
» Fear of self-identification by many LGBT’s

e Variances in the acceptance of LGBT labels:

“Sexual behavior acquires labels
only within a cultural context.”



LGBTs & ATOD:
What available studies indicate

e | GBTs are more likely to use alcohol,
tobacco, and other drugs than others,

o Are less likely to abstain,

 Report higher rates of substance abuse
oroblems, and

 Likelier to continue heavy drinking/drug use
ater in life.




LGBTs & ATOD:
What available studies indicate

e | GBTs ATOD use may be attributed to:

— Psychosocial pressures around coming out
— Or learning that one is HIV positive

— Fear of being “outed”

— Missing or limited psychosocial supports.

— Gay and Lesbian bars have been important
because they have provided a relatively safe
socializing environment-to which other drugs
were added later

— ATOD use may serve both to reduce internal
conflict and to facilitate otherwise forbidden
behavior



LGBTs & HIV/AIDS =

 Meth use increases the risk of HIV transmission
by
— enabling and prolonging sexual activity
— sharing of needles when the drug is injected

— The advent of the “Circuit party” only increased
the likelihood of meth users to have unprotected
sex

Men who tested for HIV at anonymous test sites
found that meth users were 3 x more likely to be
HIV pOSItIVG — Source: Bachacz 2005



LGBTs & HIV/AIDS =

 Meth use increases the risk of HIV transmission
by
— Drug’s dis-inhibiting effects
— Physiological changes in meth users that make
the HIV virus easier to transmit.

— Rates of HIV infection among gay and bisexual
men seeking help for meth dependence appear to
be dramatically higher than among their non-meth
using counterparts. source sonsel 200

— Some HIV+ men report using meth to help control
certain symptoms, or to have enough energy to
aCComp“Sh everyday ta.SkS Source: Gorman 2004



LGBTs, Crystal Meth and
HIV/AIDS

The increase of internet use provides a new venue for gay men
to anonymously meet each other for the purpose of a “hook-
up” and “PnP” denotes the use of meth during intercourse

Poly-Drug Use is becoming all to common
Rufus Wainwright conjectures that

gay men are particularly susceptible

to the lure of crystal meth. He says,

“Years of sexual insecurity, the

low-grade discrimination you suffer,

the need to belong — speed takes care of all
that in one second.”



LGBTs & Tobacco

* Recent figures show that California’s
LGBT community has a smoking rate of
30.4 percent—which is nearly double that
of the general population at 15.4 percent.

 LGBT youth 18 to 24 smoke the most, with
a rate 2.5 times higher - 43.7 percent
compared to 16.6 percent.



LGBTs & Tobacco Advertising

e “Sub-Culture Urban Marketing” or "Project
SCUM" for short- RJ Reynolds mid-1990’s
$30 million marketing plan aimed at the
homeless and gay folks in SF Castro
District...

e Capitalizing on brand LGBT loyalty,
tobacco companies continue to market
heavily in LGBT rags and to LGBT events



Why these differences?

LGBT’s use alcohol, tobacco, and other
drugs for the same reasons as others, BUT

LGBT’s are more likely to do so because of
the stress of anti-gay social bias,

Added to the centrality of the LGBT bar to
community life, AND

Targeted alcohol/tobacco marketing



HOMOPHOBIA/HETEROSEXISM

“Members of stigmatized and marginalized minority
groups generally experience significant stress
(Mortisugu & Sue, 1983). [L/G/B] who are open...risk
alienation from their families, discrimination at work,
loss of custody of children, verbal harassment and
physical assault (Herek, 1991; Purcell & Hicks, 1996).
Conversely, those who are ‘closeted’ experience
regular, if not daily, stress concerning potential
discovery...(DePlacido, 1998)

Source: Hughes, T.L., and Eliason, M., 1999 draft Substance Use and Abuse in Lesbian, Gay,
Bisexual and Transgender Populations, SAMHSA/CSAP



Homophobia at Work

DeMuth pondering implications of the so-called
‘gay gene’:

“Wouldn’t it be good if we could test for this
In utero, like Down’s Syndrome? There
aren’t many parents who'd be happy
knowing they had a fetus they had reason to
believe would be a homosexual, any more
than they’'d be happy to know it would have
Down’s Syndrome.”

Source: Stewart, J.B., The New Yorker, June 13, 1994



Two More Important Definitions

« Homophobia: Irrational fear or hatred
of lesbian, gay, bisexual, or
transgender people.

 Heterosexism: Belief that
heterosexuality is the only “natural”
sexuality and that it is inherently
healthier or superior to other types of
sexuality.

Source: Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual,
and Transgender (LGBT) Health. 2002. Gay & Lesbian Medical Association,

www.glma.org



INDIVIDUAL RISK FACTORS
FORLGBT population

Physical, sexual, or
psychological
abuse/victimization

School drop-out

History of family
alcohol/drug
problems

Attempted suicide

Low self-
esteem/efficacy

Inadequate social
services

Homelessness

Pro-use norms in
the community

Lack of role models

Source: Prevention Primer, 1994,

Center for Substance Abuse
Prevention/ SAMHSA, DHHS



LGBT Adolescent Risk Factors

e Sense of self as worthless or bad

 Lack of connectedness to supportive
adults, peers

e Lack of alternative ways to view
“differentness”

 Lack of ATOD-free opportunities to
soclalize with other LGBTs

 Risk of contracting HIV

Source: Preventing Alcohol and Other Drug Problems in the Lesbian and Gay
Community. 1995. “Alive With Pleasure” conference handout.




Culturally Sensitive and
Appropriate ATOD Services for
LGBTs

e Services must acknowledge, respect,
support LGBT culture;

e Services that are not affirming of LGBTs are
not only nonproductive, they may increase
problems.

Source: Alcohol, Tobacco & Other Drug Problems & LGBT Individuals. 2002.
National Association of Lesbian & Gay Addiction Professionals:
www.nalgap.org



CALIFORNIA has led the nation in identifying problems
and encouraging development of appropriate programs
and services LGBT Californians

e 1992: CA ADP establishes LGBT Constituent
Committee

¢ 1994:. Committee paper “Position Paper In
Support of a Request for Proposals...”

e 1995: CA ADP Technical Assistance contract
to PRTA

« 2006 — The CA Governor’s Prevention
Advisory Council — Meth Task Force
Developed



ATOD Services for LGBTs

« LGBT-identified/LGBT- “friendly” programs
and services are concentrated in the largest
coastal urban communities

e EXIsting programs and services do not meet
demand even where they exist

e Needs of LGBTs for ATOD services In
ethnic/racial communities, with disabilities,
etc., are not being addressed



CA COUNTY ALCOHOL/DRUG
ADMINISTRATORS-CADCA

In a 2003 sample of 18 counties:
e 2reported having LGBT-specific services

e These are either unknown or non-existent in
rural counties

e One 1in 4 currently refer clients to LGBT-
specific services

17 expressed interest in receiving LGBT
cultural competence technical assistance
and/or training — Ventura County 2006/7



Gay & Lesbian Centers

In 2003, the person answering the phone
for most of the 25 Centers contacted could
not provide referral information for an
ATOD problem.

Some said that hey had received such
gueries in the past but had not known what

to suggest.

These Centers may need targeted technical
assistance and training in order to correctly
refer LGBTs with ATOD problems



LGBT Cultural Competence:
Brief Checklist

Have/display policies of non-discrimination
specifically including LGBTs

Train staff/volunteers in LGBT cultural
competency and about LGBT ATOD risks

Respect/protect rights of clients & staff to
self-identify, or to decline to do so; private
disclosure to be kept confidential.

Support coming out; provide strategies to
counter internalized homophobia




Brief Checklist (continued)

Provide non-judgmental oral/written
references to LGBTSs

Promote information about links between
ATOD, HIV/AIDS, other problems

Help HIV+ LGBTs establish, maintain an
ATOD-free lifestyle

Recognize the role of ATOD in LGBT culture
and include risk-reduction message,
strategies



Checklist (continued)

Include / encourage LGBTs on boards, task forces,
coalitions, planning groups, etc.

Support and develop ATOD-free alternative activities
for LGBTSs, particularly youth — (youth led focus
group training to gather data)

Promote responsible hospitality guidelines and
server training for LGBT community events where
alcohol is served

Help LGBT groups & events secure non-
alcohol/tobacco funding



Checklist (continued)

 Treatment providers need to address sexual
behavior as a co-occurring condition

 For Meth addicts acknowledge the failure for
tx has been shown to be an effect of the drug
itself on the brain rather as client resistance
or refusal to adhere to treatment — it has
been shown that programs that have adapted
to specific requirements of meth addiction
treatment, client outcomes have been shown
to be as good, or in some cases, better, than
among other drug addiction clients



Checklist (continued)

 Programs that address sexual behavior,
provide sexual counseling and healing, and
offer support for alternative socializing and
sexual life are more successful with this
population than those that do not

 Contingency Management (CM) and CM In
combination with cognitive behavioral
therapy (CBT) have been found to be more
effective treatments than CBT alone - Help
LGBT groups & events secure non-
alcohol/tobacco funding - Source: Shoptaw 2004



Resources

California Alcohol & Drug Programs
http://www.adp.cahwnet.gov/
At the homepage, click
‘Constituent Committees’

Use drop-down menu, click “ Gay,
lesbian...”

Download/print/copy “GLBT Position
Paper 2004"




Additional Resources

Lesbian, Gay, Bisexual and Transgender

NIDA (Nation Institute on Drug Abuse) - "Treatment
Curbs Methamphetamine Abuse Among Gay and
Bisexual Men".

National Institutes of Health News -
"Methamphetamine Abuse, HIV Infection Cause
Changes in Brain Structure".

Kaiser Network: Link Between HIV and
Methamphetamine - This website looks at the link
between crystal meth, risky sexual behavior, and HIV
transmission.

NCSL Substance Abuse Snapshot - The linkages
between HIV and Methamphetamine.




Additional Resources

Drug and Sexual Risk - Examines the drug and
sexual risk in four salient groups of men who have
sex with men in NYC.

San Francisco Department of Public Health - Study
results showing the relationship between crystal
meth use and new HIV infections is far from a casual
connection.

The New York Times -"Battling H.l.V. Where Sex
Meets Crystal Meth".

AIDS Education Global Information System - "Meth
Use by HIV-Positive Men Rising: L.A. clinic's study
shows almost a third of gay and bisexual men found
to have the AIDS-causing virus last year admitting
using the drug".




