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Preface

This book presents modifiable system level factors that may contribute to improving 
prevention and treatment of substance use disorders (SUD). The authors offer key 
insights on evidence-based interventions at the program and service delivery levels, 
particularly tailored to underserved population groups. For instance, the authors 
provide theory-based approaches to prevention (e.g. Familia Adelante), as well as 
spiritual, technical, and managerial approaches to treat SUDs and build capacity to 
deliver effective care. Overall, effective care in this book generally relates to deliver-
ing tested evidence-based practices (EBP) at the policy, management, and clinical 
service levels. The effective processes and practices that directly support the deliv-
ery of EBPs include case examples that invite reflection.

The idea for this book emerged from the growing need to understand how policy 
and management practices can support the effectiveness of clinical interventions. 
Most funding from government and private foundations is directed to randomized 
clinical trials in drug treatment, most of which are never implemented in regular 
care. Growing evidence suggests that building organizational capacity is necessary 
to improve fidelity in the implementation of EBPs resulting in greater effectiveness. 
The editors had two goals in mind for this book. First, to introduce to a wide audi-
ence promising modifiable factors that may improve systems of care, and second 
to invite policy and organizational scholars to expand on the proposed models and 
further examine how system factors can reduce the significant burden of substance 
abuse in our society.

We appreciate the thoughtful reviewers who made sure the contents of this book 
advance the state of knowledge. We are also thankful to colleagues who provided 
critical feedback throughout the chapter writing process. As editors, we are thankful 
to the authors included in this book for their significant contribution, and to their 
research assistants for supporting this effort.

Dr Guerrero is eternally grateful to his wife, Emma, and his two-year old daughter, 
Sophie, for their unconditional love and support, and for their encouragement to 
bring this book together. He is also thankful to the iSATed team for standing by him all 
these years and helping him and Dr Khachikian with this and other scholarly projects.

Dr Khachikian is first and foremost thankful to Dr Guerrero for inviting her to 
edit and contribute to this book alongside him. She would also like to thank her 
wonderful husband, Arnold, and her new bundle of joy, Aviana, for their support in 
completing this book.

Erick G. Guerrero, Ph.D.
I-Lead Institute,

Research to End Healthcare Disparities Corp,
Santa Monica, CA, USA
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Chapter 1

Introductory Chapter:  
Evidence-Based Practices 
to Improve Prevention and 
Treatment of Substance Use 
Disorders
Erick G. Guerrero and Tenie Khachikian

1. Introduction

Despite the significant burden of substance use disorders (SUD) across the 
world, SUD treatment systems face significant challenges to ensure immediate 
access to effective care. These systems are generally ill-equipped to respond to the 
unmet treatment needs of a population that is increasingly diverse in age, cultural, 
and linguistic background and in health severity. In the United States, 21 million 
people aged 12 or older needed SUD treatment in 2016, that is, 1 in 7 young adults 
and 6.9% of adults 26 or older [1]. The socioeconomic burden of SUD related to 
crime, lost work productivity, and healthcare amounts to 740 billion dollars a year 
[2], while the United States spends about 1.34 billion dollars a year in SUD preven-
tion and 12.54 billion in SUD treatment a year [3]. Yet, only 1 out of 10 individuals 
seeking SUD treatment is able to access such care, and among those in treatments, 
fewer than 30% successfully complete their treatment episode. These alarming 
figures call for a comprehensive approach to improve the effectiveness of SUD 
treatment.

Prevention and treatment of SUDs in the United States is generally under-
funded, and its effectiveness to reduce substance use is frequently questioned [4]. 
Although there are several evidence-based practices (EBPs) to prevent and treat 
SUDs, these practices are slowly disseminated through the system. One of the 
chief concerns to disseminate EBPs is the lack of system capacity to implement 
EBPs and with these efforts improve the effectiveness of care. Access to EBPs is 
the most challenging among low-income and racial/ethnic minority communi-
ties, which represent almost half of the individuals needing prevention and/or 
treatment [5].

2. Prevention

Despite the significant progress of prevention science in the past 20 years, there 
is limited knowledge of SUD prevention practices that work for non-White popula-
tions. This book focuses on one of the largest populations needing SUD prevention, 
Hispanic/Latinos. A growing literature is focusing on identifying and address-
ing risk and protective factors, such as acculturation stress, among others, that 
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contributes to SUD among Latino adolescents. By understanding stress in relation 
to Latino’s life in the United States, the proposed model in this book explains how 
discrimination, immigration, parent–child cultural differences, and other dynamics 
may trigger risk-taking behavior. The authors of the chapter on prevention propose 
a culturally focused prevention model, Familia Adelante, with significant empirical 
support to reduce substance use among Latinos.

3. Treatment

In the treatment section, we present innovative models to improve the effective-
ness of SUD treatment. Although generally undermined, the use of spirituality and 
mindfulness in treatment has gained much attention. In this book, authors present 
a treatment model based on spirituality and culture to serve the needs of a grow-
ing culturally diverse population. Authors offer a nuanced discussion of the role 
of spirituality and mindfulness in contemporary treatment of addiction. Building 
from an integrated eclectic approach, authors propose a biopsychosocial-spiritual 
perspective. This chapter is written for both scientists and clinicians. By following 
the proposed model, authors provide both evidence-based and anecdotal experi-
ences to draw in readers across several disciplines and perspectives. This approach is 
also included in the book because of its potential to engage clients in their recovery 
process and thus improve the effectiveness of treatment.

In this book, we also discuss leadership and management practices that indi-
rectly support the effectiveness of SUD treatment systems. We generally focus 
on networks of treatment programs representing a large system of care. We lay a 
theoretical foundation of ways in which leadership and management may influ-
ence treatment staff (supervisors and counselors) to implement practices that 
enhance the effectiveness of care. The proposed conceptual model highlights how 
leadership, conceptualized as influence on employees to deliver quality of care, can 
be carried through managers at different levels. Because individuals within SUD 
treatment programs have different roles, responsibilities, and skills, it is important 
to understand how each of these individuals may be best motivated and prepared to 
implement culturally responsive and evidence-based care that enhances treatment 
effectiveness.

Preparing a workforce to effectively respond to the service needs of an increas-
ingly diverse client population with co-occurring medical conditions requires 
significant investment in building knowledge, experience, and capacities. We place 
special attention to leadership development to prepare managers and treatment 
staff to understand organizational needs and functions and learn how to identify 
and modify factors that improve effectiveness. For instance, program leaders can 
learn how to build organizational development plans to diversify the workforce and 
ensure continuing technical support. Leaders can also establish succession planning 
and alignment to develop an organizational climate of trust and get buy-in from 
staff to implement specific EBPs. Investing in culturally responsive treatment is 
likely to improve treatment effectiveness.

We draw from the management literature to select critical evidence-based man-
agement practices (EBMPs) that may be feasible to implement in the SUD treat-
ment system. We discuss EBMPs with different levels of complexity that require 
diverse levels of investment, in terms of technical assistance and other resources. 
These EBMPs can support the implementation of clinical EBPs and with those 
efforts improve the effectiveness of care. Many of these EBMPs could be adapted 
to effectively treat underserved populations, as described in the chapter on opioid 
treatment for African Americans.
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Overall, the authors propose modifiable system and organizational-level  
factors that may improve the effectiveness of care, particularly for underserved 
populations. There is an immediate need for organizations to design and tailor 
their workforce to respond to the needs of culturally diverse populations in various 
arenas of healthcare. It is critical for policy makers, health administrators, program 
managers, and counselors to build on evidence-based management and leader-
ship practices for successful prevention and treatment interventions that work. By 
delivering these practices, we could respond to the unmet treatment needs of the 
population we are serving and reduce the burden of SUD in our society.

© 2020 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 



6

Effective Prevention and Treatment of Substance Use Disorders for Racial and Ethnic Minorities

[1] Substance Abuse and Mental Health 
Services Administration. Key Substance 
Use and Mental Health Indicators in 
the United States: Results from the 
2016 National Survey on Drug Use 
and Health (HHS Publication No. 
SMA 17-5044, NSDUH Series H-52). 
Rockville, MD: Center for Behavioral 
Health Statistics and Quality, Substance 
Abuse and Mental Health Services 
Administration; 2017. Available from: 
https://www.samhsa.gov/data/

[2] National Drug Intelligence Center. 
National Drug Threat Assessment. 
Washington, DC: United States 
Department of Justice; 2011. Available 
from: https://www.justice.gov/archive/
ndic/pubs44/44848/44849p.pdf

[3] National Drug Control Budget: FY 
2018 Funding Highlights. Washington, 
DC: Executive Office of the President, 
Office of National Drug Control Policy; 
2017. Table 1, p. 16; Table 2, p. 18; and 
Table 3, p. 19. Available from: https://
www.whitehouse.gov/sites/whitehouse.
gov/files/ondcp/Fact_Sheets/FY2018-
Budget-Highlights.pdf

[4] National Drug Control Budget: FY 
2017 Funding Highlights. Washington, 
DC: Executive Office of the President, 
Office of National Drug Control Policy; 
2016. Table 3, p. 19. Available from: 
https://www.whitehouse.gov/sites/
whitehouse.gov/files/ondcp/Fact_
Sheets/FY2018-Budget-Highlights.pdf

[5] Guerrero EG, Khachikian T, 
Frimpong JA, Kong Y, Howard DL, 
Hunter S. Drivers of continued 
implementation of cultural competence 
in substance use disorder treatment. 
Journal of Substance Abuse Treatment. 
2019;105:5-11. DOI: 10.1016/j.
jsat.2019.07.009

References



7

Section 2

Prevention





9

Chapter 2

Advances in Substance Abuse 
Prevention Practice and Science 
for Hispanic/Latinos
Richard C. Cervantes and Elias Koutantos

Abstract

The problem of substance abuse impacts the Hispanic/Latino youth population. 
In some cases, subpopulations of the Hispanic/Latino population suffer higher 
rates of substance use than do other groups. While the science of prevention in the 
general population and the rigorous study of substances abuse prevention programs 
have flourished over the past few decades, there continues to be a limited body 
of knowledge regarding substance abuse prevention that is culturally specific or 
tailored to Hispanic/Latinos. One promising area is the study of risk and protec-
tive factors which finds that acculturation stress, among others, plays a key role in 
the development of substance use and other behavioral problems among youth. 
Stress experiences related to discrimination, immigration, parent–child cultural 
differences all play a role in disrupting normative development and subsequent 
risk-taking behavior. Culturally focused prevention models such as Familia Adelante 
show promise in helping reduce acculturation-based risk and increasing individual 
and family resilience. This chapter will address many of the aforementioned issues 
and will provide direction for future prevention research for Hispanic/Latinos.

Keywords: Hispanic, substance abuse, prevention, acculturation, stress

1. Introduction

This chapter will provide an overview of substance use prevention for Hispanic/
Latino youth. Based on US Census Bureau data Hispanics are the youngest major 
racial or ethnic group in the United States [1]. About one-third or 17.9 million of the 
nation’s Hispanic population is younger than 18 and about a quarter or 14.6 million 
of all Hispanics are millennials (ages 18–33 in 2014). Researchers and practitioners 
alike recognize the advantages of implementing prevention programming that 
averts the need for more intensive and costly drug treatments. Advances in preven-
tion science have been highlighted in reports from the Institute of Medicine and 
National Institute on Drug Abuse (NIDA) among others. The question is whether 
such advances in scientifically based prevention efforts can also extend to Hispanic/
Latino youth including those who are immigrants or non-English speaking. A 
second question is whether theoretical models used to develop and study drug 
prevention programs are adequate in terms of addressing core cultural values beliefs 
and traditions among Hispanic/Latinos. Have prominent and widely used preven-
tion interventions been adapted studied and proven effective with Hispanic/Latino 
youth? Are culturally tailored evidence-based programs available?
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According to the review of literature conducted by Cuijpers [2], prevention 
programs have different goals, including the following: (a) increasing knowledge 
about drugs, (b) reducing the use, (c) delaying the onset of first use, (d) reducing 
abuse, and (e) minimizing the harm caused by the use. Prevention can be under-
stood as any activity designed to avoid substance abuse and reduce its health and 
social consequences. This broad term can include actions aimed to reduce supply 
(e.g., based on the principle that the decreased availability of substances reduces 
the opportunities for abuse and dependence) and actions aimed to reduce demand 
(i.e., health promotion and disease prevention). In addition, the National Institute 
on Drug Abuse (NIDA), based on a growing body of prevention science, offers 
principles concerning prevention which range from the importance of addressing 
risk and protective factors to implementing and enforcing family and community 
policies prohibiting substance use [3]. Unfortunately, the NIDA principles do not 
specifically address the importance of cultural risk or protective factors that may 
impact substance use among Hispanics. Principle 12 does offer some broad recom-
mendation regarding culture, citing that when communities adapt programs to 
match their needs, they should still do their best to maintain as close to the original 
intervention as possible and maintain high fidelity, although this principle is related 
to program adaptation.

2. Scope of the problem for Hispanic/Latino youth

Hispanic adolescents experience health disparities related to substance use, emo-
tional problems, and high-risk sexual behavior. By the 12th grade, Latino students 
report the highest rates of 30-day use of marijuana, inhalants, ecstasy, cocaine, 
crack, salvia, Vicodin, methamphetamine, crystal methamphetamine, over-the-
counter cough medicines, and tobacco through use of hookah [4]. Additionally, 
over one-quarter of Latino adolescents report alcohol use in the last 30 days as well 
as reports of the highest rates of binge and heavy drinking [5]. Suicide ideation 
is elevated among Latino adolescents as 1 in 7 (16.7%) Latino adolescents report 
suicidal ideation and 1in 10 (10.2%) report having attempted suicide [6]. In 2012, 
Latina adolescents had higher rates of teenage pregnancy than any other racial and 
ethnic minority, with 43.6 births per 1000 females, ages 15–19 years old [7].

The fastest-growing drug problem in the United States is prescription drugs, and 
it is profoundly affecting the lives of teenagers. According to NIDA DrugFacts, pre-
scription drug misuse and abuse is when someone takes a medication inappropriately 
(e.g., without a prescription). According to National Survey on Drug Use and Health 
(NSDUH) data on youth and young adults, more than 5700 youth in 2014 reported 
using prescription pain relievers without a doctor’s guidance for the first time.

A common misperception is that prescription drugs are safer or less harmful 
to one’s body than other kinds of drugs. However, there are a range of short- and 
long-term health consequences for each type of prescription drugs used inappropri-
ately. When concerning opioids, which act on the same parts of the brain as heroin, 
the consequences of inappropriate use can cause drowsiness, nausea, constipation, 
and depending on the amount taken, slowed breathing and even respiratory failure 
[8]. In terms of trends in tobacco use and electronic cigarettes among youth, older 
students, Hispanics, and Whites are more likely to use e-cigarettes than younger 
students and Blacks. In the young adult population, males, Hispanics, Whites, and 
those with lower education are more likely to use e-cigarettes than females, Blacks, 
and those with higher levels of education [9]. Flavored products marketed as 
e-cigarettes have gained popularity among youth and adults, while health conse-
quence data continues to highlight the negative health impact of these products.
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3. Risk and protective factors

Factors that drive the substance use behaviors of Hispanic youth may be quite 
similar to those found in the general population of youth, yet there are unique 
challenges, stressors, and other risk factors that play a role in the development of 
substance use among Hispanic/Latino youth [10]. Cultural values and language 
shifts, pre- and post-migration trauma, ethnic identified problems, and par-
ent–child “acculturation gaps” are implicated in the onset of substance use in this 
growing population. A body of research on family stress, adaptation, and resilience 
by McCubbin and colleagues has established that stressors that impact minority 
groups, including Hispanics, can negatively impact and disrupt the family system 
[11]. In turn, how the family actively deals with their stressful conditions can 
strengthen family members, their relationships, and the family unit. Highly stress-
ful conditions can overwhelm family functioning.

Acculturative stressors are a class of adverse conditions that can generate 
interpersonal, cultural and familial challenges. For example, cultural conflict 
following immigration can reverberate across generations. Such stressors may 
comprise chronic adversity that includes clashes between personal and family goals; 
an increase in individualistic views; a reduced sense of the importance of religion; 
increased intra-family conflicts; gender role conflict; and increased marital con-
flict. Families with more acculturative stress and who lack a strong social support 
system or resilience (i.e., family and friends, spiritual resources, access to public 
social services) or personal resources (i.e., self-esteem) can show a greater decline 
in family cohesion.

4.  Immigration and acculturation-related hardships confronted  
by Hispanic/Latino youth

The physical and emotional demands of immigrating to the United States are 
well documented [12]. New data shows a 117% increase in unaccompanied children 
ages 12 and under caught at the US-Mexico border in fiscal year 2014 compared 
to fiscal year 2013. By comparison, the number of apprehensions of children 
13–17 years old has by increased 12% in the past year [13]. Parental deportation is an 
increasingly common hardship experienced by the Hispanic youth. Nearly 33,000 
noncitizen youth are in DHS custody each day, representing an over 50% increase 
from 2001. Chaudry and colleagues found most children of deported undocu-
mented workers remained in the United States with their other parent or relative 
[14]. The negative consequences of forced family separation because of deportation 
on child well-being are documented [15–18]. Children most at risk for negative 
behavioral or psychological changes are those who witnessed their parents’ arrest; 
children separated from their parents longer than 30 days; and children whose 
primary caregiver was deported [19].

The term acculturative stress refers to the distress that individuals experience as 
a result of tension between maintaining the behaviors and characteristics of their 
country of origin and concurrently adopting those from the majority culture [20]. 
Acculturative stressors are not unique to Latino populations and may include pres-
sure from learning a new language, balancing differences in cultural values, and 
adjusting to new employment expectations [21, 22]. Stress itself is conceptualized as a 
behavioral and emotional reaction to acute or chronic life-changing events and occurs 
when the demands of the events exceed the individuals’ perceived personal and social 
resources to deal with these changes [23]. The stress-illness paradigm offers one way 
to conceptualize the relationship between social stress and health [24, 25].
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Research studies on acculturation and health status have been mixed, with some 
studies showing a positive relation between acculturation and health, while others 
demonstrate an inverse effect on health outcomes [26]. Furthermore, there is often 
considerable variation in these outcomes depending on factors such as country of 
origin, age, gender, years lived in the United States, education, and income [27]. For 
example, some research shows differences in health outcomes across a number of 
Latino/a subpopulations, with some subgroups experiencing higher morbidity and 
mortality rates, diabetes and hypertension, psychiatric disorders, and substance use 
disorders [27–32]. One potential factor driving these different outcomes is experi-
ences of acculturative stress.

Recent work by the authors suggests that acculturation “gaps” between adoles-
cents and their parents can impact healthy emotional development. An additional 
adversity often faced by Hispanic families involves family member separations due 
to immigration, such as when parents come to the United States first and children 
are separated for years. The reunification process can be stressful and painful 
rather than smooth and joyous. The work by Perreira and colleagues emphasizes 
how adversity and resilient responses are embedded in social contexts. From an 
adversities’ perspective, this involves loss of social position and class status, loss of 
vital extended family resources, loss of peer networks and community support, and 
economic and social segregation and marginalization. Unfamiliar social contexts, 
language barriers, and humiliation when confronted by racism and discrimination 
can further erode individual and family coping and resilience.

Studies also indicate that US-born and more acculturated Mexican origin youth 
exhibit higher rates of externalizing behavior when compared to their less accultur-
ated, Mexican-born peers. Markers of acculturation are consistently associated 
with externalizing outcomes like conduct problems, juvenile arrest, and substance 
use. US-born youth report less investment in education and lower academic aspira-
tions than their Mexican-born peers [33]. Among immigrants, greater length of 
residence in the United States is associated with lowered academic motivation [34, 
35]. Despite the stressful period of adjustment to a new set of cultural and linguistic 
changes, immigrants show resilience and better behavioral health compared to 
US-born Latino youth. The immigrant paradox primarily results from the progres-
sive loss of traditional culture and associated negative health consequences associ-
ated with increasing generations or time in the United States [36].

Research examining the effects of both acculturation and stress find that stress 
partially mediates the relationship between acculturation and negative health 
behaviors. Stress impedes health by limiting access to salutogenic health behaviors 
and through maladaptive coping [37]. Hispanics under elevated stressor exposure 
are more likely to deny the stressor or to use maladaptive coping behaviors such as 
risky sex and substance abuse [38, 39].

Among youth, immigration, and acculturation-related stressors have also been 
found to predict greater drug use and risky sexual behavior [40, 41]. Recently, 
Cervantes and colleagues identified eight culturally based stress risk domains 
commonly experienced by Latino adolescents, ranging from acculturation gaps 
to family immigration-related stress [42]. Higher scores of cultural stress in these 
life domains were significantly related to both internalizing and externalizing 
behavioral health problems in Latino adolescents including polysubstance use 
[10, 42]. Effective interventions targeting immigration-related stress among 
Hispanics must promote healthy coping strategies for acculturation- and immi-
gration-based stressors [43].

The implications of immigration and acculturation stressors are likely accentu-
ated in new Hispanic settlement communities. New settlement areas are often 
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hostile towards immigrants, creating a culture of fear where there is a heightened 
sense of anxiety that likely underlies social interaction and exaggerates possible 
stressor exposure. Birman and colleagues provide evidence that these hostile 
contextual conditions can affect the acculturation process and point to contextual 
factors such as immigrant density, acceptance of cultural diversity, and presence of 
social capital as core contextual issues [44].

5. Protective effects of family and social support

Protective factors are those personal and environmental conditions and experi-
ences that can counteract risk factors for substance use. For example, emphasis 
on family life is a central core value to most Hispanics and essential for their 
resilience in achieving normative life aims in the face of adverse social and envi-
ronmental barriers. The concept of familismo/familism is a core value and belief 
in the centrality of family in the life of Hispanics. It highlights family loyalty, 
interdependence over independence, and cooperation over competition. Hispanic 
cultural values (i.e., familismo, simpatia, power distance, personal space, pres-
ent time orientation, traditional gender roles) may impact health outcomes and 
diminish during the acculturation process. Embracing familism as a value con-
tributes to a familial stability, which is linked to better physical health behaviors, 

Acculturation risk 
factors

Suggested resilience strategies

Discrimination • Maintaining a strong sense of identity and self-confidence

• Demonstrating strong sense of cultural identity

• Leaning towards religion and spirituality to assist emotions when dealing 
with discrimination

• Finding resources voting for beneficial measures and laws

Immigration stress • Becoming educated on the topic of immigration

• Take ESL classes

• Maintaining hope towards the future and focusing on the positive aspects of 
immigration

• Finding assistance through ESL and studying

• Relying on the bible to maintain hope

Family conflicts • Seeking support from other family members

• Spirituality and seeking help from God and clergy

• Increasing communication skills with family

Health-related stress • Seeking traditional remedies

• Getting help from pharmacies that have meds from other countries (e.g., 
going to Mexico)

• Finding local clinics and low-income assistance clinics

• Relying on family for emotional and monetary support

• Dev eloping healthier habits to prevent health problems

Marital problems • Learning from others.; asking for advice

• Seeking assistance from other family members or clergy

Table 1. 
Protective factors and resilience strategies.



Effective Prevention and Treatment of Substance Use Disorders for Racial and Ethnic Minorities

14

higher likelihood of seeking medical help, better psychological health, and lower 
perceived burden of stress.

Familism and the highly involved parenting practices that often come with 
familism have been linked to fewer behavior problems in children. The work by 
Perreira and colleagues has pointed to specific resiliency strategies utilized by 
Hispanic immigrant parents. These include (1) emphasizing with and respecting 
adolescents/children (i.e., developing a deep understanding of what they are going 
through in an unfamiliar context and admiring the strength shown by children in 
that difficult context); (2) seeking help and fostering social support (i.e., connecting 
to other Hispanics and building community); (3) developing bicultural coping skills 
(including teaching children about their heritage and American culture); and (4) 
improving communication with their children (e.g., speaking honestly about dif-
ficult situations and being attentive to the child’s needs). Familismo, the orientation 
towards putting the needs of the family above that of the individual, family cohe-
siveness, reciprocity, and honor is a core value in Hispanic/Latino culture [45–49]. 
Most studies of psychosocial outcomes related to familismo find favorable psychoso-
cial results for Hispanic children and adolescents [50–55]. Incorporating Hispanic/
Latino family values into early intervention and prevention programs can buffer the 
impact of weakening connection to traditional family protective factors [56].

Other forms of resilience can be found among Hispanic/Latino youth and fami-
lies. These resources can be “mobilized” as part of any culturally focused prevention 
strategy. In one qualitative study of family resilience, Cervantes and Santisteban 
[57] reported specific, contextual resilience strategies mentioned by Hispanic/
Latino families in confronting acculturation stressors (Table 1).

6.  Research on behavioral intervention strategies for Hispanic/Latino 
youth

Evidence-based drug prevention programming for Hispanic/Latinos does exist, 
although the number or programs is small. Familias Unidas, Familia Adelante, 
Strengthening the Bonds of Chicano Youth, and other similar programs will be 
highlighted here. The Familias Unidas intervention research has been undertaken 
with various Hispanic/Latino population groups including a study of predomi-
nantly Cuban (39%), Central and South Americans (29 and 17%, respectively), 
and a small proportion of Puerto Rican/Dominican (5%) participants [58]. A more 
recent study of Familias Unidas included adolescent participants who were predom-
inantly US-born (56.1%) as well as adolescent immigrants from Honduras (26.9%), 
Cuba (20.4%), and Nicaragua (16.1%) [59]. A study of Strengthening the Bonds of 
Chicano Youth (El Proyecto de Nuestra Juventud) included 450 high-risk youth in an 
established, nonimmigrant community setting [60]. Results were generally positive 
in reducing risk factors for substance use.

Familias Preparando la Nueva Generación (FPNG) is a synchronized culturally 
grounded parenting component program which involves Latino youth substance 
abuse prevention [61]. FPNG serves as an addition to the already proven effica-
cious classroom-based drug abuse prevention intervention, Keepin’ it Real (KIR). 
One study showed that anti-drug norms were stronger in participants who were 
enrolled in KIR whose parents also participated in FPNG than in participants who 
were enrolled in KIR alone. Along with these stronger anti-drug norms, partici-
pants whose parents were in FPNG also showed reduced use of cigarettes and 
alcohol. The findings have shown that adolescent normative beliefs and related 
behaviors can be changed through synchronized culturally grounded parent and 
youth interventions.
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REAL Groups is a small-group intervention designed to complement the school-
based Keepin’ it Real (KIR) prevention program [62]. REAL Groups intervention is 
the result of a partnership with predominantly Mexican-American schools located 
in the central city neighborhoods of a southwestern US metropolitan area. The 
REAL Groups approach was designed as a companion to the larger KIR intervention 
and takes place over 10 weeks specifically targeting Latino, Hispanic, and Mexican-
American children that appear to be more vulnerable to using drugs before entering 
adolescence. However, the outcomes of the REAL Groups intervention have been 
mixed and inconclusive, mainly due to the participants of the study being in the 
fifth grade with low drug use rates.

The mother/daughter intervention (MDI) approach is another program that 
involves substance abuse prevention strategies for youth [63]. This approach consists of 
10 sessions via the internet which are to be completed at a rate of one session per week. 
In one study the MDI targeted young Black and Latina girls between the ages of 10 and 
13 and their mothers. The outcome of the MDI showed that the girls who received the 
intervention reported lower levels of depression and higher levels of self-efficacy about 
their ability to avoid cigarette smoking, alcohol consumption, and drug use.

Substance abuse treatment and prevention interventions also exist to address 
intrafamilial stress in Hispanic families, such as brief strategic family therapy 
(BSFT) and more recently culturally informed family therapy for adolescents 
(CIFTA) [64, 65]. Again, these studies have included predominately Cuban or other 
Caribbean Latino samples yet may prove beneficial when applied to other Hispanic/
Latino groups.

7. Integrating acculturation stress into prevention efforts

As an example of the expanding set of innovative research-based prevention 
programs for Hispanic/Latino youth, Familia Adelante will be will be discussed 
in some detail to exemplify one recently developed, culturally focused program. 
Familia Adelante is a drug prevention program that incorporates promotores as 
facilitators for this curriculum-based drug prevention program. The first itera-
tion of the Familia Adelante (FA) curriculum showed reductions in family stress 

Familia adelante: youth sessions summary

Session Lesson   Lesson goal

1 Introduction Have a clear understanding of the Familia adelante curriculum, its 
purpose, and the need for program evaluation

2 Concept building To define prevention and its application in life, build rapport with 
group members, acknowledge Hispanic culture as a positive resiliency 
factor, learn the basic concepts of culture and stress

3 Feelings Explore physical and emotional feelings, explain how feelings affect 
behavior; how to be assertive in relationships

4 Stress overview What stress is and how it affects physical and emotional health as well 
as behavior

5 Acculturation 
stress

Hispanic acculturation stress, how to identify the consequences of 
physical and emotional stress, and what values may hold. Discussion of 
immigration-related stressors

6 School-related 
stress

Identify the stressors related to school, cultural, and ethnic differences 
and how this stress affects youth; help youth identify trusted adults to 
share stressful experiences
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and youth behavior problems, enhancing academic and psychosocial coping and 
decreasing substance use patterns in Latino youth [66]. FA was also tested through 
in the SAMHSA-funded Blythe Street Prevention Project (BSPP) with youth and 
their parents, and that study found significant improvements in drug knowledge 
and drug resistance skills in both youth and parents [67]. FA was then evaluated 
in 2006 with six cohorts of families in a school-based setting. Findings were posi-
tive showing that family and peer communication improved and perceptions of 
substance use harm increased while social norms around sexual behavior and 
past-30-day use of marijuana and illegal drugs were reduced [68]. The developers 
also conducted NIH-supported work to infuse the FA curriculum with reproductive 
health education and HIV prevention messaging. Based on focus group data, new 
content was identified by participating youth that was not included in the original 
FA curriculum (i.e., content on eating disorders) (Table 2).

8. Adapting evidence-based programs

Given the lack of prevention programs that have used a grounded cultural theory 
or that have incorporated culturally relevant risk and protective factors, there is 
oftentimes a need to use other evidence-based prevention practices and approaches 
and to adapt those to the needs of local Hispanic/Latino community. In one litera-
ture review comparing cultural adaptations to either no treatment or unadapted 
treatments, researchers found that cultural adaptations can be more effective than 
either of these other conditions, especially for clients with a diagnosed mental 
health disorder [69]. When examined as a whole, the scientific literature on cultural 
adaptations shows treatment effects to be significant and moderate in size on aver-
age [69–75]. Still, researchers caution that conclusions about the need for cultural 
adaptations should be reserved until more studies that directly compare adapted 
and unadapted EBPPs are conducted.

Adapted interventions that address the powerful, everyday stressors experi-
enced by Hispanic/Latino clients are likely to be perceived as more relevant and 
attractive to clients. Enhancing content of existing EBPPs to reflect the values (e.g., 

Familia adelante: youth sessions summary

Session Lesson   Lesson goal

7 Negative peer 
pressure

Adaptive ways of coping with stress; how to cope with dating peer 
pressure around sexual behaviors.

8 Family stress How to identify family stressors; effective ways to deal with 
cultural stressors, positive and negatives about having sex; explore 
acculturation gaps

9 Gang prevention Understand Hispanic gangs, violence, and the importance of not 
becoming members of gangs

10 Substance abuse 
education

Specific drug information, dangers of drug use, other healthy 
activities, facts about drugs, effects of drugs on a person’s body, 
cultural pressures to use alcohol and other drugs

11 Family 
communication

Teach families healthy communication skills; revisit acculturation gaps 
stressors

12 Evaluation and 
celebration

Re-evaluate youth to assess effectiveness of program; certificates of 
completion awarded to participants

Table 2. 
Familia adelante session summary.
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family, religion) and world views of Latino clients will also increase the cultural 
relevance of the intervention [69, 76]. Finally, there are a number of agency- and 
provider-level characteristics that must be considered before a decision to adapt 
an EBP is made. First and foremost is the capacity of a provider organization to 
systematically undertake an adaptation. Agency capacity refers to the financial and 
human capital resources, skills, knowledge, and in-kind support that are needed to 
take on each step of the adaptation process (outlined below). For example, an initial 
needs assessment may include conducting consumer, staff, and other stakeholder 
interviews or focus groups. Thus, an agency should be prepared to cover costs 
related to staffing of these additional activities, paying incentives for participants, 
offering childcare, providing food and providing transportation for participants, 
transcription of focus group data, data management, data analysis, and reporting.