Additional Resources

e WwW.nalgap.org
e WWW.glma.org
« www.gayhealth.com
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California Department of Alcohol and Drug Programs
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Constituent Committee

Purpose:

The Lesbian, Gay, Bisexual, and Transgender Constituent Committee was established to advise
and assist the Director and Executive Staff of the California Department of Alcohol and Drug
Programs (ADP) in matters concerning alcohol and other drug abuse, prevention, and services.
The purpose of the committee is to improve and expand alcohol and drug services for the
lesbian, gay, bisexual, and transgender populations in California.

CA ADP LGBT Constituent Committee By-Laws, 2003
This Position Paper reflects the combined efforts of the Committee:

2003/04 Members, CA ADP LGBT Constituent Committee

Michael Browning, Sherman Oaks *Emilia Lombardi, West Hollywood
*Frank Cardoza, Yreka George Marcelle, Los Angeles
*Keith Folger, San Francisco *Maria Morfin, Sacramento
Sage B. Foster, Richmond Reyna O’Neil, Ventura
Terry S. Gock, Rosemead George Sonsel, Newark
E. Michael Gorman, San Francisco Loretta Worthington, Los Angeles

Michael Kerr, Long Beach

* Frank Cardoza, Keith Folger, Dr. Emilia Lombardi, and Maria Morfin left the Committee
during the development of this document, to which they contributed. The Committee is also
grateful to staff of Progressive Research & Training for Action (PRTA) for their help, and to
Norma Pate, at the CA ADP for her assistance and support of the Committee’s work.

A note about the title: Lesbian, gay men, and transgender individuals have gained visibility in
recent years. Some bisexual women and men have so identified themselves in public forums as
well. However, many LGBT people remain hidden. Even among those who are “out” in other
areas of their lives, many are still inclined to be closeted when they enter the healthcare system.
Anecdotally, many LGBT people with alcohol and drug problems have failed to benefit from
existing programs and services either because they perceived that LGBT issues are not
welcomed or addressed in the majority of alcohol and drug programs, or because a negative word
or action relating to their LGBT status made clear that their safety depended on secrecy.
Consequently, many, perhaps most agencies and programs do not “see” the LGBT clients they
now serve, these “invisible Californians.”
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Introduction

The California Alcohol & Drug Department’s LGBT Constituents Committee has developed this
report and the recommendations herein in order to:

VI.

VII.

Provide the ADP Director, ADP staff, and the Director’s Advisory Council (DAC) and
others with an overview of the needs of LGBT individuals for alcohol, tobacco, and
other drug education, prevention, intervention, treatment, and recovery support services;

Report progress in improving LGBT access to ATOD services in California since the
Committee’s inception and the subsequent establishment of a technical assistance
contract to promote LGBT cultural competence in the delivery of ATOD services;

Highlight the continuing gap between LGBT-appropriate, accessible ATOD services in
the State and the unmet need for such services among California’s large and increasing,
but often hidden, LGBT population;

Identify such community resources specific to the needs of LGBT people with ATOD
problems as are available to Californians, and some important national resources, as well;
and

Improve the cultural competence of all California ATOD programs and services for
serving LGBT individuals in their client populations. Recommendations intended to
promote such minimal cultural competence are included in the hope that ADP and
County Administrators will encourage adoption of these concepts among programs and
services under their direction.

Emphasize the interface of substance abuse and other serious health and social
challenges facing LGBT Californians, including but not limited to, crime and violence,
domestic violence, homelessness, school drop-out, unemployment, cancer and heart
disease, sexually-transmitted disease.

Increase attention to the intersection of LGBT alcohol, tobacco, and other drug use
and the HIV/AIDS epidemic as a major public health issue across the State, where gay
men remain the largest group of AIDS cases despite demographic changes in the disease
elsewhere in the U.S.

Our Recommendations to CA ADP are included, and several attachments.



Executive Summary

Lesbian, gay, bisexual, and transgender (LGBT) individuals use alcohol, tobacco, and other
drugs differently than do their peers in the general population. Social rejection and oppression
and internalized negative feelings about their LGBT identities, along with the prominence of bars
and clubs as safe centers for socialization, and alcohol and tobacco marketing targeting this
population increase LGBT risks for substance abuse. Early estimates of significantly higher
rates of alcoholism/addiction in this population have not been confirmed by more recent studies.
However, these studies have found that LGBTSs are more likely to smoke cigarettes, less likely to
abstain from alcohol, more likely to drink heavily and to do so later into life, more likely to use
other drugs, and more likely to report problems relating to their drinking and drug taking than
others.

Although many LGBT Californians have benefited from prevention, treatment, and recovery
programs designed for the general population, many others have not. Some have received
services only by concealing their LGBT identities. Among those whose LGBT identities were
revealed or suspected many have reported discriminatory and abusive practices by service
providers and/or other clients. Fear of such experiences discourages other LGBTSs from
participating in ATOD programs and services in the first place, particularly in the absence of any
indication that they will be welcomed and respected. The very few LGBT-identified programs
that exist do not begin to meet the needs for services, even for those LGBT Californians who
prefer segregated services. The majority depend, by necessity and often by choice, on
mainstream services. However, many of these have little or no competency in working with
LGBT individuals and their culture.

California’s LGBT Community Centers have not yet developed capacity for responding to
LGBT requests for ATOD prevention, treatment, or recovery programs. Of those County
Alcohol and Drug Program administrators who responded to a 2003 survey, few new how to
refer requests for services for LGBT individuals. Despite progress in the State lead by this
Committee, the CA ADP Technical Assistance contract to increased LGBT access to existing
services, and some landmark community-based programs, the prospects of an LGBT California
receiving adequate and appropriate prevention, treatment, and recovery support services are only
slightly better than they were a decade earlier. Meanwhile, AIDS remains primarily a gay male
epidemic in the State, even as the demographics of HIV infection have changed elsewhere, with
substance abuse a significant contributing factor.

There are actions ADP, the County administrators, LGBT and HIVV/AIDS organizations, and
communities can take to improve opportunities for LGBT Californians to receive appropriate,
quality prevention, treatment and recovery services. The Recommendations section of this paper
proposes several of these.



An Overview of the needs of LGBT’s

In 2002, the National Association of Lesbian & Gay Addiction Professionals (NALGAP)
published the article reproduced below on its website, nalgap.org, to summarize the current state
of knowledge regarding alcohol, tobacco, and other drug problems among members of
American’s lesbian, gay, bisexual and transgender communities. The California Alcohol & Drug
Department’s LGBT Constituent Committee acknowledges NALGAP’s contributions and
supports the contents of this summary. However, the Committee also notes, in the words of one
of the early drafts of California’s 1995 manual Preventing Alcohol and Other Drug Problems in
the Lesbian and Gay Community: “Sexual behavior acquires labels only within a cultural
context.” We respect those Californians who do not identify themselves with “LGBT culture,”
whatever their sexual choices, practices or gender identity may be.

In this regard, the Committee is also mindful that the number of people who may be sexually or
romantically attracted to both women and men is presumed to be much greater than the very few
who have been willing to self-identify as “bisexual” in a society that does not respect bisexual
identity. Some bisexuals consider themselves members of the LGBT community, others do not.

The term “transgender” has come to be applied to a complex range of decisions some individuals
make regarding gender, gender presentation, and/or their roles as sexual beings. Some among
them seek to live and be treated as heterosexual men and women and do not regard themselves as
“transgender” or identify with any of what the LGBT labels signify.

These caveats become increasingly significant in attempts to quantify alcohol, tobacco, and other
drug problems among LGBT individuals and to identify programs and services appropriate to
their needs. While research into the lives and health-related practices of lesbians and gay men is
woefully lacking, hardly any has yet been done regarding bisexual and transgender people. And
programs and services said to be “LGBT-friendly,” may actually have little or no competence in
serving transgender or bisexual clients.

Readers of this document will also be helped in their understanding of the issues this Committee
addresses by considering that youth — generally meaning adolescents in this paper — is another
“cultural context,” in which the labels we use may be inappropriate, ambiguous, or even
meaningless. Some of today’s ‘coming out youth,” have embraced “queer,” a word that carried
very negative meanings for earlier generations and is still not universally accepted among LGBT
people.

Finally, the Committee acknowledges that “Intersex” is an additional label sometimes linked
with LGBT concerns in recent years, generally referring to those individuals whose anatomical
gender at birth was ambivalent. According to advocates for the Intersex movement, the gender
of most of these individuals was determined surgically soon after birth, often without the
knowledge or agreement of the infant’s parents and with little consideration for how this surgery
might effect their lives. Some Intersex people identify with LGBT political and cultural life,
others do not. The Committee is respectful of these choices and hopes that some of its work is of
benefit to Intersex people, but cannot claim expertise regarding their needs or their alcohol,
tobacco, and other drug experiences.



There are other words and phrases in this document and in the literature on LGBT health that
may not be familiar to some readers. A detailed glossary is provided as Attachment A.

Herewith, NALGAP’s summary:

ALCOHOL, TOBACCO & OTHER DRUG PROBLEMS
& LESBIAN, GAY, BISEXUAL, TRANSGENDER (LGBT) INDIVIDUALS

Reliable information about the size of the LGBT population is not available for a number of
reasons: lack of research, fear of LGBT people to self-identify, variances in the acceptance of the
LGBT labels. This also makes it difficult to determine the extent of LGBT substance abuse
problems. But available studies indicate that LGBT people are more likely to use alcohol,
tobacco and other drugs than the general population, are less likely to abstain, report higher rates
of substance abuse problems, and are more likely to continue heavy drinking into later life.

LGBT’s use alcohol, tobacco and other drugs for the same reasons as others, but their likelihood
for doing so is heightened by personal and cultural stresses resulting from anti-gay bias. Reliance
on bars for socialization, stress caused by discrimination, and targeted advertising by tobacco
and alcohol businesses in gay and lesbian publications are all believed to contribute to increased
pressures on LGBT individuals to engage in substance abuse. Education, prevention,
intervention and treatment efforts for LGBT’s are further complicated by the LGBT
community’s dependence upon alcohol and tobacco funding sources to support basic community
services and cultural activities. Annual “gay pride” events, for example, are frequently sponsored
by these businesses, as are a great many HIV/AIDS organizations and AIDS awareness-raising
projects in which members of this culture are likely to participate.

“Homophobia” was coined in 1972 to describe fear and loathing of LGBT people by others.
Internalized homophobia is a form of self-limiting, self-loathing— an important concept to
understand in developing substance abuse services for this population. Anti-gay bias also results
in frequent hate crimes aimed at LGBT youths, adding further to the stress of homophobia and
heterosexism (an assumption that heterosexuality is the referred norm for everyone.) Since the
early 1980s “AlDS-phobia”—from both the outside world and as another form of internalized
negative self-perception— causes added stress for many LGBT individuals.