9. Conclusions and recommendations for future research

Drug prevention science and practice continues to expand, and to some extent 
the field has made positive impact in the Hispanic/Latino community. Based on 
the research to date, sufficient evidence exists about culturally specific risk and 
protective factors associated with the onset of substance use [3, 42]. Additionally, 
the momentum is gathering for the development and study of culturally focused 
prevention interventions. Acculturation and related stressors have been shown to 
precipitate behavioral health problems, and the body of research on acculturation 
stress can serve as theoretical underpinnings for the development of additional 
contemporary, culturally sensitive programming. As prevention programming 
and the evidence base for Hispanic/Latino practices continues to expand, core 
theoretical considerations will drive effective prevention programming. Latino and 
other scholars agree that concepts of acculturation, acculturation stress, familismo, 
respeto, and comunidad (community) must be inherent components, if not core 
components of prevention strategies for this growing population. Reinforcing 
positive family and youth identity that incorporates, embraces, and honors cultural 
history and traditions appears to have most promise.

In addition, there is growing evidence that factors such as acculturation stress, 
parent–child acculturation gaps, and prolonged discrimination (measured by allo-
static load) may all play a role in the development of SUD among Hispanic/Latino 
youth. Programs such as Familia Adelante, which can be considered a culturally 
grounded model, address many of the acculturation and stress-related issues that 
resonate with many Hispanic/Latino youth. The development of prevention service 
approaches that include family and parent involvement is necessary, not only for the 
purpose of recruiting and retaining families but also as a way to promote and rein-
force familismo. Future research on the impact of immigration policy and enforce-
ment is needed particularly related to how family separations, childhood trauma 
associated with immigration, and deportation experiences lead to the development 
of behavioral health problems. The testing of prevention programs that are specific 
to new immigrants and refugee populations will be needed to address the uncer-
tainties that these youth and families experience and that may not be addressed in 
existing prevention models.

Finally, we have outlined issues related to adapting existing EPBs for use in 
Hispanic/Latino communities. Research is fairly conclusive that adapting an EBP to 
the language and cultural characteristics of a particular ethnic community is better 
than not doing the adaption. Yet, the skills, capacity, and resources available to do 
good program adaptation must be in place. More specific research on program adap-
tations of generic prevention programs for Hispanic/Latino communities is needed.
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Chapter 3

A Spirituality Discourse in 
Treating Substance Use Disorders 
with Marginalised Persons
Shernaaz Carelse

Abstract

A spirituality discourse in substance abuse treatment offers useful unconven-
tional constructs in treatment services to ethnic minority groups with substance 
use disorder (SUDs). It is important to locate spirituality within culture, place, and 
history in order to understand the spiritual needs of persons from minority groups 
with SUDs. There are many studies that merit a spiritual approach in treatment 
for ethnic minority groups with SUDs. However, spirituality is a broad concept 
that means different things to different people. Therefore, such an unconventional 
approach should be approached critically and cautiously. This chapter looks at the 
utilisation of an integrated eclectic approach with a focus on inclusion of spiritual-
ity in treatment services from a biopsychosocial-spiritual perspective. Tapping into 
the spiritual needs and the meaning that people ascribe to spirituality and religion 
(S&R) in treatment services is often more valued than conventional secular treat-
ment services. Also, the client’s spirituality is generally overlooked by professionals 
offering such services simply because it is so controversial. This chapter proposes an 
integrated eclectic methodology calling for a biopsychosocial-spiritual perspective 
to address the needs and well-being of ethnic minority groups with SUDs as a com-
prehensive person-centred and holistic approach, utilising mindfulness techniques.

Keywords: biopsychosocial-spiritual perspective, integrated electric methodology, 
mindfulness, person-centred, spirituality discourse, spirituality and religion, 
substance use disorder

1. Introduction

Similar to international trends, substance abuse is a huge concern and growing 
phenomenon in South Africa. Similarly more and more persons seeking treatment 
for substance use disorders (SUDs) present with dual diagnoses of which mental 
health problems are significantly high [1]. Treatment for SUDs thus has become 
more complex in that diagnoses and expectations of clients are multifaceted [1, 2].  
Equally complex is treating clients with SUDs while paying due diligence to their 
ethnic, cultural and religious orientation. This chapter presents examples from a 
research study conducted in South Africa that supports the urgency for an inte-
grated approach that incorporates spirituality in treating coloured persons with 
SUDs. It needs to point out that coloured people are not part of a minority group as 
described in conventional terms. However, they are marginalised and at a disad-
vantage in terms of their low socioeconomic status largely due to the remnants of 
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apartheid,1 laws in which the wealth and resources of the country were qualitatively 
and quantitatively unequally distributed to benefit a minority group in the country 
at the time [5]. The narratives that will be shared in this chapter are that of persons 
whose families were forcefully removed from urbanised towns to the outskirts of 
these towns to areas known as townships in terms of the then South African Group 
Areas Act of 1950 [3, 4]. While these township communities were characterised by 
social cohesion and a spirit of Ubuntu2 [6], often still prevalent today, there were 
high crime rates and excessive use of alcohol and other drugs (AOD).

Today, 25 years after apartheid has been abolished in South Africa, townships 
continue to be plagued by poverty, unemployment and a high prevalence of SUDs 
[4, 7, 8]. As such treatment services offered by community-based non-profit 
organisations (NPOs) to coloured persons with SUDs are complex firstly, because 
people have deep psychosocial problems (such as previous disadvantage and high 
prevalence of poverty), and secondly, these township communities lack resources, 
such as clinics and hospitals that are overcrowded). Adding to these challenges is 
the fact that social workers rarely delve into the spiritual and religious (S&R) needs 
and well-being of clients leaving a gap in addressing the holistic needs of clients 
[8]. However, there is a growing body of literature that supports working with 
clients’ spirituality, as an effective strategy in treating SUDs [8–13]. The literature 
also indicates an acknowledgement to facilitate ethnic minority groups’ need for 
inclusion of their spirituality in treating SUDs [8, 14–16]. Such an approach calls 
for a broader perspective that pays equal attention to the biological, psychological, 
social and spiritual needs of people with SUDs. Furthermore one cannot look at 
such an integrated approach without considering mindfulness techniques which is 
an integral part of such spiritual conventions. It is against this backdrop that this 
chapter is presented.

2. An integrated eclectic approach for treating SUDs

There is no singular practice model in social work and/or SUD treatment that 
can be applied in all contexts. As such the intervention model that counsellors, 
such as social workers, select is unique to the setting and client often culminating 
in an eclectic approach [17]. Eclecticism is commonly used in social work and SUD 
treatment. It is the use of a wide range of theories and techniques regardless of its 
theoretical origins and orientation as long as the client, a group or a community’s 
needs are met [18, 19]. In other words a social worker drawing on eclectic knowl-
edge therefore uses a wide range of theories and techniques that are appropriate for 
a particular case. Similarly, an integrated approach is also the use of a combination 
of theories and techniques to address complex needs of individuals, groups and 
communities. The difference is that eclecticism does not necessarily result in the 
emergence of a new theory or model, while this is certainly the case with an inte-
grated approach [18, 20].

There are approximately 400 new approaches that have evolved as a result of 
the integrationist movement, referred to as ‘an ubiquitous process of conjunction 
that comes from relationship and conflict’ [20]. Two perspectives that are impor-
tant to understanding an integrated approach are chaos and complexity science 
and contiguous integration. Chaos and complexity science is driven by relational 

1 Apartheid was institutionalised laws and policies by the National Party in South Africa in 1945 which 
instituted policy and legislation that separated people on the basis of skin colour during 1945–1994 [3, 4].
2 Ubuntu is a Zulu word that refers to humanity of an individual and/or society and principles of respect 
for the worth, dignity and humanity of self and others [6].
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dynamics and systems theory, while contiguous integration holds that a person is 
understood in relation to larger groups, organisations or society, a perspective based 
on a metasystem view of the integration phenomenon [20]. This phenomenon is 
similar to the concept of Ubuntu in South Africa that holds that a person’s worth 
and dignity is engrained and embedded in relation to others; therefore the saying in 
Ubuntu: ‘I am because you are’ [6].

The term integrated approach seems to have replaced the term eclectic approach 
[18, 19]. However, the two should not be confused and used interchangeably 
because it means different things. While an eclectic approach is more focused on the 
techniques used, an integrated approach focused on the theories and techniques and 
the emergence of a new theory [18]. There is, however, ‘no technical eclectic that 
can totally disregard theory and no theoretical integrationist can totally ignore tech-
nique’ [18, 20]. For example, social workers often use a biopsychosocial approach to 
treating SUDs. When social workers are confronted by clients to integrate clients’ 
S&R, social workers are required to explore clients’ S&R. Hence a fourth dimen-
sion, namely, spirituality, is necessary in an existing model or approach such as in a 
biopsychosocial model. This would involve not only knowledge of diverse S&R but 
also interrogating one’s own S&R as a therapist.

It is appropriate to link what has been said thus far to the integrated relational 
model which places emphasis on the relationship of the client/patient and counsel-
lor/doctor. Clients’ response to treatment is the best indicator of treatment out-
comes. An empathic counsellor/doctor improves and enhances treatment outcomes 
[21] especially when a strengths-based and problem-solving approach is adopted 
[22]. The integrated relational approach combines and has several principles in 
common with patient-centred, person-centred and problem-solving approaches.

A patient-centred approach is a commonly used approach in health settings 
and takes into consideration the patient’s choices and decisions for accepting or 
declining medical care or procedures [23, 24]. Often a patient’s S&R determines and 
affects his/her choices and decisions for medical intervention. Patient-centredness 
is often used interchangeably with person-centredness; however, the two are 
different [24, 25]. Similar to the patient-centred approach, this approach places the 
focus of intervention on developing relationships and care plans based on the cli-
ent’s preference [24, 26, 27]. However, a person-centred approach goes further and 
takes into consideration the ethical and legal rights of clients as important factors 
when providing holistic service [27]. A person-centred approach is therefore more 
holistic than a patient-centred approach [28]. Adding to the two aforementioned 
approaches is the problem-solving approach which is a generalist approach in social 
work that consists of distinct steps for effective problem-solving ([27, 28] Mc and 
Mc 2015). In short, the steps that a social worker will follow are: (1) Determining 
the exact nature of the problem—If the problem seems too complex, break it up 
into smaller manageable parts that can be managed one at a time. (2) Finding as 
many solutions to the problem as possible—Ask for input from clients and col-
leagues. (3) Narrowing down solutions—Anticipate possible outcomes of each 
choice, both negative and positive, and list anticipated consequences. (4) Making 
decision—Mutually decide with the client on what do. (5) Implementing the plan—
Be cognizant of the outcome and use the success and challenges to improve and 
reassess the intervention goals [17]. The three approaches share similar principles 
worth exploring when working with persons having SUDs.

The common principles in the three approaches are summed up in Table 1 as 
follows:

Table 1 presents the principles embedded in patient-centred [24, 25], person-
centred [27, 28] and problem-solving [17] approaches. For the purpose of this chap-
ter and since references to persons with SUDs do not only refer to such persons in 
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medical or health settings but also in community-based settings, I will use the terms 
client (as in service user) and worker (as in service provider) whether in health or 
community-based setting. The client-worker relationship forms the foundation of 
the treatment process [17, 24, 27, 28]. The responsibilities and commitment of the 
worker is the second layer in the treatment process because an emphatic worker 
encourages clients’ motivation for change. The last layer is the clients’ role and 
responsibility as the ‘expert’ in his/her own life. The principles are not static but 
interlinked and fluid. The similarities of the principles in these approaches compli-
ment an integrated eclectic model. While the principles may not specifically address 
spirituality per say, the inference to respect for the client’s worldview, beginning 
where the client is at, honing in on the client’s strengths and working in the client’s 
frame of reference could be linked to clients’ S&R.

2.1 Biopsychosocial model for treating SUDs

Originally developed for the medical sciences, George Engel (1933–1999) 
first introduced the biopsychosocial model in the health sciences. Engel [23] 
laid the foundation for a biopsychosocial model in healthcare. He argued that 
there is a distinctive interaction between the biological, psychological and social 
needs of patients that determine the cause, effects and outcomes of disease and 
well-being [23].

The concept of biopsychosocial model is eloquently described by Borrell-Carrió 
et al. [29] who propose that the model is a philosophy of clinical care and a practical 
guide for health practitioners. These authors argue that the model is philosophi-
cal on the one hand because it is a means of understanding how multiple levels of 
organisation, from the societal to the molecular, affect disease, illness and suffering. 
They further contend that the biopsychosocial model is practical in that it is a way 
of understanding the patient’s subjective experience as an essential contributing 
factor to accurate diagnosis, health and humane care [29]. White, Williams and 
Greenberg [30] took this approach even further by introducing an ecological model 
of care that added the person in his/her environment context. White et al.’s model 
thus proposes that the biological, psychological and interpersonal relationships that 
surround a person require equal attention to achieve a state of health and well-being 
[30]. The two models, however, did not address the person’s spirituality.

Client The ‘expert’ in his/her own life Has the freedom to make his/her own 
choices

Counsellor • Respects the cli-
ent’s worldview

• Regards clients 
as the ‘expert’ in 
their own lives

• Emphasises 
clients’ strengths

• Views client 
as capable and 
motivated to 
move to wellness

• Responsible to 
meet clients 
where they are at

• Fosters a 
therapeutic 
relationship that 
would facilitate 
opportunity for 
clients to take 
the responsibil-
ity for change

• Gives clients the 
freedom to make 
their own choices

• Works within 
clients’ frame of 
reference

Professional 
relationship

Fundamental to 
the therapeutic 
progress

Cooperation rather 
than confrontation

Goals and expectations for treatment are 
clearly articulated

Table 1. 
Principles of patient-centred, person-centred and problem-solving approaches.
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The addition of a spiritual dimension to define health was tabled at the 52nd 
Assembly of the World Health Organization (WHO). The 1948 WHO definition is 
‘Health is a state of complete physical, mental and social well-being, and not merely 
the absence of disease or infirmity’. Thus the proposed definition would be: ‘Health 
is a dynamic state of complete physical, mental, spiritual and social well-being and 
not merely the absence of disease or infirmity’. Despite the latter being approved at 
the 1999, the 52nd WHO Assembly, it was not implemented [30]. Katerndahl [12] 
and Sulmasy, [31] while in favour of the spiritual dimension to the biopsychosocial 
model, however, warn that spirituality is a complex phenomenon and therefore 
should be approached critically when practitioners adopt a biopsychosocial-spiri-
tual model in any context.

2.1.1 Biopsychosocial-spiritual model for treating SUDs

In the current milieu of treating ethnic minorities with SUDs, the reductionist 
scientific model is inadequate to meet the holistic needs of clients [32]. Therefore, 
a biopsychosocial-spiritual model for treating ethnic minorities with SUDs which 
utilises mindfulness techniques is proposed. Mindfulness approaches in treating 
persons with mental health and related conditions are rooted in Buddhist Vipassana 
meditation, which was introduced by Kabat-Zinn in 1979 [33]. Mindfulness 
approaches involves ‘paying attention in a particular way; on purpose in the pres-
ent moment’ in a non-judgemental way [34, 35]. It involves being aware of and 
accepting of thoughts and acknowledging and accepting livid experiences, thoughts 
and feelings instead of modifying and/or suppressing such experiences, thoughts 
and feelings [35]. In other words clients are encouraged to practise ‘reperceiving’ 
(think of SUD, e.g. differently, as an issue externalised rather than internalised) 
and ‘attentional control’ (how to externalised SUD) which could facilitate a more 
mindful response to SUD [33]. So, mindfulness is the practice and process of begin-
ning where the client is at, being cognizant of the ‘here and now’ and ‘being in the 
present moment’ [33–36]. Furthermore, focusing on the here and now could help 
the client to enhance and improve focus, have a greater awareness and gain perspec-
tive regarding the SUD and the adverse consequences associated with it. Using 
mindfulness techniques could assist the client in recognising risks associated with 
relapse and could thus assist in avoiding relapse [36]. Skills to facilitate mindfulness 
techniques can be taught to diverse people regardless of cultural S&R backgrounds 
and can be used in a variety of intervention approaches such as biopsychosocial-
spiritual models [34, 35, 37].

While the need for a biopsychosocial-spiritual model utilising mindfulness 
techniques in SUDs has been well established [34–37], it is not clear how this new 
model can be integrated within the reductionist scientific conception of the client. 
Several empirical studies and systematic literature reviews [9, 20, 29, 31] are drawn 
on explaining how a biopsychosocial-spiritual model for treatment in SUDs is 
worth perusing as a feasible approach for working with ethnic minorities. But first 
it is imperative to explain the distinction between spirituality and religion.

2.1.1.1 Spirituality and religion

Spirituality and religion (S&R) is often used interchangeably as if it means 
the same thing. What is more, there is not a universal definition for either mainly 
because the two respective constructs are so diverse [8, 38–40]. S&R has to do with 
one’s beliefs, emotional state of mind experiences and conduct associated with the 
search for the sacred [10, 39]. At the same time, it can be described as a worldview 
that places emphasis on the divine, a higher power or being whose followers promote 
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spiritual and human well-being in which care and compassion for others take a 
centre stage as apposed to self-centred materialistic gains [13, 39, 41]. In this chapter, 
however, briefly, I differentiate between spirituality and religion (see Table 2).

In reference to Table 2, religion for most part is about a set of beliefs about the 
moral code governing human conduct, while spirituality is not constrained by 
theological barriers and/or any particular ideology [38]. Rather it is characterised 
as the quest to understand and find answers to definitive questions about life, about 
meaning and about relationship to the divine, sacred or God and may (or may 
not) emanate from or lead to the development of religious rituals and rules [39]. 
Spirituality is thus a more holistic and inclusive approach as apposed to religion. 
Spirituality is rooted in multiculturalism and is therefore diverse in terms of 
cultures and beliefs [38]. The search for meaning, purpose and morality and fulfill-
ing relations with self, others, the universe and ultimately with reality are central 
to spirituality [40, 41]. Ubuntu shares similar principles. Spirituality (however a 
person understands it) has always been part of indigenous and culturally sensitive 
substance abuse counselling [29]; consider, for example, Alcoholics Anonymous 
(AA) programmes. I propose that the spiritual dimension (which includes religios-
ity) should be recognised and incorporated in treatment models regardless of the 
field of practice.

2.1.1.2 Understanding the spiritual needs of people with SUDs

“What treatment, by whom, is more effective for this individual with that specific 
problem and under which set of circumstances?” [42]

Social workers treating ethnic minorities with SUDs are confronted with com-
plex challenges experienced by clients. Never has Paul’s [42] provocative question 
been more valid than in the current milieu of SUDs. Understanding the spiritual 
needs of persons with SUD is important if we are truly holistic in our approach to 
service delivery and should thus not be perceived as separate from attending to 
biopsychosocial needs. To holistically assess people with complex challenges associ-
ated with SUDs, knowledge about their spirituality is important [43–45] and can 
thus not be avoided, especially when client themselves raise the need to delve into 
their S&R.

Several qualitative studies [14, 38, 40, 43, 44, 46] that investigated religious 
coping and spirituality in relation to SUDs indicate that positive religious coping 
and dimensions of spirituality protect against SUDs. In a qualitative study [47] that 
focused on barriers and facilitators to successful transition from long-term residen-
tial substance abuse treatment, the researchers found that clients having faith in the 

Spirituality Religion

• A holistic approach

• Captures diverse cultures and beliefs

• Ascribe meaning, purpose and morality

• Creates awareness of social obligations and rela-
tions with self, others, the universe and reality

• Facilitates engagement with other dimensions of 
the universe such as divinity, with God and/or 
other beings

• An organised set of beliefs

• A system of beliefs and practices that is shared 
by a community of people

• Comprises rules and rituals to be observed

• Rituals offered and communicated to the 
divine, sacred, God

• Rules and rituals are institutionalised

Table 2. 
Spirituality vs. religion.
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Divine as a facilitator for transitioning from in-patient treatment to reintegration 
back into the family and community played a pivotal role during the reintegration 
process. Various studies [8, 45–48] indicate the value of addressing S&R as a factor 
that enhances and aids treatment for SUDs. However, several studies with ethnic 
minorities [8, 46, 48, 49] have found that the S&R needs of clients are not gener-
ally addressed by counsellors (such as social workers), and instead this role is more 
likely to be facilitated by clergy and/or recovering addicts. This raises the question 
though: who should be facilitating this role if clients make explicit their need for 
S&R well-being? If such high value is placed on the S&R of clients, a counsellor will 
require some understanding of S&R albeit at a theoretical level in order to effectively 
provide treatment services. It stands to reason therefore that a biopsychosocial-
spiritual approach requires the counsellor to reflect and interrogate his/her own S&R 
as well as his/her own ambivalence for not wanting to venture into clients’ S&R.

3. A spiritual dimension in treating SUDs

Employing a spiritual dimension in treating SUDs is not a new phenomenon. 
The complexity of dual diagnoses and the multifaceted challenges associated with 
SUDs necessitated a need to intervene beyond the biological, psychological and 
social needs of clients with SUDs [1, 2, 8, 10, 15].

3.1 Spirituality and religious coping

South Africans are not averse to managing complex life challenges through prayer, 
meditation and rituals as coping measures. Such practices are often embedded in 
people’s spirituality which is commonly rooted in their religion and/or culture [6, 9, 16]. 
The reflections shared next is that of participants in a recent qualitative research study 
conducted in the Western Cape of South Africa on the experiences of coloured adults 
seeking substance abuse services at non-profit organisations (NPOs) [8].

John*3, 32, has been in and out of rehab since he was 14 years old. Most of the 
rehabs he has been to in the past were what he refers to as secular rehabs, meaning 
that it did not have a spiritual component in its treatment model. According to the 
facility manager, this is the longest that John has been sober and attributes this to 
the fact that John is in a faith-based rehab that employs a biopsychosocial-spiritual 
model. This is John’s narrative of his experience of S&R coping:

I started using when I was very young, I must have been like fourteen years old. I 
went to an organisation that was an out-patient programme where they basically 
counseled me on a weekly basis. This time is different because there is a strong focus 
on the spiritual side of the addict. Because of my religious background I am more at 
home at this rehab and I know if I keep to the programme I will stay sober.

John’s situation is indeed complex as SUD cases generally are. Apart from the 
SUD, he experienced marital problems and homelessness, and his estranged wife 
refused to grant him visitations with their children. The complexity of SUDs often 
leaves people discouraged, and many, such as in the case of John, acknowledged 
drawing strength from God, a higher power, and being part of a religious group that 
meets on a weekly basis [49]. Like many people with SUDs, John felt that delv-
ing into S&R of clients provides a more holistic treatment approach than secular 
approaches that avoid S&R completely [49–52].

3 *Not the service users’ real names
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3.2 Spiritual mindfulness

While mindfulness theories originate from Buddhism, people of different 
religious affiliations have become more open to use these techniques because of its 
usefulness especially in treating SUDs. The use of meditation is a common practice 
in mindfulness techniques [34, 35, 37, 48]. A case example of a client with dual 
diagnoses explains the use of prayer as a form of mindfulness technique.

James*, 26, admits being addicted to drugs and sex. He says the sex craving 
started when he was rehabilitated and during his first treatment programme 
completion. He believed that when he gave up methamphetamine, the craving for 
smoking cigarettes started. While in the programme which was an in-patient treat-
ment programme for adults with SUDs, James gave up cigarettes and methamphet-
amine. However, when he reintegrated back into his community, his cravings for sex 
started, something according to him that was never an issue in his life before being 
treated for SUDs. He related that he started smoking after having sex and then later 
reverted back to using methamphetamine to the point where he felt that he could 
not cope without using methamphetamine on a daily basis. He explained that he felt 
that his cravings for methamphetamine were worse than before because he failed 
God in falling back into drugs. He explains: ‘The righteous will fall seven times…’ 
which is a Bible first quoted from Proverbs 24:16–18. Making reference to the quoted 
scripture, he explained his relapse as follows:

…I didn’t believe at first but I have experienced it firsthand. I was worse off in a 
space of a few months after beating my addiction to meth. … I first started stealing. 
I sold my personal belongings. In a space of a few months I lost so much weight. I 
knew where it was going to end, because my mind was constantly on how to get my 
next fix. My family did not confront me, but they could clearly see that I was back 
on drugs again. I told my sister that the addiction was out of my control and that I 
wanted to go back to the rehab.

James was reflecting and had a greater sense of spiritual mindfulness regarding 
the SUD and relapse because he described himself as follows:

I am a child of God, but I didn’t work on all aspects of my life. I had to work on it 
[referring to his spiritual life]. So I did not equip myself adequately with the word 
[referring to the Bible] of God. So I am back [at the rehab] to work on a view 
aspects that I neglected before. So I can give people advice and can share the word 
of God to the people in my community. I can also refer them to a place for rehabili-
tation if they want help. But the best thing is to proclaim the Word of the Lord. You 
do not need a [rehabilitation] program. You can change your life just by adhering to 
the Word of God. It is easier said than done, but it can be done.

James attributes his recovery to his spiritual awakening more than the interven-
tion by social workers.

It is not uncommon that the need for close relationships with others and/or an 
encounter with a divine being or higher power is a motivating factor for maintained 
sobriety in people with SUDs [53]. Whatever the client’s reason for wanting to main-
tain sobriety, the social worker should tap into the motivating factors and amplify it 
as strengths [54, 55]. Motivation is a state of readiness to change in which a predict-
able course is followed. This is where client-centred approaches such as motivational 
interviewing (MI) and motivational enhancement therapy (MET) are appropriate 
models because it is aimed at bringing about and enhancing change in the problem 
situation. These methods emphasise resolving clients’ ambivalence [54, 55]. Honing 
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in on client’s motivating factors such as restoring relationships with significant oth-
ers is important in enhancing motivation and resolving ambivalence. When clients 
are treated as partners, they are more likely to respond to the counsellor.

MI and MET do not represent any particular theoretical perspective and are thus 
useful to contextualise in terms of an integrated eclectic approach. Furthermore MI 
and MET are brief treatment strategies that can be as short as four sessions but can 
be prolonged depending on the client’s level of motivation [53–55]. Thus inter-
vention is time limited and goal directed, when the client reaches a level of high 
motivation where he/she is able to take responsibility for his/her own recovery.

3.3 Spirituality as a component in treatment programmes

Many community-based organisations in South Africa offer a dual focus, mean-
ing the treatment service includes both a secular social work intervention approach 
and a spiritual approach. However, the spiritual component is mostly offered by 
volunteers who are religious leaders in the communities where the organisations are 
situated. During the course of the day, most of the programmes make provision for 
meditation and prayer. So clients gather in groups in separate venues or those who 
preferred to meditate on their own would find a private space in the organisation to 
engage in prayer and meditation [8].

Strategies employed in self-help groups [56, 57] that focus on the cognitive, 
spiritual and behaviour changes of the persons with SUDs are more accessible 
because they are found across communities and are free of charge [52]. However, 
organisations should caution against whom and what such rituals entail so as not to 
exploit and/or impose religion or spirituality on clients. Therefore general training 
should be available for all people involved in substance abuse services including 
volunteers. It is imperative for such persons to have basic standards and knowledge 
for practice to avoid possible harm to clients. With the review and implementation 
of the current White Paper on Health (NHI) [58] and the norms and standards for 
social welfare services in South Africa, this type and methods of interventions are 
worth pursuing as services become more expensive and therefore inaccessible to the 
clients who come from disadvantaged communities, are unemployed and have low 
incomes.

3.4 Spirituality of the counsellor

Social worker rarely set out to gage clients about their spirituality. However, 
this topic more often than not emerges during interviews and thus requires social 
workers to be knowledgeable not necessarily on every spiritual and/or religious 
practice out there, but at least being able to engage client’s expression of his/
her S&R needs [59, 60]. This unconventional way of looking at treating SUDs is 
particularly important in the South African context, where spirituality is ingrained 
in the culture and value systems of many South Africans and more so in the light of 
current policy and legislation in South Africa calling for evidence-based, culturally 
sensitive and indigenous practice and research [8]. As counsellors treating ethnic 
minorities with SUDs, social workers are encouraged to interrogate their own 
spirituality, as clients more often than not express their own spiritual needs during 
treatment services [61, 62].

It is not uncommon that group work offered by NPOs is generally facilitated 
by laypersons such as spiritual counsellors [8, 63, 64]. In some instances these 
would be trained clergy [63]; however, in most cases these would be recovering 
addicts [8, 51, 57] who have had some ‘supernatural’ experience. This is similar 
to approaches used in self-help groups such as Alcoholics Anonymous. The focus 
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of such programmes is that most of the group work interventions are on spiritual 
growth and life skills [8, 65]. For example, in a study conducted by carelse [8] that 
focused on ethnic minority groups in treatment for methamphetamine, all the 
participants reported on the important role played by religious clergy and recover-
ing addicts. This is what they had to say:

We have two spiritual counsellors …They focus more on the spiritual things like the 
Christian principles.

And then we have a lot of ministers and pastors, and … priests, since the organisa-
tion is a faith-based organisation. We do spiritual growth which is run by pastors.

These narratives concur with studies conducted [50, 57, 63] that focused on profes-
sionals and laypersons’ contention with issues of power, oppression and privilege in 
service delivery. These authors conclude that there must be differentiating functions 
of professionals such as social workers and laypersons such as recovering addicts in 
the helping relationship. As a general rule, training should be available for all people 
involved in services to people with SUDs including volunteers, in particular training 
on how to engage the service user’s spirituality [60, 61]. Therefore it is imperative 
for clergy and recovering addicts in treatment in SUDs to have basic standards and 
knowledge with regard to spiritual intervention to avoid possible harm to clients. More 
importantly service providers will have to interrogate their own spirituality (however 
they perceive it) in order to engage meaningfully with the spirituality of others.

3.5 Spirituality and maintained sobriety

In pursuing a state of equilibrium, clients feel that it was important for them to 
take the first step of the 12-step programme [57, 62] and admit that they were power-
less over SUDs and that their lives had become unmanageable. In particular, clients in 
the 12-step programmes believed that a power greater than themselves could restore 
their emotional and spiritual well-being [62] where spirituality and a connection to 
a higher power are pivotal to their recovery process. These are some of their perspec-
tives in this regard from a study on the coping resources of a minority group of adults 
in a low socioeconomic community on the outskirts of Cape Town, South Africa [8]:

It brought me closer to my higher father and relying on him and to acknowledge 
that he took me out of, how can I say, I was lost totally.

I believe it’s prayer that God is opening for me. And I never prayed when I was 
using … my mind was all over the place but now I pray with sincerity and without 
any mind-altering.

The clients’ livid experiences are confirmed in the study by Miller and Rollnick 
[55] that explored the role of spirituality in the intervention outcomes after a 
12-step programme. As Miller and Rollnick [55] points out, clients experienced an 
increased spiritual awareness and growth after completing the treatment pro-
gramme. The findings also suggest that spirituality may have a positive effect on 
maintained sobriety if the person continues to engage in mindfulness strategies. In 
a study by Amaro and Black on the role of spirituality in helping Black women with 
histories of trauma and substance abuse, healing and recovery of participants also 
expressed more hope and motivation to maintain their sobriety because of their 
spiritual awareness and growth after their involvement in a programme incorporat-
ing mindfulness strategies linked to spirituality during treatment [35].
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3.6 Spiritual complementary therapies

Treatment services for SUDs sometimes involve alternative therapies too [34, 37, 62]. 
For ethnic minorities in low socioeconomic community, alternative therapies such as 
reflexology are not common [8]. Participants could experience being overwhelmed with 
such unfamiliar strategies as one client indicated [8]: ‘I could not believe that someone 
so decent touched me. Me, I am an addict. People normally treat us as dirty and filth, 
the low lives of society’. Therefore clients must be introduced to such new methods in a 
client-centred manner that respects their S&R and cultural believes.