Preventing Alcohol and Other Drug Problems in the Lesbian and Gay Community (published in
1995 for “Alive With Pleasure,” a SAMHSA/CSAP-funded conference on the topic) lists five
substance abuse-specific risk factors for LGBT adolescents:

Sense of self as worthless or bad.

Lack of connectedness to supportive adults and peers.

Lack of alternative ways to view “differentness”

Lack of access to role models.

Lack of opportunities to socialize with other gays/lesbians except bars.
The risk of contracting HIV.



Recommendations for prevention strategies specific to LGBT individuals and communities
include:

Public education and policy advocacy aimed at eliminating heterosexism and
homophobia.

LGBT cultural competency training for community-based agencies, programs and
services, including those focused on substance abuse (e.g., police, health and social
services, education, faith community, families, and foster care).

Safer, alternative venues for LGBT youth and those in the process of forming their sexual
identities to “come out.”

b

Like other communities, the LGBT community is typified by its own history, customs, values,
and social and behavioral norms. It has clearly identified festivals, holidays, rituals, symbols,
heroes, language, art, music, and literature. Effective substance abuse prevention, intervention,
treatment, and recovery must both reflect and mobilize LGBT culture. Prevention and treatment
that are not affirming of LGBT people are not only non-productive, they may increase problems.
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Progress in meeting the needs for ATOD programs and
services of LGBT Californians

California has led the nation in identifying ATOD problems among LGBT individuals and
communities and in providing appropriate and culturally competence programs and services.
Indeed, the first attempt to determine the extent of alcohol problems in a gay population was
undertaken in 1975 in Los Angeles County. Titled On My Way to Nowhere: Alienated, Isolated,
Drunk: An Analysis of Gay Alcohol Abuse and An Evaluation of Alcoholism Rehabilitation
Services for the Los Angeles Gay Community. The project was “made possible by Public Monies
from Hughes Funds through Contract #25125 with Central Health Region, County of Los
Angeles,” under the auspices of what was then known as The Gay Community Services Center
(of Los Angeles, now the Gay & Lesbian Center-Los Angeles.)

1992 CA ADP LGBT Constituent Committee The LGBT Committee was established in 1992
to advise and assist the California Department of Alcohol and Drug Programs (ADP). The
purpose of the LGBT Committee is to improve and expand alcohol and drug prevention and
treatment services for the LGBT populations in California. Since 1992, the LGBT Committee
has achieved the following:

A Successfully lobbied to have Gay/Lesbian identified-or-friendly substance abuse services
identified in the State ADP publication, Treatment Works!, a resource directory for all
funded substance-abuse treatment programs in the state of California.

A Conducted a total of seven state-wide Town Hall meetings to assess prevention and
treatment needs for the LGBT population, and published the results in a handbook.

A Developed a position paper outlining LGBT prevention and treatment issues, which
resulted in technical assistance funding to implement education and training for
community organizations and programs. This technical assistance contract is funded
through Progressive Research and Training for Action (PRTA).

A Introduced an issue referral to State ADP to call together a constituent committee summit
in order to gather representatives of all underserved high-risk populations and create a
platform outlining prevention and treatment program and funding needs. The following
constituent committees were to be involved: Gay/Lesbian/Bisexual/Transgender,
African-American, Latin, Native American, Asian/Pacific Islander, Women, Disability,
Aging. The referral was unanimously approved by the director’s advisory Council and
planning for the summit was begun.

1991 The Stepping Stone Prevention Program, San Diego, a county-wide effort to apply
environmental prevention strategies to the alcohol problems of the county’s lesbian and gay
community, supported by contract funds from the San Diego County Alcohol and Drug Services
Department of Health Services. The Stepping Stone project was one of the first in the nation to
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conduct a community needs assessment specific to LGBT community culture and AOD
problems.

1992 Research Symposium on Alcohol and Other Drug Problem Prevention Among
Lesbians and Gay Men, organized by the EMT Group, Inc., “as part of a contract to the
California State Department of Alcohol and Drug Programs (DADP).”

The Symposium was held concurrently with the 14™ National Lesbian and Gay Health
Conference, 10" Annual AIDS/HIV Forum, sponsored by the National Lesbian and Gay Health
Foundation and the George Washington University Medical Center. Proceedings of the
Symposium were published by EMT in October 1992 and provided what was, in fact, a state-of-
knowledge report on U.S. research into alcohol and other drug problems among lesbians and gay
men.

1994 LGBT Constituent Committee “Position Paper in Support of A Request for Proposals
for a Gay/Lesbian Technical Assistance Contract.

1995 CA ADP Technical Assistance Contract to increase LGBT access to AOD Services in
California, to PRTA (originally Progressive Research and Training Alliance, now Progressive
Research and Training for Action).

1996 Alive With Pleasure: Prevention of Tobacco and Alcohol Problems in the Lesbian,
Gay, Bisexual and Transgender Communities. Co-organized by PRTA and the Coalition of
Lavender Americans on Smoking and Health (CLASH), this October 3-4, 1996 conference at
The Clarion Hotel, SFO, Millbrae, CA brought together policy makers, researchers, community
leaders, advocates, prevention and treatment programs, and constituents for state-of-the-art
presentations and recommendations for California’s LGBT population. The conference was
supported by a grant from the U.S. Center for Substance Abuse Prevention. Through an
agreement between organizers and CA ADP, a manual, Prevention Alcohol and Other Drug
Problems in the Lesbian and Gay Community, by Jill Kelly, LCSW under contract with The
EMT Group Inc., was published and provided to conference participants.

1996-97 Town Halls organized by the CA ADP LGBT Constituent Committee and PRTA
in San Diego, Riverside, Sacramento, and Fresno to obtain feedback from LGBT Californians
regarding their needs for substance abuse services, to raise their awareness about ATOD
problems as a serious public health issue within LGBT culture, and to increase visibility for the
Technical Assistance contract operated by PRTA.

1997 Community Prevention Council, a joint project of the Los Angeles Gay & Lesbian
Center and the Alcoholism Center for Women, under contract with LA-ADPA. On March 12,
1997, the CPC was formally presented to the LA County LGBT community in an all day Town
Hall Meeting, held in Fiesta Hall, Plummer Park, in West Hollywood.

Since 1997, the CPC — a county-wide coalition of individuals, agencies, programs and
organizations concerned with LGBT substance abuse issues — has sponsored a number of highly-
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visible and successful events, including ATOD-free activities for youth, Oasis of Pride ATOD-
free booths at annual gay pride festivals, awareness events and policy initiatives.

2000 Ventura County LGBT Coalition began surveying the Youth Empowerment Program
and gathered data about risk areas, drug use trends, HIVV/AIDS awareness and exposure. (A final
report is expected in 2004).

Since March 2003 the LGBT Coalition has sponsored alcohol free dances that have been very
successful. In 2004 they celebrate their 2" year.

In August of 2003 The LGBT Coalition presented their success, in the area of gathering
statistical data at Pride By The Sea in Ventura with anonymous breathalyzer testing, at the
California Prevention Summit. The final report is due to be published in June 2004.

In April of 2004 the LGBT Coalition co-sponsored an LGBT Friendly Health Providers Fair with
great success. The health fair introduced the community to service providers in the county.
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The continuing gap between CA LGBT needs and resources

County Alcohol & Drug Program Administrators

In September 2003, eighteen County A/D Administrators completed a survey consisting of seven
questions developed several years earlier for a previous attempt to obtain a “snapshot” of County
awareness of and resources for LGBT Californians (see Attachment D for details):

1. How would you classify your county? Rural Urban Mixed

Are you aware of the barriers to treatment for alcohol and drug problems experienced by
members of the lesbian, gay, bisexual, and transgender (LGBT) community?

Are there LGBT-specific services in your county?

Are there AA and/or NA meetings that are LGBT-specific?

Do you have LGBT-specific residential services in your county?

Do you refer to LGBT-specific facilities?

Are you interested in receiving LGBT cultural competency technical assistance?

no

No ko

Respondents were asked to check either ‘yes’ or ‘no’ for questions 2-6, and space was provided
for optional comments.

Nine ‘rural’ counties, eight ‘mixed’ counties, and one ‘urban’ county participated in the survey.
Given limitations of the questions themselves, this small sample size, and lack of follow-up, only
the broadest conclusions can be drawn from the results. However, a few findings confirm
anecdotal information members of the CA ADP Constituent Committee have reported and point
to statewide needs and opportunities:

e Only the “urban’ county and one of the ‘mixed’ counties have LGBT-specific services.

» LGBT-identified self-help programs either do not exist or are unknown to county
administrators in rural counties.

e Only four respondents currently refer to LGBT-specific facilities.

e All but one county indicated interest in receiving LGBT cultural competency technical
assistance.

Gay & Lesbian Community Centers

In 2003 there were approximated 25 Gay & Lesbian Community Centers (with varying official
names) throughout California. In developing this paper, the CA ADP LGBT Constituent
Committee telephoned most of these centers and asked the individual who answered a few
informal questions about how a call from an LGBT person seeking alcohol and/or drug services
would be helped. In almost every case, we were told that the Center did not know how to refer
such calls to qualified agencies, programs or providers in their communities, typically did not do
so, and had no resources of their own to offer. Some contacts went on to say that they had
received such queries in the past but were at a loss to know what help to suggest. Reliance on
volunteers to handle Center calls, many of whom had little training and experience, the attendant
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turnover in volunteer staff, lack of resources, including lack of adequate in-service training, are
all believed to contribute to these problems.

Until this informal survey was conducted, the Committee, and many others involved in LGBT
health in California had assumed that these Gay & Lesbian Community Centers were addressing
the need of LGBT’s with substance abuse questions and problems, knew of LGBT-identified or
LGBT-welcoming programs and providers in their areas and were filling an important health
need for LGBT Californians. It is the Committee’s belief that the mainstream healthcare system
has also erroneously seen the growth of Gay & Lesbian (or LGBT as many are now called)
Community Centers as at least a part of the solution to LGBT alcohol and other drug education,
prevention, treatment and recovery support needs.

Therefore, there is an immediate and urgent need for technical assistance and training for staff
(paid and volunteer) of California’s many Gay & Lesbian Community Centers. These Centers
need to develop capacity to identify appropriate resources in their communities to LGBT
Californians turning to them for help and information. They also need to know what resources
are available to them should they attempt to address unmet needs for alcohol and drug programs
and services for LGBT individuals. The current Technical Assistance contract CA ADP supports
through PRTA has the ability to deliver these kinds of training and technical assistance to these
centers, as indicated in one of this paper’s recommendations.
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Community ATOD resources for LGBT Californians

A directory to selected LGBT substance abuse services in California communities, some
additional statewide resources, and websites for other organizations providing information and
help on the topic appear as Attachment B.