The social worker’s personal religiosity, training and sensitivity to the client’s 
spirituality help in using an integrative approach that includes clients’ alternative 
therapies [10, 20, 23, 64]. Therefore, educating and sensitising social workers in 
terms of S&R and alternative therapies are of paramount importance [23, 40, 44, 
50, 55, 63, 65]. Ongoing training and intrinsic spirituality on the part of the social 
worker offering services to people with SUDs could be a catalyst when using an 
integrated approach [60, 63–65].

There is a growing body of literature on spiritual complementary or alternative 
therapies; however, there is a dearth of research of its efficacy for treating ethnic 
minorities with SUDs [?]. Still, an integrated body, mind and spirit approach to 
intervention in social work practice that is researched- and therefore evidence-
based can be an advantage in treating such groups [62]. A combination of Eastern 
and Western philosophies as well as current research in integrated practice 
approach offering guidelines for assessment and intervention and not limited to 
spiritual beliefs appears to be a viable approach.

3.7 Spirituality as a foundation for restoring human dignity

The role of the social worker in any setting is to provide support and guidance. 
Participants in Carelse’s study [8] reported that the counselling, interest and compas-
sion from the social workers motivated them to stay in the programme and to pursue 
their recovery goals. They described the service provided as very good work, noting 
that all the things they had learnt would help to prevent relapse, to stay positive and 
to keep their focus on their recovery goals. Participants’ views about the benefits of 
utilising social work services provided by the NPOs offering treatment to adults with 
SUDs from low socioeconomic backgrounds are summed up as follows:

The drugs strip you of all that [dignity] and I think that’s a big part of a social 
worker’s duty in individual counselling. They do very good work and even after I 
finished [the drug counselling programme] the one lady called and she wasn’t even 
my therapist, and she called and followed up. She called to my mom’s because she 
couldn’t get a hold of me, how am I doing and that. And at that time, I relapsed 
already so I felt guilty … So that for me played a big role, the interest. And I think 
that’s a major role; the compassion with which you do your work.

All the things you learn there and the chance to express yourself. The information 
is vital, what they [social workers] put in place, a plan to prevent relapse and I 
still have all my papers [literature/material on coping resources] at home. And the 
homework that they give you, it keeps you positive, it keeps you focused on your goal 
to stay clean. So that helps a lot.

I started praying again. I prayed Wednesday and Thursday and felt better spiritu-
ally. Even though I’m not on the place, I know I won’t fool myself to think that now 
that I am praying I am recovered. Friday a lady called me and said she’s got a job 
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for me so everything is coming together. So things are starting to fall in place for me 
and I believe its prayer that God is opening doors for me.

I never prayed when I was using, because I was constantly under the influence [of 
drugs] and I felt unworthy. Not that I feel worthy now but at least I now don’t have 
drugs in my system. My mind is all over the place but I pray to make myself feel 
better. Now I pray with sincerity and without any mind-altering [drugs].

The benefits of prayer and meditation seem to have developed the client’s 
problem-solving techniques and efforts to manage triggers for relapse. Coping 
with stress and stressors such as in the case of SUDs involves deliberate efforts 
such as in mindfulness strategies, which in this study were prayer and medita-
tion to combat and deter SUDs by influencing the environment and using the 
resources such as mindfulness strategies in the form of prayer and meditation 
[34, 35, 37, 62]. Therefore it can be deduced that maintained sobriety is largely 
dependent on the nature and scope of the treatment programme and more so 
when mindfulness strategies in a biopsychosocial-spiritual approach is embedded 
in treatment. Incorporating spirituality in the treatment programmes challenges 
clients to reflect on their quality of life, for example, learning new ways of dealing 
with SUDs enhances their self-worth and dignity as they gain higher levels of 
person: environment fit or a state of equilibrium.

4. Conclusion

There is a growing demand for integrated approaches to treating minority and 
marginalised people with SUDs. Such treatment requires a continuous process of 
interrogating theories and related approaches to suit clients’ needs. Social work ser-
vices have evolved from a generalist approach to a person-centred approach over the 
past 20 years. In this process, the spiritual dimension to persons with SUDs gained 
progressively more prominence. Currently, a biopsychosocial-spiritual approach 
has paramount importance for offering integrated and holistic treatment for ethnic 
minority persons with SUDs. Thus a biopsychosocial-spiritual approach is proposed 
particularly in the South African context where spirituality is ingrained in the cul-
ture and value systems of coloured people. This chapter highlighted the importance 
of an integrated eclectic approach and the feasibility of a biopsychosocial-spiritual 
model in treating SUDs in marginalised communities in South Africa. Lessons could 
be learnt from the experiences shared for integrating spirituality in SUDs in similar 
contexts. What is clear is that the value of a biopsychosocial-spiritual approach in 
substance abuse treatment in South Africa cannot be ignored. By no means, this is 
the only model that can be used with marginalised communities, but it is one that is 
emerging strongly in treating SUDs when working with such ethnic minorities. The 
value of spirituality as it relates to person-centredness, in treating SUDs in minority 
groups, is a topic worth pursuing for future research.

The inclusion of a person-centred approach and mindfulness strategies in treat-
ing SUDs should also be further investigated. Similarly, the Bachelor of Social Work 
(BSW) as well as continued professional development training should incorporate 
aspects of students’ and practitioners’ personal spiritual beliefs, the role this has 
on the professional relationship, as well as the impact of spirituality on the inter-
vention process. Therefore it will be imperative that due diligence is given to the 
personal S&R beliefs (whether they believe in the transcendent, a higher power or 
not) of students and practitioners because it is as important as that of the clients 
that they serve.
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Use Disorder among African 
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Abstract

The current opioid epidemic substantially affects African Americans given their 
historical rate of disparities in access to effective substance use disorder (SUD) 
treatment. Yet, there is limited information about factors that may improve access 
to effective opioid use disorder (OUD) treatment for members of this racial group. 
This chapter describes policy, management, and treatment practices that may 
enhance access and engagement of African Americans in OUD treatment consider-
ing the current opioid epidemic and the state of public treatment systems in the 
United States. Drawing from a sociocultural framework on disparities in access 
to care, I present a comprehensive approach based on culturally competent and 
medication-assisted treatment that may reduce the wait time to enter treatment 
and increase treatment engagement and recovery rates among African Americans 
seeking OUD treatment. I focus on the role of public insurance (i.e., Medicaid), the 
diversification of the workforce, as well as delivery of adequate dosages of mainte-
nance opioid medications (methadone, buprenorphine, and naltrexone) to improve 
engagement and recovery. Implications for health policy, program design, and 
service delivery are discussed to abate the effect of the opioid epidemic on African 
American communities.

Keywords: African Americans, opioid use disorder treatment, Medicaid,  
cultural competence, treatment effectiveness

1. Introduction

African American communities are disproportionally affected by the opioid 
epidemic. The CDC estimates that from 2014 to 2016 opioid overdose deaths 
increased by 45.8% for whites but 83.9% for African Americans [1]. Although white 
and rural communities have reported alarming overdose rates, African American 
communities in urban and suburban communities have seen a steady growth of 
overdoses over a longer period. In particular, the opioid epidemic has dispropor-
tionately affected African-American communities, who are most likely than whites 
to be uninsured or underinsured and unable to enter and stay in opioid use disorder 
(OUD) treatment.

It is well established that African Americans are more likely than whites to 
experience difficulty entering and staying in outpatient SUD treatment [2–6]. 
Researchers have examined wait time to enter treatment and retention in treatment 
to develop strategies to improve treatment engagement and improve the likelihood 
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of maintaining clients in recovery from opioid use. Wait time to treatment entry is 
the most commonly cited barrier, and most studies show that African American cli-
ents wait more days to enter SUD treatment than non-Hispanic white clients [6–8]. 
Treatment retention, or time spent in treatment, is a robust predictor of reduced 
post-treatment substance use [9]. National studies show that treatment programs 
that provide care to minority populations used fewer approaches to maintain client 
retention [10–13]. In addition, the importance of insurance coverage to enhance 
access to OUD treatment for African Americans is noted.

However, since the implementation of the Affordable Care Act, the percentage 
of clients without insurance in predominately African-American opioid treatment 
programs (OTPs) dropped from 45% in 2014 to 20% in 2017, which is promising 
[14, 15]. Delivering culturally responsive care is also critical to engaging African 
Americans in OUD treatment and reducing the negative effects of the opioid 
epidemic. In particular, investing in a diverse workforce that is qualified to respond 
to the technical aspects of medication-assisted treatment and the cultural services 
needs of African-Americans is critical [16, 17].

The information in this chapter can help policy makers and program managers 
to make informed decisions about how to allocate scarce resources to help African 
Americans access effective OUD treatment. Although there are a variety of prac-
tices to support treatment access, engagement, and recovery, this chapter focuses 
on robust approaches to help African Americans considering the current healthcare 
environment. In this chapter, I describe the evidence supporting Medicaid coverage 
and delivery of cultural competence in OUD treatment.

2.  Cultural competence to enhance access and engagement in OUD 
treatment for African Americans

Cultural competency is theoretically justified, and mounting evidence supports 
some of the multiple components or practices to improve engagement and OUD treat-
ment outcomes [18]. However, standardized and empirically validated comprehensive 
scales through which to measure organizational cultural competence have been lacking 
[19]. Yet, workforce diversity, which allows matching clients and providers based on 
language and cultural background and ensuring connections with minority communi-
ties have received empirical support [7, 20]. These measures of workforce diversity 
based on matching have been associated with higher treatment access and retention. 
A meta-analysis also showed a small, but significant treatment effect of culturally 
adapted interventions on substance use behaviors among African Americans and 
Hispanics [21]. This previous research shows promise but requires policy and program 
investment in tailoring services to the needs of African Americans.

Workforce diversity has become an effective practice to address healthcare dispari-
ties in treatment outcomes [22–24]. Following Brach and Fraser, I define workforce 
diversity as the demographic and cultural representation of health workers and man-
agers that reflect inclusion of backgrounds that are representative of the client popu-
lation [25]. A diverse workforce is one of the main practices of cultural competence, 
which is defined as a set of behaviors, attitudes, and policies that enable a system, 
organization, or individual to function effectively with culturally diverse clients and 
communities [18]. I draw from the culturally and linguistically appropriate services 
(CLAS) denomination used by federal health agencies [26–28], which has six main 
components, Leadership, Quality Improvement and Data Use, Workforce, Patient 
Safety and Provision of Care, Language Services, and Community Engagement. For 
a complete list of CLAS practices, please refer to the US Department of Health and 
Human Services (DHHS), Office of Minority Health. This comprehensive approach 
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describes a healthcare system responsive to the cultural and linguistic service needs of 
members of racial and ethnic minority individuals.

Workforce diversity as a key practice in CLAS may help OTPs engage African-
Americans who are most likely to drop out of treatment. Previous cross-sectional 
analyses of national representative databases show that SUD treatment programs 
that cater to minority populations experience decreased retention in treatment or 
employed methods to maintain retention [9–11, 29, 30]. In contrast, SUD treatment 
programs with African American supervisors [16] predicted highest degrees of 
cultural competence. As culturally competent practices can encompass a wide array 
of organizational arrangements, practices, and services, it is critical for program 
administrators and counselors to determine which components of CLAS are needed 
to engage African Americans in OUD treatment.

The importance of diversifying the workforce and delivering CLAS in the SUD 
treatment system stems from disparate research suggesting that the discordance 
between the racial background of clients and treatment staff may contribute to health 
and healthcare disparities [16, 31–34]. Congruence between the cultural and the 
linguistic backgrounds of staff and clients is thought to elevate the competencies of 
healthcare providers and improve client treatment adherence via the use of racial/ethnic 
history and cultural norms, as well as the reliance on client’s native language [16, 35–37]. 
Furthermore, having a diverse workforce may create a conducive climate for imple-
menting CLAS [38, 39] and addressing treatment outcome disparities among minorities 
[16, 40–42]. The field has seen an increased diversity among SUD clients, but it is not 
clear how reliably provider/client matching yields positive results [16, 17, 43–45].

Federal, state, and professional organizations have promoted cultural competence 
to improve SUD treatment engagement (see DHHS Office of Minority Health). 
Federal regulation, through Medicaid payments of healthcare service has strengthen 
the focus on delivering services that respond to the cultural and linguistic services 
needs of clients (DHHS, Medicaid). The National Institute of Medicine, National 
Institute of Nursing, and the National Association of Social Workers have promoted 
workforce diversity strategies, as well as developed training standards for cultural 
competency [46–50]. Regulation at the federal, state, and professional certification 
levels has incorporated cultural competence in healthcare services [51–54]. More 
directly to the proposed research, the Substance Abuse and Mental Health Services 
Administration called providers to rely on CLAS because the majority of SUD coun-
selors are non-Hispanic whites even as almost half who seek treatment are non-white.

Prior research shows that the minority background of managers and counselors 
is associated with higher rates of treatment access and retention among Latino and 
African American clients [55–57]. The use of the proposed conceptual framework 
may expand understanding of drivers of workforce diversity and treatment outcomes. 
To improve the quality of care provided to African American communities, it is criti-
cal to ensure that the different stakeholders understand the service needs of African 
Americans. This includes engaging policy makers, healthcare administrators, pro-
gram directors, as well as treatment providers, clients, and people living in the service 
area who are not clients of the healthcare organization. This comprehensive approach 
to improve the cultural competency of OUD treatment can have a significant impact 
on access, retention, and recovery rates of African Americans struggling with OUDs.

3.  Medication-assisted treatment and ensuring adequate dosages  
of opioid maintenance medication

Medication-assisted treatment (MAT) is a pharmacological intervention that 
relies on specific drugs (e.g., methadone, buprenorphine, or naloxone) to reduce 
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the cravings or block the effects of opioid use. Unfortunately, only one-third of 
SUD treatment programs offer MAT in the United States, while those opioid treat-
ment programs (OTPs) who provide these medications may not deliver them in 
adequate dosages compromising the recovery of clients.

Methadone is the most common opioid maintenance medication in the United 
States. It is used as a replacement for illicit opioid use, such as heroin, in medically 
supported opioid substitution maintenance programs, referred here as OTPs [58]. 
Buprenorphine, introduced after methadone, has received significant support to 
reduce illicit opioid use but has not been widely implemented in OTPs. The effects of 
buprenorphine may last longer than methadone as it can be taken once every 2 days.

The issue of OTPs providing adequate dosage has been an increasing concern 
considering the high regulation of medication-assisted programs and the impact 
on the client population. Emerging research suggests that Methadone doses higher 
than 60 mg/day are associated with significant declines in heroin consumption [58] 
and other drug use, as well as with longer retention in treatment and lower rates of 
relapse [59–63].

However, 41% of patients received lower doses [64] with African Americans 
more likely to receive doses less than 40 mg/day [17]. This initial findings are 
concerning as African American communities are disproportionally affected by the 
opioid epidemic and face significant barriers to access OUD treatment.

Significant evidence shows that buprenorphine at high doses (15 mg) can reduce 
illicit opioid use effectively [65]. There is limited evidence of African Americans 
receiving inadequate dosages of buprenorphine, but research has showed that 
African American communities have less access to buprenorphine treatment 
compared with White communities.

Adequate dosage of naltrexone is suggested at 50 mg/day [65, 66], but similar 
to buprenorphine, evidence is limited regarding the adequate dosage of naltrexone 
in African American communities, while there is some evidence that these com-
munities have less access to naltrexone compared to white communities. Enhancing 
African American communities’ access to MAT and ensuring that maintenance 
dosages are adequate to maintain recovery should be a primary goal of public health 
leaders to abate the opioid epidemic.

4. Conceptual framework

The sociocultural framework of substance abuse service disparities [67] suggests 
that racial disparities in treatment service use originates when healthcare system 
factors, such as policy, community, and providers differently respond to individuals 
partly based on their racial/ethnic background. For instance, different stratified 
conditions emerge when healthcare markets fail in minority communities creating 
different pathways to access treatment. At the provider level, poor patient-provider 
communication, lack of trust, and poor workforce availability or competency 
further differentiates services to minority from services to white clients. As a result 
of these differences in service provision, racial minorities face greater risk than 
non-Hispanic whites of dropping out of care and receiving lower quality of care, 
resulting in worse treatment outcomes [68]. Growing evidence in differences in 
implementation of health policy in minority communities, provider discrimination, 
and provider resources offer support for this framework.

I also draw from a diversity and inclusion and funding and regulatory frame-
works to describe how racial disparities in OTP may emerge and how to eliminate 
them. The diversity and inclusion framework proposes that by increasing racial 
diversity of the OTP workforce, OTPs will be able to be respond to the barriers to 
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access and engagement in treatment [69]. Developing a diverse workforce may 
enhance OTPs’ capacity to deliver CLAS, but OTP’s organizational and client factors 
may determine when OTPs workforce diversity and delivery of culturally respon-
sive care have an impact on process outcomes.

Opioid treatment programs (OTPs) rely heavily on their regulatory and funding 
environment for financial and nonfinancial (i.e., professional expertise) resources, 
making them vulnerable to funding and regulatory expectations [7, 70]. OTPs also 
rely on having a high staff to client ratio to respond to client service needs. The 
racial/ethnic diversity of the client population is also critical for OTPs to invest 
in cultural competency and improving process outcomes [16]. These dynam-
ics are consistent with resource-dependence theory [71], which posits that high 
dependence on necessary resources (Medicaid funding, staffing, and diverse base) 
determines an organization’s practices (e.g., workforce diversity) and selection of 
core service technologies (e.g., CLAS).

By accepting Medicaid funding, OTPs increase their revenue, but also are 
pressured to comply with government-endorsed culturally responsive care [72, 73]. 
Because accepting Medicaid payments may be a proxy for institutional pressures 
to deliver CLAS and enhance access to healthcare, Medicaid acceptance and the 
delivery of CLAS may potentially reduce disparities in process outcomes among 
OTPs primarily serving African Americans and Hispanics. Delivering CLAS may 
improve OUD treatment programs access, increase retention, and increase percent 
of clients receiving adequate MAT maintenance dosage when OTPS accept Medicaid 
payments and when staff/client ratios are high.

Providing African Americans with adequate dosages of methadone, buprenor-
phine, and or naltrexone is likely to support their commitment to maintenance 
medication and improve their recovery efforts. A consistent and adequate dosage of 
these maintenance medications is associated with positive psychosocial, emotional, 
and labor outcomes. Hence, it is critical to develop the health policies, insurance 
coverage, service practices, and workforce competencies to deliver culturally 
responsive and adequate dosing of opioid maintenance medication.

4.1 Organizational factors improving cultural competence and recovery

Prior research on cultural competence in SUD treatment using national data has 
found that SUD treatment organizations with the highest degree of cultural com-
petence have clinical supervisors and staff who are African American [16]. Studies 
also show that SUD treatment, when provided using different CLAS, is associated 
with reduced racial disparities in client access and engagement [7]. For instance, 
in one of the largest studies on cultural competence, Dr. Guerrero and colleagues 
included measures from more than 110 treatment organizations and clinical records 
from 28,000 clients from minority backgrounds. Using these data, they showed that 
culturally responsive practices are significantly related to client access to treatment 
services, retention in treatment, and treatment completion [74]. The comprehensive 
set of organizational practices, (culturally responsive policies and practices, outreach 
to minority communities, workforce diversity, involvement in minority communi-
ties, etc.) make a differences in enhancing treatment access and engagement, as well 
as ensuring clients meet their treatment plan goals to be successfully discharged.

A critical aspect of OUD treatment is medication dosage. Growing evidence 
suggests that OTP client characteristics and organizational factors are associated 
with methadone dose levels [73, 75]. Characteristics of patient mix (percentage of 
African American patients), employment status (percentage of patients who are 
currently unemployed), and patient age (percentage of patients aged 40 or above) 
are associated with dosage levels above 60 mg/day. Program factors associated with 



Effective Prevention and Treatment of Substance Use Disorders for Racial and Ethnic Minorities

50

methadone dose levels below 60 mgs/day also include program ownership (public, 
private for profit, and private not-for-profit) accreditation by either the Joint 
Commission (TJC) or the Commission on Accreditation of Rehabilitation Facilities 
(CARF), the percentage of staff members who are ex-addicts [75] and African 
American director, particularly in programs serving populations with higher 
percentages of African American patients [17, 64, 76]. It is critical to understand the 
extent to which CLAS may improve OTPs’ likelihood of providing adequate MAT 
dosages in programs serving African American and Latino clients.

Altogether, organizational factors play an important role in the delivery of 
quality of care for African Americans. When treatment programs provide culturally 
responsive care, clients engage and respond to treatment. This means that if OTP 
services are delivered by African American staff with competencies to understand 
and address the cultural, linguistic, and social service needs of African American 
clients, these clients are likely to enter, stay, and benefit from OUD treatment.

5. Conclusions

African Americans seeking to enter SUD treatment face significant challenges to 
engage, stay, and benefit from treatment. Increasing evidence suggests that cultur-
ally responsive practices that include workforce diversity as well as policies, prac-
tices and services that are responsive to the service needs of African Americans may 
improve the effectiveness of SUD treatment. African American clients struggling 
with OUDs may benefit from MAT, in particular three of the most effective medica-
tions to address OUD, methadone, buprenorphine, and naltrexone, but ensuring 
that OTPs deliver MAT, adequate dosages to help African American clients achieve 
medication maintenance and recovery is critical.

The socio-technical and cultural framework offered in this chapter highlights 
several factors that may improve treatment of OUD among African Americans. 
The health policy like Medicaid expansion coverage will ensure effective access to 
treatment by ensuring ability to pay. This funding also regulates the quality of care, 
including provision of culturally responsive practices, which include having staff 
that represent the racial background of clients. The assumption is that the provide-
client matching will elevate the cultural understanding of client’s OUD issues and 
address them effectively. The provision of MAT is critical to address OUD, but 
ensuring adequate dosage of the right type of maintenance medication is necessary. 
Healthcare system administrators, program managers, and addiction counselors 
should ensure that African Americans have effective access to the right medication 
at adequate dosages, and that outcome reporting is available.

5.1 Implications for OUD treatment for African Americans

Opioid use disorder treatment for African Americans may become 
more effective when investing in program design, a diverse workforce, and 
MAT. Because research has showed that culturally competent units are typically 
public, federal-funded organizations and with highly trained staff, in terms 
of college-educated and professionally certified, it is critical to rely on public 
funding (Medicaid), professional accreditation standards, and build on staff 
competencies to deliver OUD treatment that is effective. Culturally competent 
programs also have a high percent of clients with high severity of illness and 
social issues [16]. To increase the effectiveness of OUD treatment for an African 
American population that struggles with other health-related issues, it is critical 
to integrate MAT and medical services.
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Because SUD treatment programs that invest in cultural competence are more likely 
to invest in ancillary servicessuch as employment counseling, spiritual strength, and 
physical health, it is also critical for Medicaid reimbursement policies, insurance cover-
ages, program management, and services delivery to respond to the multiple service 
needs that compromise the recovery of African Americans from opioid use [16, 17].

Policy makers, healthcare administrators, program managers, and counselors 
need to work conjointly to use their unique knowledge to tailor policies, adjust 
budgets, design healthcare coverage, and services and prepare the workforce to 
response to the services needs of African Americans. To reduce the impact of the 
opioid epidemic on African American communities, public health systems need to 
improve access to culturally responsive and evidence-based care including effective 
MAT. Tailoring policies and services to the needs of the racial minority group most 
represented in OUD treatment has benefit to all members of society.
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Chapter 5

Management Practices to Enhance 
the Effectiveness of Substance Use 
Disorder Treatment
Jemima A. Frimpong and Erick G. Guerrero

Abstract

Managers of substance use disorder (SUD) treatment organizations face signifi-
cant challenges to improve treatment effectiveness. The field has paid significant 
attention to the delivery of pharmacological and psychosocial treatment interven-
tions, and the effectiveness of these interventions, with little consideration for the 
role of management practices that enhance the delivery of such evidence-based 
practices (EBPs). This chapter describes evidence-based management practices 
(EBMPs) that may support the effective and consistent delivery of EBPs in SUD 
treatment. Drawing from a socio-technical and cultural framework, we propose 
a management approach that relies on policies, human resources, and culturally 
responsive practices to directly and or indirectly facilitate the delivery of EBPs. 
In particular, this chapter describes EBMPs that could be widely implemented to 
respond to the cultural, linguistic, and service needs of racial and ethnic minority 
groups. We discuss implications for funding and support of management training 
to improve standards of care and include a case example to promote reflection.

Keywords: evidence-based management practices, effectiveness, workforce diversity, 
substance use disorder treatment

1. Introduction

Evidence-based management practices (EBMPs) are grounded on evidence with 
significant empirical support to facilitate organizational change and performance 
improvement [1, 2]. As such, EBMP refers to meso and macro practices that may 
enhance the effectiveness of micro practices (e.g., EBPs or interventions at the 
practitioner-client level). Emerging evidence suggest that EBMPs play an important 
role in the effectiveness of behavioral health services by supporting the process of 
service delivery [3–6]. EBMPs are therefore increasingly important to respond to 
the high demand for public accountability, organizational performance and imple-
mentation fidelity in health and human services [7].

The substance use disorder (SUD) treatment field has focused on clinical inter-
ventions that show effectiveness in reducing substance use. In particular, there has 
been significant development of EBPs in the use of medication and psychosocial 
interventions to reduce substance use or support abstinence. Yet, there is limited 
application of evidence-based management practices (EBMPs) that support the 
delivery and integration of EBPs into routine practice. Once an intervention is 
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considered effective, it is critical to understand the contextual factors that play a role 
in supporting effectiveness in the delivery and continued use of the intervention.

Management in SUD treatment organizations are a complex and multifaceted 
practice that seeks to improve the structure, technology and human resource 
capacity to enhance service delivery and achieve positive treatment outcomes [8]. 
Managers consequently play a critical role to develop, implement, and sustain EBPs 
[9, 10]. Although managers tend to rely on personal experience to inform practices 
used in their organizations, it is critical to develop management capacity to rely on 
EBMP to enhance the impact of EBPs in SUD treatment [5, 11].

Managers in SUD treatment organizations face significant challenges to increase 
access to care and ensure high rates of recovery from SUD. Among the most 
documented challenges to enhance access to effective care include preparing the 
workforce to deliver culturally responsive and evidence-based treatment [12, 13], 
develop a sustainable funding approach and relying on technology to track staff 
performance and client progress. To do so, managers need to rely on best practices 
in human resources, finance and staff and client progress measurement [12, 14–16]. 
The field of management in SUD treatment could benefit from more than 100 years 
of management research. Drawing from this discipline, there are at least three 
EBMPs that could improve the effective implementation of EBPs in SUD treat-
ment. The management practices with significant evidentiary bases include: (1) 
goal setting, (2) feedback and redesign models, and (3) total quality management. 
Our emphasis on these practices, among the range of evidence-based management 
practices, is grounded on the context of social service organizations. Specifically, 
these practices are relevant to the organizational challenges most implicated in 
the effective delivery of substance use disorder treatment, and challenges where 
they are mostly to have impact. We select these practices in line with the unique 
challenges faced by managers in substance use disorder treatment programs (e.g., 
organizational capacity, staffing) [17]. These management practices also consider 
various levels of challenges, i.e., development/pre-implementation: establishing 
alignment between expected outcomes and goals by putting in place systems that 
support the outcome; testing/implementation: a double-loop approach to learning 
and adapting to change; and continuous/post- implementation: engaging staff at all 
levels of program to ensure maintenance of effectiveness and quality.

2. Evidence-based management practices

Goal-setting is defined as a motivational technique that is used to set specific 
goals that will enhance performance, with more-difficult goals resulting in higher 
performance [18]. Goals help motivate individuals to accomplish challenging 
objectives by establishing specific and measurable targets. Research on goal-setting 
practice has further suggested that when team members work together towards a 
common goal, it helps ensure that the goal will be achieved [18]. Goal-setting as 
a practice has its limitations because it does not take into consideration the factor 
of time [19]. For instance, in an organization, accomplishing a given goal, and 
specifically by a certain specified time, may not be aligned with supervisors’ overall 
assessment of when the set goal is to be realized, or the organizations expectations 
for the goal. This misalignment has implications for how tasks and resources are pri-
oritized and managed over time. As a result, varying understanding and expecta-
tion of time horizons may create direct conflict between employers and employees 
within the organization, and thus lead to weakness in overall performance. Aligning 
priorities and setting realistic timelines are among the many issues that managers 
need to address to benefit from the goal-setting practice.



63

Management Practices to Enhance the Effectiveness of Substance Use Disorder Treatment
DOI: http://dx.doi.org/10.5772/intechopen.91054

Goal setting is however an EBMP that could be implemented in SUD Treatment 
organizations. Although this practice requires training and persistence in the super-
visor-counselor relationship, it does not require an elaborate plan, costly resources, 
or a complex structure. It requires managers’ careful assessment of staff members’ 
strengths and limitations, as well as the facilitators and barriers to ensure a success-
ful service outcome. The practice is also alike the treatment planning process that 
counselors review with clients to support their positive treatment outcomes, such 
as sobriety. Considering its low-cost, simplicity and ease of implementation, this 
practice is highly recommended for SUD treatment settings.

Feedback and redesign model is a more comprehensive EBMP, which consid-
ers four steps: context, behavior, impact, and future steps. Context describes the 
situation in which the individual is allotted time to provide feedback [20]. In the 
next phase, the individual describes their behavior, given the context, as clearly as 
possible, to draw conclusions. This has an impact of the situation, and the feedback 
may be positive or negative. The nature of the impact then leads to discussions of 
specific behaviors to determine if a redesign or change should be implemented. The 
interconnectedness of the analysis between feedback and redesign can then be used 
by managers to help individuals plan, evaluate, and overcome challenges [21].

The feedback and redesign model offers managers of SUD treatment services 
the opportunity to comprehensively assess micro and meso level factors that play 
a role in accomplishing the desired goal. Managers may use this model in clinical 
supervision, where counselor-client context, and counselor’s intervention and 
desired outcome are constantly the focus. This model has informed well-known 
interventions such as the Plan-Do-Study-Act (PDSA) cycle. The PDSA approach 
relies on a scientific method applied to action-oriented learning. The goal is that 
to test isolated changes, organizations need to plan the change, try it, observe the 
results, and act on what is learned. Researchers have pilot tested this intervention 
in several studies to enhance treatment access and retention. The Network for the 
Improvement of Addiction Treatment (NIATx) model [22] uses a Plan-Do-Study-
Act (PDSA) cycle. This cycle is designed to identify issues and create solutions 
(Plan), implement new processes (Do), evaluate outcomes (Study), and establish 
change practices (Act) [23, 24]. In the public health system in Los Angeles County, 
researchers have tested the PDSA approach to improve treatment retention with 
positive results [25].

The Plan-Do-Study-Act can be resource intensive, particularly for small treat-
ment organizations that lack the guidance, personnel and time to implement such 
rigorous cycles. But, there is increasing support from government and foundations 
to help small treatment organization form coalitions to support PDSAs in their 
communities. As such, the PDSA can be considered a EBMP that could improve the 
effectiveness of SUD treatment.

Total quality management (TQM) or continuing quality management (CQM) 
model is another model with supportive evidence to improve service effectiveness. 
Coined by William Edwards Deming [26], total quality management (TQM) is 
defined as a system of management that views every staff member of an organiza-
tion as responsible for maintaining the highest standards of work within every 
aspect of the organization’s operation. TQM is used in organizations to help 
improve procedures in all areas of functionality [27]. TQM has become a popular 
management approach because it strives to improve product quality and interac-
tions with customers and suppliers, which are linked to organizational design and 
change. Subsequently, the quality of a business has become an important aspect 
of an organization’s success. Although TQM is prevalent within organizations, 
it requires extensive training. This approach has been mainly used and tested in 
manufacturing, with little exposure to health and human services. Studies focusing 
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on health care have sought to integrate TQM into a continuing quality management 
framework applied to healthcare. Existing evidence suggests significant benefits of 
implementing this framework in healthcare services [28].

Although the TQM, or CQM perspective can be resource intensive, it may allow 
SUD treatment systems to examine more broadly every aspect of the process of 
care. This approach can be used by state or county level administrator of healthcare 
services to guide quality improvement efforts. For instance, TQM can be applied to 
each step in the process of care, which may be divided by phases—e.g., outreach, 
intake, assessment, treatment planning, discharge, continuing of care. The culmi-
nation of efforts within each phase would then factor into improved service delivery 
and effectiveness.