Attachment B makes clear how few LGBT-identified ATOD programs and services are currently
available in California, although the State has more of these than exist elsewhere in the U.S. at
present.

No data as yet exists to indicate either the preferences of LGBT consumers themselves for
LGBT-specific substance abuse services, or whether matching them to such service improves
outcomes. Anecdotally, some LGBT persons have reported encountering homophobic attitudes
and practices when they have sought help and information from mainstream sources; some
attribute their early failures to recover to such experiences.

Many LGBT people seeking help relating to their own or another’s ATOD problems appear to
have benefited from programs and services designed for the population at large, although their
numbers are also unknown. It is likely that many more would do so if such programs and
services acquired and implemented cultural competency regarding LGBT culture. As LGBT
communities create their own, LGBT-identified resources for obtaining health information,
prevention, and healthcare services, it is equally important that traditional ATOD resources help
educate them about substance abuse and available substance abuse programs and services.

Until more accurate and detailed information about the LGBT preferences of current and
potential consumers of California’s ATOD programs and services may become available, the
most hopeful and productive means of improving opportunities for LGBT people appears to be
through increased LGBT cultural competency for current and future agencies, services and
programs.

Meanwhile, Attachment B may serve to help ADP and the counties in locating help and
information likely to connect LGBT Californians with the best and most appropriate resources.
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Cultural competence/LGBT cultural competence

Cultural Competence

Defined as “the shared values, traditions, norms, customs, arts, history, folklore, and institutions
of a group of people,” culture shapes how people see their world and structure community and
family life. Cultural affiliation often determines values and attitudes about health issues,
responses to messages, and use of alcohol, tobacco and drugs.

Culture is broader than race and ethnicity and people often belong to one or more subgroups
influencing what they think and how they act. Geography, lifestyle, age, disabilities and other
characteristics also affect attitudes and behavior.

Cultural competence refers to academic and interpersonal skills allowing people to increase their
understanding and appreciation of cultural differences and similarities within, among, and
between groups.

To be effective, all substance abuse services must be culturally competent, regardless of their
goals and objectives or identified target audience. A culturally competent program demonstrates
sensitivity to and understanding of cultural differences in program design, implementation, and
evaluation. Such programs:

A Acknowledge cultures as a predominant force in shaping behaviors, values, and
institutions.

A Acknowledge and accept that cultural differences exist and have an impact on service

delivery.

Believe that diversity within cultures is as important as diversity between cultures.

Respect the unique, culturally defined needs of various client populations.

Recognize that concepts such as “family” and “community” are different for various

cultures and even for subgroups within cultures.

A Understand that people from different racial and ethnic groups and other cultural
subgroups are usually best served by persons who are a part of or in tune with their
culture.

A Recognize that taking the best of both worlds enhances the capacity of all.

LGBT Cultural Competence

Those developing and providing substance abuse programs and services need to recognize that
LGBT communities possess common knowledge, attitudes, and behavioral patterns; have their
own symbols, legacies, folklore, heritage, and history. There is little way of identifying LGBT
people unless they self-identify, so much of this culture remains hidden within the larger
community, only becoming apparent during LGBT celebrations or when an LGBT-related issue
is in the general media.

Contemporary gay culture dates to protests of police oppression in New York City during the
summer of 1969, which led to calls for civil rights and community pride. Since then, expressions



16

of LGBT sensibilities and concerns have produced an entire “gay media,” including books,
magazines, television programs, and Internet sites. The corporate world recognizes LGBT
people as important consumer target audiences and the marketing of alcohol and tobacco
provides both a significant revenue source for LGBT organizations and enterprises, and a barrier
to substance abuse education and prevention. Because there remains a continuing need for
increased LGBT visibility and pride, advertisers and promoters have become increasingly adept
at incorporating LGBT symbols and values in their messages in order to gain LGBT community
approval.

Marginalization is a distinguishing characteristic that often sets LGBT culture apart from ethnic
cultures. Most ethnic minorities can escape discrimination in their own families and
neighborhoods, but this is not always the case for LGBT’s. Few LGBT’s are exposed to positive
role models as they grow up, reinforcing their feelings of isolation. Of course LGBT individuals
may carry additional minority labels, including ethnic/racial, disability, or being an older
American, which bring their own burden of stigma and resulting barriers.

Marginalization has, at times, been reinforced or even created by some health professionals and
health programs. Historically, LGBT’s were viewed as deviant or pathological by much of the
medical and psychiatric community. Not surprisingly, many LGBT people decline to self-
identify when they interact with the health care system. At the same time, many of them are
wary of mainstream services, usually the only services available to them, and thus are under-
served by prevention and treatment programs. Internalized homophobia contributes to ATOD-
problems for LGBT people and is an added barrier to their willingness to accept help. When they
do participate in healthcare, many LGBT people encounter ignorance among professionals
concerning their particular and specific substance abuse-related health risks.

In LGBT culture, nonverbal cues are of particular importance. When LGBTSs seek out health
information and services, they look for some visual signs that they are safe, accepted, and
welcome. They are also likely to be particularly aware of and sensitive to how staff, volunteers
and other participants respond to either self-disclosure of LGBT identity or assumptions that they
are, or may be gay, or to references to LGBT issues in general.

Lesbian, gay, bisexual, or transgender professionals and volunteers provide an important,
positive signal to LGBT communities. But automatically and exclusively directing LGBT
clients and issues to them can reinforce perceptions that others, and the program or agency as a
whole, is not LGBT-friendly and welcoming. Being a self-identified LGBT person is no more
proof of LGBT cultural competence than is being in recovery by itself a professional credential.
The reality is that there is unlikely to ever be a proportionate amount of LGBT-identified
programming available to serve LGBT populations. Therefore, all members of a program,
agency or project addressing ATOD education, prevention, intervention, treatment,
rehabilitation, and recovery support need to be culturally competent in working with LGBT
individuals and communities

To achieve and maintain cultural competence for serving LGBT individuals and their
communities, alcohol, tobacco, and other drug programs and services need to:
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Display their policies of non-discrimination, specifically including lesbian, gay, bisexual,
and transgender persons and routinely provided to all staff and clients; all employees and
volunteers should sign a statement that they understand and will abide by these policies.

Provide comprehensive training for all staff, including administrators and volunteer staff,
about LGBT culture, including alcohol, tobacco, and other drug (ATOD) risk factors and
special issues in prevention and treatment.

Respect and protect rights of clients and staff to self-identify or decline to self-identify as
LGBT,; private disclosure should be kept confidential.

Support the coming out experience for those preparing to establish an openly leshian/
gay/bisexual/transgender identity and provide strategies for countering internalized
heterosexism/homophobia, and/or refer to appropriate lesbian/gay/ bisexual/transgender-
affirming therapies. (Therapies to “re-orient” clients to a heterosexual orientation are not
recommended because they are usually ineffective and raise serious ethical questions.)

Provide non-judgmental and positive written and oral references to leshbian/gay/
bisexual/transgender. Wherever possible, emphasis should be placed on affirming safe,
healthy, non-ATOD-abusing aspects of lesbian/gay culture.

Offer information about lesbian/gay/bisexual/transgender organizations, publications and
events; resources containing lesbian/gay/bisexual/transgender-specific alcohol and other
drug information or help, such as leshian/gay AA and Al-Anon groups, treatment
providers, community centers, etc.

Promote information about the medical and behavioral links between use of alcohol,
tobacco, other drugs, HIV infection, and the developmental progression of AIDS.

Educate, counsel and support HIV-positive persons in establishing a smoke-free, clean
and sober lifestyle as a basic strategy for extending healthy life.

Recognize the significant role of alcohol and of other drug use in
leshian/gay/bisexual/transgender culture and socialization and routinely include risk-
reduction messages and strategies.

Invite members of LGBT groups to serve on boards, task forces, coalitions, planning
committees, advisory bodies, etc.

Establish, support, and promote ATOD-free alternative activities for LGBT people,
particularly youth; encourage LGBT organizations to sponsor ATOD-free events to
model non-drinking/using norms.

Promote responsible hospitality guidelines and server training for all LGBT community
events where alcohol is served.
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Help LGBT groups identify and secure non-alcohol/tobacco sources of support for their
activities, events, and services.

In 1997, the Massachusetts Department of Public Health funded The LGBT Health Access
Project. One outcome of the project was publication of “Community Standards of Practice For
Provision of Quality Health Care Services For Gay, Lesbian, Bisexual And Transgendered
Clients,” the complete text of which is available at the Project’s website - www.glbthealth.org.
From these, the Massachusetts project also created a Quick Checklist. A slightly amended form
of the Quick Checklist appears as Attachment C to this document and may serve as one means of
assessing cultural competence in the delivery of ATOD services to LGBT Californians, and may
suggest specific actions that may be taken to develop and increase such competence.

As noted in Attachment C, cultural competence is a continuum and the more of the
recommendations for cultural competence in serving LGBT clients an agency, program,
organization or service addresses, the greater its LGBT cultural competence.
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Recommendations to the Director, CA ADP:

The CA ADP LGBT Constituent Committee recommends the following:

A

That a copy of this document under cover of a letter from the Office of the Director, CA
ADP urging that this paper be used to assess and develop alcohol, tobacco, and other
drug programs and services in California, be sent to: chairs of all committees of the
Director’s Advisory Council, and to all California County alcohol and drug program
administrators;

That CA ADP continue to support the activities of this Committee;

That CA ADP continue to support an LGBT Technical Assistance contract, and to
encourage that contract to place emphasis on outreach to the State’s Gay & Lesbian
Community Centers regarding substance abuse problems and needs in their communities,
in addition to its ongoing efforts to train community providers of alcohol and drug
programs and services to become culturally competent in serving their LGBT clients,
particularly in California communities lacking in LGBT-identified health resources (i.e.,
rural counties and communities more distant from large urban centers);

That CA ADP include sexual orientation questions on all surveys and other data-
collecting instruments it sponsors (e.g., Youth Risk Behavior Surveillance surveys, etc),
and encourage other State agencies to do so as well in order to capture more accurate data
regarding the health status and health needs of LGBT Californians.

That CA ADP express its support for the standards of cultural competency in the
provision of alcohol and drug programs and services described in this document wherever
it has opportunities to do so;

That CA ADP contribute to increased public awareness of the issues of LGBT substance
abuse and the need for appropriate, accessible services;

That CA ADP work with other State agencies (e.g., Office of AIDS) to increase
awareness of the link between substance abuse and HIV/AIDS and the heightened risks
for HIV/AIDS faced by California’s LGBT populations; to collaborate on efforts to
prevent HIV/AIDS among LGBT Californians;

That CA ADP acknowledge, reference, and include LGBTSs in addressing co-occurring
substance abuse and mental health problems, and the relationships between ATOD
problems and other health and social problems known to affect LGBT people, such as
crime and violence, domestic violence, rape and sexual assault, hate crimes, etc..

That CA ADP identifies sources of support for development of services to meet the needs
of the State’s lesbian and bisexual women, especially.
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Attachment A

Glossary

Bisexual: An individual (male or female) with an affect ional and sexual orientation toward
people of both genders.

Circuit Parties: Weekend-long gatherings, centering on all-night dances to raise money for
HIV/AIDS programs, where drug use is common.

Closeted; in the closet: Not being open to others that one is lesbian, gay, or bisexual.

Coming Out: The process of becoming aware of and understanding and accepting one’s sexual
orientation and/or gender identity. “Coming out” also refers to the ongoing process of deciding
how open to be with others, how much to disclose and to whom.

Cultural competence: Broadly based and diverse understanding of, and ability to respond and
relate to, culturally specific nuances, communication styles, traditions, icons, experiences, and
spiritual traditions of a given culture or cultures.

Dominant culture: The cultural values, beliefs, and practices that are most common, or that are
most powerful and influential within a given society.

Family: Legally defined family is prescribed by legal statute or common law, specifically on the
basis of blood relationship, legal marriage, or legal adoption.

Family of choice: Persons or group an individual sees as significant in her/his life. 1t may
include none, all, or some members of his/her family of origin. In addition, it may include
individuals such as significant others or partners, friends, and coworkers.

Gay/Gay Man/Youth: A male with an affect ional and sexual orientation toward other men.

Gender: The emotional and psychological characteristics that classify an individual as “female,”
“male,” both or neither. Includes both individual conceptions (gender identity) and societal
components (gender roles). Gender, like sexuality, is fluid. The boundaries are not rigid. How
one is perceived by the world (identity presentation) may or may not be the same as one’s gender
identity.

Gender identity: Person’s sense of self as being either male or female. Gender identity does
not always match biological sex; for example, a persona may be born biologically male yet have
a female gender identity.

Heterosexism: The generalized belief that heterosexuality is the only “natural,” normal and
acceptable orientation and that it is inherently healthier or superior to other types of sexuality.
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This belief tends to invalidate the needs, concerns and life experiences of leshians, gay males,
bisexuals and transgendered people.

Homophobia/Biphobia/Transphobia: Fear of, hatred of or contempt for homosexuals,
bisexuals and/or transgender people or people who are perceived to be gay, lesbian, bisexual or
transgender. These phobias can be: 1. External—bias against LGPT people because they are not
heterosexual; 2. Internal — the shame, aversion or self-hatred felt by many LGBT people because
they are not heterosexual and because they measure themselves by heterosexist standards.

Internalized homophobia: Internalized self-hatred that gays and lesbians struggle with as a
result of heterosexual prejudice. Persons who experience internalized homophobia accept and
believe the negative messages of the dominant group as they relate to gay men, lesbians,
bisexuals, and transgender people.

Lesbian: A woman or female youth with an affect ional and sexual orientation towards other
women.

LGBT: Acronym for lesbian, gay, bisexual, and transgender.

LGBTQ: When added LGBT, “Q” usually refers to questioning, commonly among adolescents.
In some references, “Q” may stand for “queer” a word recently taken up by some LGBT
activists, despite the aversion many LGBT people have to the word.

MSM; men who have sex with men: Men who engage in same sex behavior but do not
necessarily self-identify as gay or bisexual.

Out; out of the closet: Refers to the varying degrees of being open about one’s sexual
orientation or gender identity.

Questioning: Young individual who may be experiencing lesbian, gay, bisexual or transgender
feelings or urges, but has not yet identified his or her sexual orientation or gender identity.

Reparative therapy (also called conversion therapy): Attempt to change a person’s sexual
orientation from lesbian, gay, bisexual, or transgender to heterosexual.

Sexual identity or orientation: What people call themselves with regard to their sexuality.
Common labels include “lesbian,” “gay,” “bisexual,” “bi,” “queer,” “questioning,” “undecided”
or “undetermined,” “heterosexual,” *“straight,” and “asexual.” Sexual identity evolves through a
multistage developmental process, which varies in intensity and duration depending on the
individual. Sexual identity also refers to a person’s erotic and affect ional response to another
with respect to gender: heterosexual, lesbian, gay, or transgender.

77 Lk 77 77

Sexual minority: Lesbian, gay, bisexual, transgender, and questioning people as a minority in a
predominantly heterosexual population.
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Sexual orientation: The physical and emotional attraction to members of the same sex
(homosexual), opposite sex (heterosexual) or both sexes (bisexual). The factors that determine
sexual orientation are complex. Many researchers believe that one’s sexual orientation is
predisposed at birth. While these affect ional inclinations may not be recognized or
acknowledged for many years, once established, they tend not to change.

Significant other: Life partner, domestic partner, lover, boyfriend, or girlfriend. In some
countries, an equivalent term for “spouse” when referring to LGBT relationships.

Sodomy laws: State statutes (which vary by state) that prohibit contact between the mouth or
anus of one person and the sexual organs of another person, consensual or otherwise.

Transgender: Person whose gender identity or gender expression is not congruent with his or
her biological sex. Often used to indicate a broad range of gender-nonconforming identities and
behaviors, including transsexuals (preoperative, postoperative and persons who are not interested
in sex reassignment surgery), transvestites, male and female impersonators and “gender
blenders” (persons who overtly challenge gender norms for cultural or political reasons).
Transgendered persons may be heterosexual, homosexual, bisexual or asexual. Many experience
their gender in a way that runs contrary to typical norms about male and female.

Transsexual: One whose gender identity is that of the opposite sex. There are female-to-male
and male-to-female transsexuals. A transsexual may or may not have had sex reassignment
surgery.

Women who have sex with women (WSW): Women who engage in same-sex behavior, but
may not necessarily identify as leshian or bisexual.

Sources:

What You Should Know About Helping Lesbian, Gay, Bisexual and Transgender Youth Stay
Drug Free. DRAFT (2002). Academy for Educational Development, Washington, DC.
Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual, and Transgender
Health. (2001) Gay and Lesbian Medical Association, under contract for the Health Resources
& Services Administration (HRSA), available in electronic format only at www.glma.org

A Provider’s Introduction to Substance Abuse Treatment for Lesbian, Gay, Bisexual, and
Transgender Individuals. (2001) Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Treatment, DHHS Publication No. (SMA)01-3498)




Attachment B

Resources

SELECTED LGBT RECOVERY PROGRAMS IN CALIFORNIA

LOS ANGELES & VICINITY

Alternatives

(Glendale Memorial Hospital)
1420 South Central Ave

Los Angeles, CA 91204

(800) 342-5429
http://www.alternativesinc.com

Alternatives, Inc.
2526 Hyperion Ave. #4
Los Angeles, CA 90027
(323) 671-1600

FAX (323) 671-1605

Los Angeles Gay & Lesbian Center
(outpatient)

Addiction Recovery Services
McDonald/Wright Building

1625 N. Schrader Boulevard

Los Angeles, CA 90028-6213

(323) 993-7640

TDD 323/993-7698
http://www.laglc.org

E-mail: info@Iaglc.org

Van Ness Recovery House
1919 North Beachwood Drive
Hollywood, CA 90068

(323) 463-4266
http://www.vnrh.org/

Van Ness Recovery House
Prevention Division

1136 North La Brea

West Hollywood, CA 90038
(323) 463-1601

Tarzana Treatment Center
18549 Roscoe Blvd.
Northridge, CA
800-996-1051

818 654-3950

Youth services, have LGBT specific
Services including TG groups

Tarzana Treatment Center
18646 Oxnard Street
Tarzana, CA

800-996-1051

818 996-1051
http://www.tarzanatc.com/
or

http://www.tarzanatc.org/

Adult services, detox, residential,

and outpatient, LGBT specific services,

TG counselors and groups

Tarzana Treatment Center
2103 Magnolia Ave.

Long Beach, CA
800-996-1051

562 218-1868

Women only (kids ok),
high percentage of leshians



SAN DIEGO

The Stepping Stone

3425 Fifth Avenue

San Diego, CA 92103
(619) 295-3995
http://steppingstonesd.org/

Inpatient and outpatient services

SAN JOSE

Combined Addicts and
Professionals Services (CAPS)
693 South 2" Street

San Jose, CA 95112
408-995-3820

SAN FRANCISCO

Baker Places, Inc.
(main telephone: 415-546-9946)
www.bakerplaces.org

a. Acceptance Place
1326 4™ Avenue
San Francisco, CA 94122
(415) 682-2080

Residential 12-bed facility
b. Ferguson Place
1249 Scott Street
San Francisco, CA 94115
(415) 922-9104

Residential 12-bed facility for

Triple diagnosed women and men:
Mental health, substance abuse, HIV-

related

Haight-Ashbury Free Clinics, Inc.
Center for Recovery

415 487 3665

http://www.hafci.org/

Residential, dual/triple diagnosis,
LGBT including trans-specific services

Haight-Ashbury Free Clinics, Inc.
Administrative Offices

612 Clayton Street

SF, CA 94117

415-487-3672

415-864-6162 fax

New Leaf Services for

Our Community

1853 Market Street

San Francisco, CA 94103
415-626-7000

Fax (415) 626-5916

TDD (415) 252-8376
http://www.NewlL eafServices.org
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Lyon-Martin Women's Walden House

Health Services 815 Buena Vista Ave W

1748 Market Street San Francisco, CA

Suite 201 94117-4108

San Francisco, CA 94102 http://www.waldenhouse.org/

(415) 565-7667

FAX: (415) 252-749 Also houses: Transgender Recovery
http://www.lyon-martin.org/ Program

Walden House
890 Hayes St

San Francisco, CA
94117-2615

ADDITIONAL LGBT & ATOD RESOURCES IN CALIFORNIA

CA ADP LGBT Technical Assistance & Training Contract

Progressive Research & Training for Action (PRTA)
360 22nd Street, Suite 688

Oakland, CA 94612

510-444-6288

fax: 510-444-2131

www.prtaonline.org

LGBT ATOD Prevention

LA County Community Prevention Council
(Igbt county coalition for ATOD prevention)
Los Angeles Gay & Lesbian Center