3. Evidence-based management in SUD treatment organizations

The SUD treatment field has gradually built a series of EBMPs informed by 
managers’ experience, and the continuous need to respond to a complex regulatory 
and funding environment. For instance, under health care reform, SUD treatment 
organizations are expected to become more systematic in service delivery and 
accountable to service outcomes, requiring the use of EBMPs to support the imple-
mentation, delivery, and effectiveness of EBPs.

The concept of evidence-based health care has led to a significant shift in the way 
health care professionals use evidence from scientific research and practice. Managers 
often encourage drug treatment counselors to adopt an EBP approach to practice, 
yet managers in SUD treatment often lack formal education in management, or the 
managerial capacity to rely on EBMPs to support delivery of EBPs [11]. The increased 
interest in developing EBP in the management of health care organizations is mainly 
due to wide variation in the implementation and effect of clinical EBPs [29].

The selection, implementation, sustainment, and influence of effective EBPs 
depend on how health care services are financed, regulated and delivered [11]. 
Leaders of health and social services system have begun to call for translation 
of findings from behavioral economics, cognitive and social psychology, man-
agement science, and social work, among other disciplines, to inform EBMPs 
[30]. Communities of scientist, academicians, and practitioners have also been 
encouraged to work together to translate current management practices with 
significant evidence, as well as to invest in the development of practical responses 
to current management challenges [30]. As such, practitioners will not need to 
rely on personal experience and local knowledge to address challenges that stem 
from principles addressed in research and science. We extend the socio-technical 
framework [12] of SUD treatment systems and include a cultural aspect to respond 
to the cultural and linguistic service needs of racial/ethnic minority clients. This 
social-technical framework posits that community and organizational factors 
enhance access to treatment services and the use of EBPs [18]. We categorized 
EBMPs relevant to SUD treatment organizations into four main areas: Policy, Social, 
Technical and Cultural Practices. These practices operate at different levels to impact 
organizational and treatment level outcomes.

4. Management practices that rely on policy factors

The policy context of SUD treatment is critical to determine whether a policy 
initiative can be evidence-based to enhance access to care [11]. The Affordable Care 
Act (ACA) legislation abolished categorical restrictions on eligibility for Medicaid 
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that have traditionally limited enrollment to children, parents, and individuals with 
qualifying disabilities. By removing insurance restrictions and thus, reducing financial 
barriers, these ACA changes have the potential to improve access to substance abuse 
treatment [31, 32]. Hispanics are at the highest risk of being uninsured, with non-
elderly adult Hispanics nearly two and half times as likely to be uninsured than non-
elderly adult Whites (22 vs. 9%). Since the implementation of the ACA, the percentage 
of clients without insurance in predominately African-American OTPs dropped from 
45% in 2014 to 20% in 2017; similarly, this percentage dropped from 49% in 2014 
to 27% in 2017 in predominately Hispanic programs. Because Medicaid expansion 
was deemed optional after the ruling in National Federal of Independent Business v. 
Sebelius, gains in insurance access and, in turn, treatment access, has been shown only 
in states that chose to open program eligibility to all low-income adults [33].

Management practices that rely on policy changes or practices, such as the 
ACA, can significantly improve access to care for under-represented population 
groups, including Hispanics and African-Americans, who remain more likely to be 
uninsured than Whites. Medicaid expansion and program acceptance of Medicaid 
reduces barriers to access treatment for racial and ethnic minority groups [34]. This 
is because SUD treatment programs are motivated to admit individuals to treatment 
to the extent that they have insurance coverage. We thus highlight Medicaid expan-
sion as evidence-based policy practice.

5. Management practices that rely on social factors

5.1 Staff to client ratios

Prior work shows that staff to client ratio is an important predictor of the use 
of evidence-based practices in the nation’s SUD treatment programs [35]. As this 
ratio increases, clients are more likely to receive medical and social services [12]. 
The likely mechanism in this relationship is staff time devoted to clients. That is, 
when caseloads increase, staff member simply does not have the time to respond 
adequately to clients’ service needs, including, for example, making referral arrange-
ments to link clients to needed services that are often located off-site [36]. Effective 
management of staff to client ratios can be considered an EBMPs that may support 
quality of care, particularly for vulnerable clients that need integrated care services.

6. Management practices that rely on technical factors

Resources available to SUD treatment programs are likely to play an important 
role in their behavior. Workforce, (staff-client ratios) technology (use of electronic 
health records), and quality improvement initiatives (accreditation) as resources, 
are therefore catalysts for the use of EBPs.

6.1 Financing models

Due to fewer financial resources, programs that serve higher percentages of 
minority clients are less likely to have or use electronic health records (EHRs). Prior 
work shows that EHRs play an important role in managing and coordinating client 
care, especially linking clients in substance abuse treatment to mainstream health 
care providers [37, 38]. For example, programs with high percentages of minor-
ity clients rely heavily on public funds (Medicaid reimbursement and state block 
grants) which provide lower levels of financial support to cover expenses for their 
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operations—including payroll for staff salaries; funds to purchase and maintain 
information technology systems for electronic health records; and funds for staff 
training and quality improvement programs. In comparison, programs that serve 
higher percentages of white clients might have, on average, more funding from pri-
vate insurance, client self-pay, and donations. These funding sources might enable 
support for the integration of more EBPs like medical and mental health services, 
as well as the linkage with social services and the provision of aftercare services. 
Having EHRs may also be considered a management practices to enhance quality of 
care [35]. Hence, diversifying funding streams and increasing revenue from private 
insurance, self-pay and donations can be considered a management practice that 
can directly enhance the delivery of EBPs.

6.2 Professional accreditation

Prior research shows that SUD treatment programs that hold accreditation from 
the Joint Commission (TJC) are more likely to provide higher quality of care [12, 
39]. Attaining accreditation from TJC is resource-intensive but programs with TJC 
are held accountable to provide EBPs. Program efforts to respond to accreditation 
standards seem to play a significant role in supporting the effectiveness of EBPs. 
Through the gaining and sustaining professional accreditation, managers may be 
able to invest in processes that support effectiveness. Having the necessary technical 
resources to improve the quality of care may contribute to the effectiveness of SUD 
treatment.

7. Management practices that rely on cultural factors

7.1 Workforce diversity

Growing evidence suggests that clients from racial and ethnic minority back-
grounds respond more favorably to treatment staff who share their cultural and 
linguistic background [40–47]. Although cultural humility and respect for clients’ 
cultural background is critical for services, most of the literature has examined 
provider-client matching as an initial condition to improve treatment engagement. 
Workforce diversity is one of the most concrete practices that represent organi-
zational cultural competence. Workforce diversity generally indicates whether 
treatment staff, including directors, supervisors and counselors are reflective and 
representative of their client population, i.e., members of a minority group (e.g., 
African American or Hispanic) [42, 48]. Prior research on workforce diversity 
shows that SUD treatment programs identified as culturally competent are much 
more likely than other programs to have clinical supervisors and staff who are 
African American [49]. Supervisors and directors of culturally competent programs 
may have important attributes that may help engage minority clients. Research 
shows that those managers working in programs with high cultural competence 
also report graduate education and significant work experience. Hence, workforce 
diversity may also bring highly skilled, educated, trained, and experienced manag-
ers and staff who can competently respond to the cultural service needs of clients.

The extant literature on SUD treatment systems across the country show that 
when minority counselors provide services, minority clients enter treatment faster 
than when serviced by White counselors [47, 49–52]. For instance, culturally 
responsive policies, management and service practices are associated with greater 
retention in treatment; and treatment completion [42, 53]. The organizational 
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context underlying practices that are responsive to the cultural diversity of the 
population served, especially in social service organizations, cannot be understated. 
Specifically, the multidimensional aspect of factors that facilitate effective response 
to diverse population, at the program level, include: a multicultural service delivery 
philosophy (e.g., partnerships with local agencies, reducing duplication of services 
that are costly); responsive organizational processes (e.g., collaboration with agen-
cies with similar goals, considering limited resources); responsive organizational 
procedures (e.g., managerial support for policies that illustrate mission statement 
and service standards); continuous organizational renewal (e.g., ongoing needs 
assessments); and effective agency-community relations (e.g., the establishment 
of relationships that are not grounded on power dynamics) [54]. Thus, cultur-
ally responsive practices can be considered EBMPs when used in management to 
enhance client outcomes. These results have informed policy interventions to invest 
in translation of materials, diversification of the workforce and counselors’ Spanish 
language proficiency [53]. Despite this evidence, workforce diversity national 
initiatives require more financial, legislative and social support to improve the 
treatment conditions for members of racial and ethnic minority groups entering the 
SUD treatment system.

8. Implications for managers in SUD treatment organizations

EBMPs described in this chapter are not exhaustive of all practices available, nor 
are they fully described for training purposes. They are however some of the most 
significant practices based on the current context of healthcare reform in the United 
States and the increasing participation of racial and ethnic minority clients enter-
ing the SUD treatment system. Our goals for this chapter was to bring awareness to 
policy makers, health care administrators, program managers and other stakehold-
ers of a series of evidence-based practices that can improve the effectiveness of SUD 
treatment.

Because most managers of SUD treatment are generally promoted from direct 
service provider (i.e., counselor) to middle manager (clinical supervisor) and 
sometimes to program director, it is critical to train them on the job. These man-
agers also have limited formal education in the latest management theories and 
practices that makes them effective as managers of healthcare services. Federal, 
State and Foundations should require and financially support comprehensive 
management training for all SUD treatment programs, nationwide [55]. Such 
trainings should focus on a package of training that focus on, but not limited to the 
transition to management and leadership, role identity, and the necessary knowl-
edge and skills, in order to solidly prepare former clinicians on astute implementers 
of EBMPs. The extent, as well as implementation of a comprehensive training 
agenda will in turn make progress on the ongoing efforts to professionalize the field. 
Treatment programs would accordingly function with evidence-based practices at 
the core of their operations. This will be reinforced by the knowledge and experi-
ences of providers, which would benefit clients who demand high quality, efficient, 
effective, and cost-effectiveness care to address their substance use disorder.

9. Case example

Lorena Perez was one of the most popular, active and friendly managers in her 
human service organization. She managed their substance use disorder treatment 
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division, which included several inpatient and outpatient treatment programs in 
the suburbs of a large city on the East Coast. Ms. Perez did not receive any formal 
training in management. In fact, she started as a client in one of the inpatient 
programs 30 years ago. After completing the program and maintaining her sobri-
ety from alcohol, Ms. Perez first volunteered as a sponsor to many Latino women 
in recovery. After a few years, she completed her Bachelors’ degree in Psychology 
and addictions and became certified as a substance abuse counselor. She was given 
a full-time job in the same program that helped her recover. During her 10 years as 
a counselor, she became one of the most effective counselors engaging hundreds 
of women in the process of recovery. Although she relied heavily on her recovery 
experience and 12 step approach, she incorporated this approach with the latest 
evidence-based interventions to her individual and group counseling. Ms. Perez 
was always eager to attend trainings to improve her skills and competencies in all 
areas of the treatment process. After a few years, her personal commitment to 
effectiveness, was noticed by the organization’s leaders, and Ms. Perez was pro-
moted to clinical supervisor.

With no formal management experience, Ms. Perez struggled to provide 
counselors with effective support. She treated counselors under her direction as 
clients, spending a great deal of time processing their emotions and supporting 
their decision making. Even though staff felt emotionally supported, which had a 
positive effect on their view of the relationship with Ms. Perez, they did not have 
a sense of what they were working towards, both at a personal and program levels. 
They knew that with more guidance, they could better serve their clients, and 
further improve the functioning of the organization. With these looming gaps, the 
treatment staff became increasingly frustrated with her supervisory and approach 
to management. These dynamics were compounded by resource constraints that 
Ms. Perez had to operate within. She finds herself managing a program and team, 
but did not have the necessary resources to meaningfully engage her staff. This 
meant that she often had to reschedule or cancel one-on-one review meetings and 
program-wide meetings. These missed opportunities for engagement meant that 
staff did not get needed critical feedback on their performance or ways in which 
they may improve their performance. It also meant that she did not get to learn 
about and address challenges faced by staff in the care delivery process. Within 
the broader organizational context, Mrs. Perez also had fewer touch-points with 
clients. These interactions, she has also found to be invaluable to her experience and 
knowledge as a practitioner and manager. Because of her lessened presence, with 
respect to client-facing interactions, she began to lose track of the changing patient 
demographic and did not always consider alignment between the population that 
the program is serving, and the staff. In the end, although the staff felt emotionally 
supported, they requested practical guidance on how to become more effective in 
the process of care (e.g., screening, intake, assessment, counseling, discharge) and 
improve performance. Ms. Perez also knew that changes were necessary, for her to 
be successful in her role as a manager, and improve performance.

Ms. Perez requested help from upper management. She wanted to either go back 
to counseling clients, which she knew well and was clearly effective, or to receive 
training to become an effective manager for her team.

Discussion questions:

1. Why was Ms. Perez not successful in helping her team become more effective?

2. What evidence-based practice are available to Ms. Perez, as a manager to help 
her team achieve their performance goals?
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3. What can Ms. Perez do to help her team follow an evidence-based process that 
leads to better treatment results, i.e., how the process be operationalized to 
comprehensively improve performance?

4. What may be other approaches to improve the diversity of the program and 
improve cultural competency?

10. Conclusion

The field of SUD treatment has focused on delivery of evidence-based pharmaceu-
tical and psychosocial interventions with little attention to the management practices 
that support the implementation of such EBPs. The field can benefit from evidence-
based management practices (EBMP) to increase the effectiveness of EBPs. SUD treat-
ment organizations could benefit from EBMP with different degrees of investment. 
For instance, goal setting is an easier practice to implement and generally with low 
cost, while the feedback and redesign model requires more resources and organization 
but may improve system functioning. The total quality management, also referred as 
continuing quality management model is the most resource-intense EBMPs presented 
here, but one that can result in significant and sustained system change. Managers of 
SUD treatment programs with the appropriate training on these models, can apply 
these concepts to their context and improve treatment effectiveness.

Instead of solely relying on managers’ experience and common sense, the field 
seeks to improve managers’ decision making by relying on many of the practices 
described in this chapter. Although this was not intended as an exhaustive list of 
EBMPs, we selected practices that seem to benefit the SUD treatment field, because 
they are either analogous to existing treatment practices (e.g. goal setting in treat-
ment planning or in development) or easily implementable.

Other EBMPs that have developed as a response to the funding and regulatory 
context of SUD treatment are policy initiatives like accepting Medicaid payments 
and obtaining premier professional certifications. Although most SUD treatment 
programs in the United States are small, with 3 to 5 counselors and less than 1 mil-
lion dollars in revenue yearly, these programs are now considering forming coali-
tions to guide, support and maintain premier certification standards and implement 
system wide continuing quality management.

Standalone EBMPs are also available for managers of SUD treatment services. 
Implementing an Electronic Health Record system is critical to track progress and 
show improvement in quality of care and effectiveness. Managers could consider 
again the benefit of having their own EHR system, or collaborating with larger 
treatment organizations to benefit from their systems. Similarly, applying innova-
tive human resources practices, managers can overcome staff recruitment, reten-
tion and promotion with the right guidance and resources. Finally, developing a 
culturally responsive treatment program requires astute management practices 
to diversify, train and support their staff on culturally responsive care. Although 
these practices are often singularly implemented, managers can rely on the EBMPs 
framework to support their efforts to improve treatment effectiveness.
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Abstract

Improving the effectiveness of the substance use disorder (SUD) treatment 
requires leadership approaches that have an impact on the effectiveness of drug 
treatment. To promote this positive system change, we define leadership beyond 
leaders’ characteristics. We consider leadership as a developmental competency 
among individuals, as well as the relational role of followers and the enabling 
context of organizational climate which together create a system of influence. 
Using this developing framework, we discuss how the foundations of certain 
leadership styles, like transformational leadership can be enacted by program 
leaders to improve the human and program resources necessary to deliver culturally 
responsive and evidence-based treatment for some of the most vulnerable groups 
struggling with SUDs. Building on their transformational and implementation 
competencies, program leaders can promote organizational climates and program 
and financial approaches to deliver effective care to some of the most vulnerable 
populations. We provide a case study to stimulate discussion on how leadership can 
trickle down to staff to improve care for vulnerable clients.