The Village at Ed Gould Plaza

1125 N. McCadden Place

Los Angeles, CA 90038

323-860-7394

e-mail: cpc@laglc.org

LGBT Coalition

Ventura County Rainbow Alliance

2021 Sperry Avenue, Suite 3

Ventura, CA 93003

805-339-6340

fax : 805-477-0199

(Environmental prevention coalitions ; provides LGBT smoking cessation)
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OTHER SELECTED RESOURCES ON LGBT & ATOD

American Psychological Association - Lesbian, Gay, and Bisexual Concerns Office
www.apa.org/pi/lgbc/homepage.html

Association for Gay, Lesbian & Bisexual Issues in Counseling
http://www.aglbic.org/

Gay & Lesbian Medical Association (GLMA)
http://www.glma.org

Gay, Lesbian & Straight Education Network (GLSEN)
www.glsen.org

Hetrick-Martin Institute for Lesbian and Gay Youth & The Harvey Milk School
www.hmi.org

National Assoc. of Lesbian, Gay, Bisexual and Transgender Community Centers
www.lgbtcenters.org

National Association of Lesbian & Gay Addiction Professionals (NALGAP)
http://www.nalgpa.org

National Association of Social Workers-Committee on Lesbian & Gay Issues
www.naswdc.org

National Coalition for Lesbian, Gay, Bisexual, and Transgender Health
www.nclgbthealth.net

National Youth Advocacy Coalition
www.nyacyouth.org

Parents, Families & Friends of Lesbians & Gays (PFLAG)
www.pflag.org

SAMHSA National Clearinghouse for Alcohol and Drug Information (NCADI)
http://ncadi.samhsa.gov

(select “Lesbian, Gay, Bisexual, Transgender” from the Audience drop-down menu on
the homepage)
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Attachment C

A QUICK CHECKLIST OF
CULTURAL COMPETENCE
IN PROVIDING HEALTH PROGRAMS
& SERVICES
TO LGBT INDIVIDUALS

In 1997, the Massachusetts Department of Public Health funded The LGBT Health
Access Project. One outcome of the project was publication of “Community Standards of
Practice For Provision of Quality Health Care Services For Gay, Lesbian, Bisexual And
Transgendered Clients,” the complete text of which is available at the Project’s website -
www.glbthealth.org. The following is adapted from the project’s Quick Checklist, to
help programs, services, agencies and organizations determine the cultural competence in
meeting the needs of LGBT clients.

All of the items on this checklist are important. However, cultural competence is seen as
a continuum. Thus the more of these that are in place or are adopted, the greater the level
of cultural competence.

Does your agency, program, or organization:

Actively recruit gay, lesbian, bisexual, and transgender employees in its hiring
practices, including advertising employment opportunities in LGBT publications

Have written policies regarding diversity, non-discrimination, and sexual
harassment that explicitly include gay, lesbian, bisexual, and transgender employees

Support and encourage visibility of gay, lesbian, bisexual, and transgender
employees

Have formal procedures for addressing employee complaints of discrimination or
harassment based on sexual orientation or gender identity

Work to ensure that gay, leshian, bisexual, and transgender employees of all ages
have the same benefits and compensation as all other employees, including family
benefits

Train personnel about LGBT-related benefits issues
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Have written policies explicitly prohibiting discrimination based on sexual
orientation and gender identity in the provision of services

Have written procedures for clients to file and resolve complaints regarding
discrimination based on sexual orientation or gender identity

Use inclusive intake and assessment forms and procedures that are culturally
appropriate for gay, lesbian, bisexual, and transgender clients

Train intake and assessment staff to assure that they provide medically and
culturally appropriate care and referrals within and outside the agency

Provide ongoing diversity, harassment, and anti-discrimination training for staff
around LGBT issues as they pertain to the agency’s services

Provide comprehensive training so that all direct care staff can identify and address
basic LGBT health issues within the scope of their expertise

Identify staff with special expertise in and sensitivity to LGBT issues
Have a comprehensive list of resources and relationships with other agencies to
facilitate appropriate referrals for LGBT health and social services within and outside the

agency

Include and address sexual orientation and gender identity in all case management
and treatment plans when it is necessary and appropriate to client care

Have written confidentiality policies that explicitly acknowledge that information
about sexual orientation and gender identity is highly sensitive and should be treated
accordingly

Give clients the option of designating sexual orientation and gender identity on
forms and in records

Train staff on confidentiality requirements relating to data collection and
information disclosure

Provide written notice to clients about when and for what reasons information about
them may be disclosed to third parties

Provide appropriate, safe, and confidential treatment to LGBT minors (unless the
agency’s services are inappropriate for all minors)

Train staff about the legal rights of minors to seek and receive health care
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Tell minor clients in writing and verbally about mandatory reporting laws, and
about the their rights regarding confidentiality and treatment without parental consent

Include gay, lesbian, bisexual, and transgender people and their families in all
outreach and health promotion activities

Encourage openly gay, lesbian, bisexual, and transgender people to join its Board of
Directors or other institutional bodies

Include gay, lesbian, bisexual, and transgender people in agency community
benefits programs

Review its written policies, procedures, and forms regularly to ensure that they
explicitly address issues of gay, lesbian, bisexual, and transgender staff and consumers.
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Attachment D

September 2003 County A/D
Administrators Survey

Method

(See Section Il1. of this document.)

In September 2003, staff of Progressive Research & Training for Action (PRTA), the CA
ADP contractor to provide Technical Assistance on LGBT access to substance abuse
services in the State, collaborated with Frank Cardoza, the Siskiyou County
Administrator and a member of the CA ADP LGBT Constituent Committee at that time,
to undertake a survey of County Administrator awareness of LGBT substance abuse
issues and resources.

Using seven questions originally written for a similar survey conducted several years
earlier, PRTA and Cardoza enlisted the help of CAPAAC lobbyist, Dale Wagerman, in
Sacramento, who sent the survey with a cover message over Cardoza’s name, via e-mail
to all of the State’s County Administrators. Responses were requested to PRTA, via fax,
regular mail, or e-mail.

Due to both changes in both the leadership and composition of the LGBT Constituent
Committee and in PRTA staff, there was no follow-up to the original e-mail distribution.
This, in part, explains the low rate of response.

In November 2003, copies of eighteen completed and one incomplete survey were
forwarded to the LGBT Constituent Committee.

Survey Instrument
(This is an accurate recreation of the survey instrument.)

2003 CA COUNTY ADMINISTRATORS SURVEY ON BEHALF OF THE CA
ADP LGBT CONSTITUENT COMMITTEE

The California Department of Alcohol and Drug Programs Lesbian, Gay, Bisexual, and
Transgender (LGBT) Constituency Committee is a Director’s advisory committee
focused upon the concerns of the LGBT community in California.

We are asking each County Administrator to complete this short survey in order to help
us identify awareness levels of and resources for the LGBT community throughout
California. Thank you for completing this survey. Please return the survey by Friday,
September 19, 2003. If you have questions, please contact Frank Cardoza at 530 841
4891 or Robert Sardy at 510 705 8918.
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1. How would you classify the county? (Please check one)
Rural Urban Mixed

2. Are you aware of the barriers to treatment for alcohol and drug problems
experienced by members of the lesbian, gay, bisexual, and transgender (LGBT)
community? (Please check one)

Yes No

Comments:

3. Are there LGBT-specific services in your county? (Please check one)
Yes No
Comments:

4. Are there AA and/or NA meetings that are LGBT-specific?
Yes No
Comments:

5. Do you have LGBT-specific residential services in your county? (Please check
one.)

Yes No
Comments:

6. Do you refer to LGBT-specific facilities? (Please check one.)
Yes No
Comments:

7. Are you interested in receiving LGBT cultural competency technical assistance?
(Please check one.)

Yes No
Comments:

You may email, fax, or mail your completed survey to:

rsardy@prtaonline.org
510 705 8922 (fax)

Robert Sardy PRTA
2809 Telegraph Avenue, Suite #208
Berkeley, CA 94705

Thank you for completing this survey.
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Total survey results: 18 completed surveys forms:

Question # 1
Question # 2
Question # 3
Question # 4
Question #5
Question # 6
Question # 7

Rural: 8
Yes

Yes:
Yes:
Yes:
Yes:
Yes:

Urban: 1
013 No:
3 No:
7 No:
2 No:
4 No:
17 No:

Survey results by County type (Question #1):

Question # 2
Rural:

Urban:

Mixed:

Question # 3
Rural:

Urban:

Mixed:

Question # 4
Rural:

Urban:

Mixed:

Yes: 8
No: 1
Yes: 1
No: n/a
Yes: 4
No. 4
Yes: 0
No: 9
Yes: 1
No: n/a
Yes: 1
No: 7
Yes: O
No: 9
Yes: 1
No: n/a
Yes: 7
No: 1

Mixed: 9
5
15
11
16
14
1
Question #5
Rural:
Urban:
Mixed:
Question # 6
Rural:
Urban:
Mixed:
Question # 7
Rural:
Urban:
Mixed:

Yes:

No:

Yes:

No:

Yes:

No:

Yes:

No:

Yes:

No:

Yes:

No:

Yes:

No:

Yes:

No:

Yes:

No:

NPk, g NN NP g ©o
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Attachment E

Suggested Readings & a bibliography on
LGBT/ATOD

NOTE: The CA ADP LGBT Technical Assistance contractor has collected published
and unpublished articles, papers, educational materials and other documents relating to
LGBT substance abuse and makes copies available on request.

These five titles will provide a comprehensive introduction to what is currently known
about LGBT substance abuse and strategies for its prevention and treatment. Following
these is the References Attachment from the SAMHSA/CSAT A Provider's Introduction
to Substance Abuse Treatment for Lesbian, Gay, Bisexual, & Transgender Individuals as
an aid to those seeking further information on the subject:

Ethical Funding: The Ethics of Tobacco, Alcohol, & Pharmaceutical Funding, (Revised
2001), Laurie Drabble, MSW, MPH (available from the Tobacco Education
Clearinghouse of California)

Preventing Alcohol and Other Drug Problems in the Leshian and Gay Community
(available in printed form only from PRTA [www.prtaonline.org])

Counseling Lesbian, Gay, Bisexual, and Transgender Substance Abusers: Dual
Identities (2002) Dana G. Finnegan, Ph.D., CAC; Emily B. McNally, Ph.D., CAC, The
Haworth press, Inc., Binghamton, NY

A Provider's Introduction to Substance Abuse Treatment for Lesbian, Gay, Bisexual, &
Transgender Individuals (2001, SAMHSA/CSAT) BKD392:
http://www.health.org/govpubs/BKD392/index.pdf

Healthy People 2010: Companion Document for Lesbian, Gay, Bisexual, and
Transgender (LGBT) Health (2001, Gay and Lesbian Medical Association):
http://www.glma.org/policy/hp2010/index.html
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Medications & Older Adults

Older adults account for 13%of U.S. Older adults consume 34.2% of
Population Prescription Drugs
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O Adults 65+
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Medications & Older Adults

e 65+ have 2 — 3 x as many adverse drug
reactions as younger adults

e Drug interactions

* Worsening medical
conditions

o Falls, fractures
* Hospitalizations

e ER visits



Substance Abuse & Older Adults

#1 Nicotine (~18-22%)
#2 Alcohol (~2-18%)
#3 Psychoactive Rx Drugs (~2-4%)

#4 Other lllegal Drugs (marijuana,
non-medical Rx use, cocaine) (1-2%)



“Deadly Triangle”

e Elderly are at highest risk for suicide
e Older adults account for 20% of all suicides

 Up to 50% of those Iin treatment
have depression.

e Est. 15-25% of older adults Suicidal Ideation
suffer from depression

e Alcohol-users 40x more likely
to engage in suicidal behaviors

e More access to lethal means

Depression Alcohol Use



Dollar Impact

e $85 to $105 billion annually
e Up to $136 billion annually

e Rivals costs associated with
cancer, Alzheimer’s Disease,
diabetes



Barriers To ldentification
and Treatment

of Older Adults

With Substance

Abuse Problems



Ageism

 Tendency of society to assign negative
stereotypes to older adults

* Explain away problems as a function of
age




“Aging” Stereotypes

""Oh, let her drink, 1t"s her last
pleasure 1n life*

“Seniors just don't drink

"It's none of my business what my residents drink.
They aren't hurting anyone.*

“It helps her sleep.”

“They say a glass of wine a day Is
good for you.”



Denial

| ack of self-awareness

Lack of awareness by friends, family,
others

Reluctance of family & friends to intervene
Shame and stigma

Lack of social interactions that could
identify a problem (i.e. DUI arrests,
employment problems, etc.)



Co-Morbidity

e Other conditions,
physical or mental
may complicate
diagnosis & treatment 0
of substance abuse Ik{

e Symptoms of
substance abuse
mimic other
conditions




Medical & Professional Community

* Stereotyping « Belief that older
e Insufficient time with adults do not benefit
patient as much from
. Competing health treatment as younger
adults

ISSues

 Failure to diagnose &
treat depression

e Lack of knowledge
about conditions of

aging




Other Barriers

Homebound

Lack of transportation
Finances

nsurance

solation

_ack of avalilable
services




Barriers in Health Care /
AOD System

for Addressing

AOD Problems

In Older Adults



System Barriers

e Critical lack of
substance abuse
treatment and
prevention programs
for 60+ population

e General lack of
knowledge among
service providers




System Barriers

» Lack of appropriate funding streams
and reimbursement mechanisms

 Poor and
fragmented
data collection



American Society on Aging

Substance Abuse and Older Adults

ADP Training and Technical
Assistance Contractor

www.asaging.org/aod
CADP Conference
September 2006



Who i1s ASA?

o Largest professional membership
association in field of aging

e Celebrating its 54th anniversary this year
2006

e Mission to enhance the knowledge and
skills of those working with older adults
and their families



Provider Training &Technical
Assistance Project: Ca. Dept. of
Alcohol and Drug Programs

Special Population Initiatives

« African American, Aging, Asian and
Pacific Islander, Chicano/Latino,
Gay/Lesbian/Bisexual/Transgender,
Native American, Disabilities, Women,
and Youth

 Focus on free provider training to
enhance awareness, sensitivity, and
capacity to serve the special population



Treatment Works
Recovery Happens

...also for older adults



Don’t Ask

Don’'t Know

Don't Treat



Consumption Questions

Consequently, screening should include
guestions on estimated alcohol consumption :

— average standard drinks per week In past
6-12 months

— highest number of standard drinks on a
particular drinking occasion in past 6-12
months.



Where and When to Ask

Behavior, consumption and frequency
guestions probably best asked within an
“embedded” context of questions about
activities of daily living and habits of living
that include diet, nutrition, exercise, leisure
time management, use of tobacco
products, and prescription and over-the-
counter medications



Where and When to Ask (cont.)

The provider should have a high “index of
iInquiry” when a client reports routine
patterns of physical complaints, emotional
and behavioral complaints and lab findings
that are often associated with high alcohol
Intake.



Sample Screening Questions

In the past 6-12 months.....

 Have you been drinking beer, wine, spirits
(vodka, gin, rum)?

« How many days per week do you drink?

 When you drink how many glasses/cans/shots
do you have?



Quantity-Frequency Data

e A screening tool is not a substitute for
guantity-frequency data.

e Researchers Adams and Fleming found
that only 40% of heavy drinking primary

medical care outpatients age 65 and older
were CAGE positive.



How Could a Provider Start
Using This Information?

Step 1: Become informed on substance abuse
signs and symptoms, barriers to
identification, screening tools and
assessment

Step 2: Start asking quantity and frequency

guestions at intake
o Do you drink alcoholic beverages (beer, wine,
liquor)?
o How many days a week?
o How many drinks per occasion?



Steps to Take

Step 3.

Step 4.

Step 5:

Step 6:

Conduct health screening surveys

o Does alcohol use raise a red flag?

o Is there a need for more in-depth screening? (see TIP 26 p.
137)

Use the MAST-G as an indication of a
potential problem

L earn and use Brief Intervention Protocol

Complete an Assessment



What Can Consumers D0?

Be aware of the potential negative
conseguences of alcohol use with your
meds and conditions

Remember that continuing a lifelong
drinking pattern could be bad for your
health

Talk with your healthcare provider and
pharmacist

This Bud may not be for you



Screening and Assessment Tools

 Recently developed screening and
assessment instruments show promise
— Alcohol-Related Problems Survey (ARPS)

— Shorter version of the Alcohol-Related
Problems Survey (SshARPS)

— Computerized Alcohol-Related Problems
Survey (CARPS) system (now CARET)

 Combines screening assessment with health
education

(Moore et al., 2002; Fink et al., 2002; Nguyen et al., 2001)



More Screening Tools

MAST -G (Geriatric Version of MAST) 24 items --
assesses for current use.

AUDIT (Alcohol Use Disorders ldentification Test)
10 items --current use

ASI| (Addiction Severity Index) Looks at
consequences of use: 20-40 minutes to complete.

CAGE 4 rief guestions. Ease of use.



Background
Best Practices



Alcohol Use Guidelines*

. Alcohol taken in “moderation” may be useful.

. Older adults advised to avoid alcohol consumption
iImmediately prior to going to bed in order to avoid
sleep disturbances.

. Alcohol ingestion must be avoided prior to driving.

. Abstinence from alcohol by older adults receiving
CNS depressants, all psychiatric medications,
analgesics, anticoagulants, antidiabetic drugs, and
some cardiovascular drugs is recommended.



Alcohol Use Guidelines* (cont’'d)

5. Older individuals who want to drink an alcoholic
beverage, have no medical contraindications, and
take no medications that interact with alcohol may

consider one drink a day to be a prudent level of
alcohol consumption.

6. A doctor or pharmacist should be consulted about
alcohol-drug interactions.

/. Any side effect or loss of energy should be
Immediately reported to the physician.

*Developed by Dufour, Archer and Gordis. (Korrapati and Vestal, 1995)



Brief Advice

e Spontaneous recovery and cycles of
change

* Invite heavy drinkers to cut down

e Contracting for abstention or
reduction



Brief Interventions with
Older Adults

Project GOAL (Guiding Older Adult Lifestyles)

Physician advice for older adult at-risk drinkers led
to reduced consumption at 12 months

(Fleming et al., 1999; N=156; 35-40% change)
y 4

IHealth Profile Project

Elder-specific motivational enhancement session
conducted in-home reduced at-risk drinking at
12 months

(University of Michigan; N=454)



Current Knowledge

D Brief Interventions (Bl) can reduce
alcohol use for at least 12 months
among older adults

C Motivational enhancement effective

C Approach is acceptable to older adults
and can be conducted in health clinics,
In-home and aging service settings

D BI appears to reduce alcohol-related harm
D BI appears to reduce health care utilization



Key Benefits of Screening and Bl
for Alcohol Use?

For the Provider

« Earlier intervention means avoiding potential
Crisis

 Decreased demands on service time and costs

For the Client

« Education and the opportunity to personally
choose a healthier lifestyle

e Harm reduction

« Avoidance of potentially negative health
consequences



Treatment Admissions

e |n 2001, there were 58,000 admissions in the US
for substance abuse of people aged 55 or older
« 3 percent of all substance abuse treatment
admissions
« Alcohol was primary substance of abuse more
frequently among admissions 55 or older than
among younger admissions

* Abuse of alcohol alone, with no secondary drug
abuse, was reported by nearly two-thirds (64%)
of older admissions

(OAS, SAMHSA, 2004)
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Referral Pathways

o Admissions aged 55 or older were more

likely than younger admissions to enter
treatment through self-referral

e Elders less likely to be referred through
the criminal justice system

 Few referred by health care providers In
both young and older samples

(OAS, SAMHSA, 2004)
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Referral Source and
Treatment Completion

V Referral source most significant

completion correlate among older
alcoholic men

C Legal and self/ffamily referrals much more
likely to complete treatment

C Health or social services referrals less
likely to engage in and complete treatment

(Atkinson et al., 2003)



Referral Patient Profiles

 Distinct profiles exist among referral
groups
— Legal referrals healthiest group

— Self/family referrals more likely to be married,
had prior alcoholism treatment, currently
depressed

— Health/social services referrals highest level
of psychosocial and physical dysfunction

(Atkinson et al., 2003)



Factors in Treatment Initiation

* Older medically ill male veterans who initiated
substance abuse treatment following evaluation
— More years education
— Better cognitive status
— More symptoms of substance abuse and depression

than those not initiating treatment

e EXpressed interest in treatment and later
attendance at pretreatment evaluation
associated with younger age and higher CAGE
score

(Satre et al., 2004; 2006)



Age-specific Treatment

e 17.7% of substance abuse treatment programs
specifically designed for older adults (> 65
years)

« Elder-specific programming tended to be
associated with hospitals, particularly those with
psychiatric inpatient services

 Number of facilities with special programming
did not correlate with size of older population in
state

(Schultz et al., 2003)



Current Best Practice Knowledge



Key Elements of Effective
Treatment Programs

The National Institute on Drug
Abuse (NIDA) identifies 13
principles of effective treatment:



SAMHSA/CSAT’s Treatment
Improvement Protocol #26,
“Substance Abuse Among Older
Adults”

 Expanded on these principles

 |dentifies key factors that have been
demonstrated to be most effective with
older adults



Older Adult Best Practices
Key Factors

Establish a supportive relationship

Recognize values and attitudes and
address beliefs and fears

Treat with dignity and respect
Emphasize disease concept

Be positive and optimistic

Be sensitive to physical limitations



Key Factors cont.

Use an age-specific treatment approach
ldentify/Build a Support System

Consider harm reduction as opposed to
abstention as the goal of treatment

Align attitudes of staff and philosophy of
the program

Support opportunity for ongoing affiliation
Promote outreach to isolated older adults



Recommended Tx Approaches

The Consensus Panel recommended the following
general approaches for effective treatment of
older adult substance abusers:

1.) Cognitive-behavioral approaches,
2.) Group-based approaches,

3.) Individual counseling,

4.) Medical/psychiatric approaches,

5.) Marital and family involvement/family
therapy, and

6.) Case management/community-linked
services and outreach.



...and remember

e Nutritional activities to address
deficiencies

e Physical activity to promote positive effect
on treatment



Models of Care

Current bias toward institution-based services
conflicts with expressed preferences and needs
of older persons

— Home and community-based settings preferable
Mixed-age treatment viable if integrated with

Individualized, age-appropriate, and culturally
competent components

Age-specific treatment models when possible

Integrated substance abuse and mental health
care in primary care settings

Alternative modalities: phone, web-based,
group



Outpatient Treatment Prognosis

> |n comparison to middle-aged and younger
patients at baseline, older patients had
— Higher rates of alcohol dependence
— Lower rates of drug dependence
— Lower psychiatric symptoms

> Prognosis for older adults in treatment
positively affected by age-associated factors
— Lower rates of dependence and hostility

— Greater abstinence motivation and treatment
length of stay

(Satre et al., 2003)



Treatment Adherence

Older adult adherence to medically-based
psychosocial intervention and naltrexone was
compared to younger adult adherence

Older adults had greater attendance at therapy
sessions and greater medication adherence

Less relapse for older adults

Mixed-age treatment settings can be successful
for older adults when age-appropriate,
individualized psychotherapeutic approaches
are included

(Oslin et al., 2002)



Outpatient Treatment Outcomes

> |n matched samples of adults with
substance use disorders
— Older (> 55) and younger patients received

comparable amounts of outpatient mental
health care

— Older patients had better substance use and
functioning outcomes compared to younger
patients at 12-month follow-up

(Brennan et al., 2003)



Integrated Mental Health
Services

Older primary care patients (65 or older)
more likely to accept collaborative mental
health treatment within primary care than in
mental health/substance abuse clinics

— 71% patients engaged in treatment in integrated
model, compared with 49% in enhanced referral
model

— Integrated care associated with more mental
health and substance abuse visits per patient

— Greater engagement predicted by integrated care,
higher mental distress

— For at-risk alcohol users, greater engagement
predicted by integrated care and more severe
problem dl’lnklﬂg (Bartels et al., 2004)



Long-term Outpatient
Treatment Outcomes

* Five-year outcomes of older adults compared to
middle-aged and younger after outpatient
chemical dependence treatment

* 52% older adults total abstinence; 40% younger

— Older women higher abstinence than older men or
younger women

» Differences may be due to age-associated
factors
— Less likely drug dependent at baseline
— Longer treatment retention
— Less likely to have family/friends who encourage
substance use

(Satre et al., 2004)



Inpatient Treatment Prognosis

e Older patients showed significant change In
most treatment areas at discharge

e Better Initial status strongest predictor of better
discharge functioning

e Factors associated with better-than-expected
Improvement

— Higher cognitive functioning

— Stronger treatment motivation

— More interpersonal support

— More specialized treatment services

(Lemke and Moos, 2002)



Residential
Treatment Outcomes

e Older adults entering residential treatment
compared to middle-aged adults

— Less psychiatric distress and addiction
severity

— More somatic health impairment
* No differences In abstinence at 1-month

e Older adults less engaged in formal post-
discharge aftercare

(Oslin et al., 2005)



Long-term Residential
Treatment Outcomes

* 1 and 4 year outcomes of older adults
compared to middle-aged and younger after
treatment

* Older patients did as well as younger in age-
iIntegrated programs

« Similar factors predicted better outcomes for
older and younger patients
— Longer treatment stay
— More counseling
— Supportive relationships with other residents
— Continuing outpatient substance abuse care
— Participation in self-help groups post-discharge

(Lemke and Moos, 2003)



Gender and
Treatment Outcomes

e Older women may have better drinking
outcomes than older men, post-treatment

— Older (age 55-77) women and men had
similar drinking levels at intake

— 79.3% of women abstinent at 6-month follow-
up, compared to 54% of men

— Of those not abstinent, men had a mean of
4/30 heavy drinking days compared to O for
women

(Satre et al., 2004)



Relapse Prevention
Treatment Manual

 Treatment Manual (CSAT, 2005).

Substance Abuse Relapse Prevention for Older
Adults:

A Group Treatment Approach

* Designed for outpatient group settings, but
adaptable for other settings including
iInpatient or individual counseling

o Cognitive-behavioral and self-management
treatment techniques specifically adapted for
use with older adults



Relapse Prevention
Program Phases

 Four phase (16 group session) treatment
program

— 1) Analysis of previous substance use
behavior

— 2) Identification of high-risk substance
abuse situations for each client

— 3) Skills training
— 4) Continuing care and follow-up

e Obtain at www.ncadi.samhsa.qov or 800-729-
6686




Funding Issues

« Alcohol-related problems cause significant costs
due to increased mortality, health

conseguences, and social costs
e Untreated substance abuse associated with
substantial health care costs

— Substance abuse treatment reduces total health care
utilization

— Cost offsets of treatment less with older populations

— Prevention and early intervention particularly valuable
with older adults



Issues for the Future

Gaps Iin aging, mental health, and substance
abuse services networks

Time available to intervene

Use of new technologies for screening
/interventions

Role of families in prevention and treatment
Optimization of intervention strategies

Special populations: racial/ethnic minorities,
women, homebound, mentally ill



In thelir own words...



When asked of clients what they
wanted people to know about
treatment and what it meant to

them, they said...

 The feeling that someone cared about
me

A sense that we are a family now --the
fraternity of peers. | feel an indebtedness
to the group which | use every day to
maintain sobriety.



When asked of clients what they
wanted people to know about
treatment and what it meant to

them, they said...

Coping skills that reminded me to consider
the consequences of my use

The program is an anchor for me even
when | fall on my face. | have begun to
see a tiny light at the end of the tunnel. |
know the light was always there, but | have
begun to see it differently.



When asked of clients what they
wanted people to know about
treatment and what it meant to

them, they said...

he sense that my life Is a process, and |
am guiding it, constructing It.

| needed a program that did not feed my
shame but welcomed me back and said,
“Let’s begin again.”

Most of all a sense of hope -- that life
could be different and could be better.



Patrick C. Cullinane, MS, Project Director
AoD TA Contract
American Society on Aging
415-974-9642, pcullinane@asaging.org

Frederic C. Blow, Ph.D.
Professor
University of Michigan
Department of Psychiatry

Director, Serious Mental lliness
Treatment Research & Evaluation Center

Department of Veterans Affairs



TTC AOD Data 2005: Age of First Use,
by Age Group and Tx Type




TTC AOD Data 2005:
Average Length of Stay (days),
by Age Group and Treatment Type




TTC AOD Data 2005: Treatment Completion, by
Age Group and Treatment Type




. essons Learned



Respect & Communication

“Staff need to learn how to talk to us.
We are not young kids. With their tone
and when they walk you to do
something...don’'t demand, just say
“would you go do this?”.

Be more respectful. Half of

the staff here are the age

of my children. | don’t let my

kids talk to me In that way,

why should | let them?”




Same Age Therapy & Groups

“I would have a problem with that. |
would rather be with a group of
people that are my peers, that are In

my own age bracket, than with a
bunch of 18-19 year olds.”



Level of Activities & Structure

“Cause we get up at six, we go to
breakfast then to a meeting, then
another meeting, then another
meeting, and then by that time the day
IS over and it’s time for us to go to bed.
At least for me at I'm tired and ready
to go to bed. You can'’t really do shit
with yourself. The whole damn day is
gone. The only thing | got out of the
day Is meetings.”



Type of Activities

“We should have a cardiovascular
class or something like that to keep us
and our bodies going. We only have
one class, a walk around the block
which isn’t enough. If you don’t walk
fast enough to get your heart pumping
up, you are not really doing

anything. The older we get,

the weaker our heart is

going to get.”



Summary of Recommendations

« Top bunks

e Comfortable
Chairs

 Dental Care
e Lighter Food
e Exercise

e Crafts

« Vocational
Training



What Can YOU Do?

Creative Strategies for
Engineering our AOD System
for Older Adults



What Can YOU Do?

 Utilize TA contract with ASA and other
resources for training and technical
assistance

* Integrate appropriate screening tools into
your facility

» Collect and analyze data on your older
clients

e Program modifications to meet the need



What Can YOU Do?

» Collaborate with aging services and other
supportive services in your community

« Advocate for funding of “pilot” projects

 Collaborations with public funders, private
foundations, researchers



Resources

American Society on Aging (ASA)

Patrick Cullinane, Director, Special Projects
415- 974- 9600 pcullinane@asaqging.org
www.asaging.org/aod

Aging Constituent Committee
Carol Nottley, Chair
chottley@aol.com

SAMHSA TIP 26 “Substance Abuse Among
Older Adults” — Available through NCADI
800-729-6686

www.ncadi.samhsa.goVv




Resources

Older Americans Substance Abuse and Mental
Health Technical Assistance Center
888-281-8010 Email: olderAmericansTAC@westat.com
Website: www.samhsa.qov/OlderAdultsTAC

Center for Substance Abuse Prevention (CSAP)
Online courses on AOD & Older Adults
Website: http://[pathwayscourses.samhsa.gov

“*Get Connected Tool Kit” Linking Older Adults with
Medication, Alcohol and Mental Health Resources -
Available through NCADI 800-729-6686

Website: www.ncadi.samhsa.gov




Resources

SAMHSA National Treatment Referral Service

800- 662- 4357
Website: www.findtreatment.samhsa.gov

National Institute on Alcohol Abuse & Alcoholism
301- 496 - 4000
Website: www.niaaa.orqg
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