Keywords: leadership, organizational climate, diversity, evidence-based practice, 
treatment effectiveness

1. Introduction

Leaders in substance use disorder (SUD) treatment organizations face signifi-
cant challenges to improve the effectiveness of drug treatment system. Among 
the most significant challenges are responding to an increasingly diverse client 
population with high rates of co-occurring medical conditions and high levels of 
comorbidity [1]. To deliver such practices, program leaders, which represent mainly 
managers (directors and supervisors) need to have a workforce with reduced rates 
of burnout and mitigate this and other factors that lead to high turnover rates as 
well [1–3]. Additionally, program leaders need to prepare the treatment workforce 
to deliver evidence-based practices and sustain that delivery overtime. To do so, 
program leaders require leadership to implement practices that are effective and 
culturally responsive.

SUD treatment programs overall are challenged by limited human and program 
resources and poorly organized financial incentives and payment systems [4]. 
Leaders of these programs constantly seek to stabilize funding, improve technical 
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resources, and mitigate the risk of staff turnover [1, 5, 6]. These factors alone 
handicap program’s ability to deliver effective services [4]. Despite these challenges, 
program administrators have limited formal training to increase the level of readi-
ness of counselors to deliver evidence-based practices and measure client outcomes 
[2, 3, 7, 8]. SUD treatment leaders face increasing pressures from federal and 
state institutions to deliver evidence-based practices (EBPs) to reduce disparities 
between health outcomes of racial and ethnic minorities compared to Whites [9, 10].  
Leadership is a key factor associated with implementation of EBPs given that 
organizational leaders are generally responsible for overseeing the implementation 
process [11]. It is necessary to understand how leadership can influence the effec-
tiveness of care in SUD treatment.

Transformational leadership is the type of leadership that has the most empiri-
cal support in the extant literature [12]. It is generally characterized by the leader’s 
ability to inspire others to follow a particular course of action [13]. These leaders 
draw from the unique talents of each staff member, provide them feedback based 
on staff needs, stimulate their problem solving abilities and create a sense of shared 
purpose [13, 14]. Although transactional leadership, which is based on reinforcing 
performance using rewards is also commonly used by managers [15–17], transfor-
mational leadership has demonstrated a higher impact motivating staff to improve 
performance, which in behavioral health generally translates into delivering treat-
ment with fidelity [12, 14, 18].

The extant literature suggests that leadership affects implementation of EBPs 
both directly and indirectly by shaping the organizational context, which then 
influences employee behaviors [19]. This chapter focused on a deeper understand-
ing of the leaders’ relationship with followers and the role of context (organi-
zational climate), in facilitating leadership across the organization. We focus 
mainly on transformational leadership and the context of service delivery of SUD 
treatment.

We begin laying the theoretical foundation of ways in which leadership at the 
director or upper management level may influence treatment staff (supervisors and 
counselors) to improve care. Then we highlight the differential training necessary 
for upper and middle level managers to improve the implementation and impact 
of effective practices. Upper managers need leadership training on creating buy-in 
using role modeling and promoting employees’ professional development. In con-
trast, middle managers (supervisors) need leadership training on implementation 
approaches to prioritize, guide, promote and supervise implementation of needed 
practice to improve the effectiveness of care. Together, leadership at the upper and 
middle management levels can make a difference in improving the quality of care in 
SUD treatment systems.

In building a comprehensive framework of leadership in SUD treatment, we 
consider the role of context (i.e., organizational climate) to support the delivery 
of EBPs in SUD treatment. Organizational climate is considered employees’ 
shared perception of what is rewarded, promoted, and punished in their organiza-
tion. Because leaders’ communication and prioritization generally show what is 
rewarded, promoted and punished in the workplace, it is critical to examine the 
relationship between leadership and climate. For instance, program directors’ 
prioritization of new norms and expectations (e.g., quality of care) may influence 
counselor’s adoption of those norms and endorsement of congruent practices (e.g., 
EBPs). Because the organizational climate (context) supports and encourages 
employees in implementing a new practice [20] the leader-climate-practice mecha-
nism is critical to improve the quality of care.

Researchers have explored the leader–climate–practice mechanism in diverse 
fields, such as industrial safety [21], corporate customer services [22], and 
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evidence-based health care practices [23]. Exploration of the extent to which 
this mechanism applies to implementing effective practices in SUD treatment is 
warranted.

To contextualize the leader-climate-practice mechanism in SUD, it is critical to 
describe the structure of this system. SUD treatment programs in the United States 
are generally small with an average of five to six employees, with less than 1 million 
in revenue and with a mix of professional and paraprofessional counselors. That 
is, the field has a significant number of counselors in recovery with limited formal 
academic education. Because these programs are small, managers have a frequent 
and strong relationship with treatment staff. Because the relationship among 
program staff is close, leadership and climate can be considered major drivers of 
organizational change.

The following narrative describes the theory and application of two main 
mechanisms whereby leadership among program directors influence middle man-
agers (i.e. supervisors) and in turn counselors on: (1) how directorial leadership 
may influence middle managers and direct service staff and (2) how a supportive 
context, (i.e., organizational climate) may enhance the influence of leadership on 
direct service staff implementation of effective or EBPs.

2. Leadership across management and direct service staff

2.1 Theoretical framework

Research suggests that director’s transformational leadership is necessary to 
ensure the implementation of policies and practices [24] with limited studies exam-
ining the role of middle managers to contribute to implementation [25]. Leadership 
at different levels of management is one mechanism for implementing needed 
practices to improve the effectiveness of SUD treatment programs. Because SUD 
treatment programs generally have a director and supervisor who plays a leadership 
role in direct change, it is important to distinguish their contribution to improving 
effectiveness in treatment.

To distinguish the contribution of directors and supervisors’ leadership to 
effectively implement EBPs, we discuss the leadership of both top and middle man-
agers in the implementation process. For instance, how directors’ transformational 
leadership (ability to inspire employees to follow a particular course of action) and 
middle managers’ implementation leadership (supporting staff in implementing 
EBPs) may support counselors’ efforts to deliver EBPs. These EBPs can include the 
most common and effective practices, such as contingency management treatment 
(CMT) and medication-assisted treatment (MAT). CMT is a psychosocial interven-
tion based on principles of behavior modification (e.g., clients receive a gift card for 
a clean drug test) with significant empirical support [26]. MAT is a pharmacological 
intervention that relies on specific drugs (e.g. buprenorphine, vivitrol, and nalox-
one) to reduce cravings or block effects for alcohol and illegal drugs. Delivering 
these two EBPs in SUD treatment would increase its effectiveness. Unfortunately, 
only one third of programs offer these EBPs in the United States [27], and if offered, 
they are poorly or inconsistently delivered [28, 29].

2.2 Top managers’ transformational leadership

Treatment staff may benefit from transformational leadership from their 
program directors. That is, directors may communicate values, goals and vision to 
develop a system to improve decision making. Directors enacting transformational 
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leadership can influence treatment staff attitudes toward, adoption and imple-
mentation of, and use of EBPs in SUD treatment [30]. In particular, directors may 
enhance their energy and attention in promoting staff ’s professional growth and 
gaining their trust in director’s vision. For example, on the implementation of EBPs, 
directors may invest in gaining buy-in from middle managers about approaches to 
improve quality of care, and buy-in from counselors about the benefits of delivering 
EBPs and achieving recovery results for clients.

2.3 Middle managers’ implementation leadership

Whereas program directors may direct their energy in creating buy-in about the 
benefits of delivering EBPs, middle managers or supervisors can focus on com-
municating management commitment to implementation of EBPs [31]. Middle 
managers have different mechanisms to focus on this commitment through com-
munication, training, coaching, and encouragement [32] that lead staff to changing 
service delivery behaviors [33].

Growing attention on middle managers’ abilities to communicate, integrate, 
interpret, and synthesize issues are critical to support the concrete needs of coun-
selors to implement EBPs [33]. A recently developed framework of implementation 
leadership is based on the foundation of middle managers’ leadership approaches 
to be (1) proactive, (2) knowledgeable, (3) supportive and (4) perseverant to best 
support the implementation efforts. (1) Proactive leadership consists of problem 
solving behavior to accomplish implementation, while (2) knowledge leadership is 
well connected to the authority of knowledge about an EBP and its implementation 
needs; (3) Supportive leadership, authors argue is necessary to recognize, appreci-
ate and guide employee’ implementation efforts and (4) perseverant leadership 
challenges leaders to carry through the challenges, and address issues that may 
cause the implementation to falter. Together, these four categories are connected 
to leadership literature that is critical in influencing others, but in this case target 
implementation of EBPs.

When managers consistently communicate the priority of and act to support 
the implementation of a practice, they are more likely to influence employee action 
[34]. Communication with employees must come from middle managers who are 
the proximate manager to guide staff through the concrete, technical and cultural 
aspects of delivering effective treatment. Moreover, knowledgeable, supportive, 
and consistent approaches are expected from middle managers as staff engage in 
the implementation of a novel practice. Top managers or directors in turn, should 
focus on supporting supervisors and employees in engaging in the implementation 
and constantly communicate the mission and get buy-in into the overall goal of the 
program and commitment to quality of care.

Leadership influence across management is a social exchange across individu-
als with different roles, status, competencies, and responsibilities [35]. Hence, 
we argue that there is a cascading influence of multilevel leadership, from top 
managers to middle managers and from middle managers to employee attitudes and 
behaviors.

It is not clear how managers enacting different leadership styles operate simul-
taneously to influence front line workers’ performance [36]. Some research has 
explored how specific leadership approaches and organizational context support 
the implementation of effective practices that improve organizational performance 
[37]. Although the leader–follower relationship is critical to create and promote 
organizational change [34], it is not clear how leaders can impact this relationship 
to achieve desired outcomes. We discussed the critical relationship among three 
main actors (top manager, middle manager and counselor) in the implementation 
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process, but the enabling context of organizational climate may facilitate or restrict 
leaders’ influence on organizational change.

3. Leadership and organizational climate influence on staff

Defined as employees’ shared perception of what is expected, promoted, sup-
ported, rewarded and punished within the workplace, organizational climate could 
be considered a product of leadership. Leaders shape the norms and practices of the 
workplace, which can directly and indirectly influence implementation practices. 
This is particularly the case in SUD treatment programs that are generally small, 
hierarchical, and intimate.

3.1 Theoretical framework

Because transformational leadership behaviors are proven to create organi-
zational change, it is warranted to consider transformational leaders to create 
an organizational context conducive to implementing new practices. The extant 
literature suggests that leaders positively or negatively contribute to the creation, 
development, and sustainment of an organizational climate that fosters employee 
attitudes and behaviors that support innovative practice use [38–40]. In a strong 
implementation climate, employees perceive new practices as a priority rather than 
a distraction or disruption [41, 42]. Several studies have found a positive associa-
tion between implementation climate and implementation effectiveness, although 
empirical studies of implementation climate are limited [43–45].

3.2  Organizational climate as a supporting factor in implementation  
and quality of care

The extant literature suggests that leaders may shape organizational climate 
through a social learning process in which staff members repeatedly interact with 
and observe their leader to interpret organizational priorities [39, 46]. In their 
interaction with followers, leaders communicate the importance of various tasks 
through their behavior and interactions with employees. In SUD treatment, leaders 
develop strategic goals to communicate their organizational mission, monitor and 
supervise staff activities, model desired behavior, and reward staff behavior in line 
with the prioritized behavior or outcome [47–49].

Experts suggest that leaders rely on three main approaches to communicate 
priorities They explicitly or implicitly communicate what behavior or attitudes they 
value, what behavior or attitudes should be rewarded, what behavior or attitudes 
should be punished. By communicating their expectations and priorities in these 
ways, leaders develop, support, and perpetuate an organizational climate [50].

4.  Ethnic leaders’ influence on the implementation of cultural 
competence

The cultural background of individuals with decision making power and 
leadership potential has also become an important factor to consider in the study 
of long-term implementation of culturally responsive practices [51]. Managers’ 
ethnic background may enhance their commitment to cultural practices that 
represent their values and experiences serving racial/ethnic minorities. This 
familiarity with cultural background and life experience may be a powerful enabler 
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of implementation of culturally responsive and evidence-based practices. There 
is a need to address implementation in this context, as it can help SUD treatment 
programs located in minority communities to consistently respond to the cultural 
and language service needs of racial and ethnic minority patients [52].

We propose that it is critical to explore how leadership cascades from top man-
agement to direct service, how climate can be an enabling factor to deliver quality 
of care, and finally how the ethnic background of transformational leaders may 
help the implementation process that included service practices that are culturally 
tailored, and directed toward cultural minorities.

Although there may be other barriers and facilitators of implementation of cul-
turally responsive and evidence-based practices, as well as an abundant literature 
on leadership approaches to promote organizational change, this chapter describes 
active components of leadership and the organizational context that may drive the 
implementation of EBPs in SUD treatment organizations. By enacting leadership 
styles at different levels, and promoting a supporting climate for implementation, 
SUD treatment leaders may work on specific transformational behaviors among 
directors, implementation leadership at the supervisor level, and organizational 
climate to support the implementation process.

Although the characteristics of leaders are associated with organizational out-
comes, critical characteristics like ethnic background is associated with increased 
commitment to deliver culturally responsive SUD treatment. Ethnic minority 
leaders may enhance the delivery of quality of care in SUD treatment to minority 
clients.

5. Implications for management to support treatment effectiveness

The proposed conceptual model highlights how leadership, conceptualized as 
influence on employees to deliver quality of care relies on managers at different 
levels, and can be supported by the climate of the organization. Because individuals 
within SUD treatment programs have different roles, responsibilities and skills, 
it is important to understand how each of these individuals may best prepare to 
implement culturally responsive and evidence-based care that enhance treatment 
effectiveness.

Upper managers, or program directors should consider building on their leader-
ship abilities to communicate a vision for the treatment programs consistent with 
treatment effectiveness. Directors should also build competencies to appraise indi-
vidual strengths, communicate them to staff, and learn how to link these strengths 
with program goals. To accomplish this task, directors should allow themselves to 
spend significant time and resources positively relating to staff, including middle 
managers or supervisors. Obtaining buy-in from supervisors should be one of the 
director’s goal. By developing credibility and trust among supervisors, directors 
would be able to reach direct service staff, or counselors. In short, directors should 
invest in transformational leadership qualities that build on a genuine person with a 
clear view of what is to be accomplished and with a sincere approach to supporting 
the professional growth of staff.

Middle managers or [clinical] supervisors should consider building on their 
leadership abilities to help staff effectively implement practices. Building on 
capacities to be proactive and respond to staff questions and comments about the 
implementation process or the practice to be implemented is critical. Supervisors 
should also invest in developing the knowledge of both the implementation pro-
cess as well as the EBPs considered for implementation and ways to evaluate their 
outcomes. Supervisors should also demonstrate supportive leadership to recognize, 



81

Leadership Approaches to Developing an Effective Drug Treatment System
DOI: http://dx.doi.org/10.5772/intechopen.91055

appreciate, and guide staff ’s implementation efforts. Finally, the supervisor’s need 
to role model perseverant leadership to carry through the challenges and address all 
the many shortcomings during the implementation process. These four approaches 
provide a capacity-building plan for supervisors to enhance the transformational 
leadership efforts from their program directors, and contribute concrete capacities 
to influencing staff to deliver quality of care.

Both, upper and middle managers, using their own leadership approach can 
start shaping the organizational climate of the treatment organization. But for the 
climate to be a driver of quality of care, both manager types need to be consistent in 
communicating their priorities to treatment staff and reducing any contingencies 
that may keep staff from achieving program goals. Supplementing an organiza-
tional climate that supports the delivery of culturally responsive and evidence-
based care can become an active driver of quality of care.

6. Case example

John Clark, a Caucasian male in his upper 60s was generally regarded as a 
friendly and hard-working program director. He managed one of over 400 sub-
stance use disorder treatment programs located in one of the largest cities in the 
West Coast. Like most others, his program had a supervisor overseeing 5 counsel-
ors, 3 coordinators and 2 office staff. Mr. Clark was often proud that he promoted a 
great sense of collegiality among his staff and that his workplace was always jovial 
and productive. During state and county meetings, he also reaffirmed his com-
mitment to cultural competence in response to the increasing client diversity in 
his program. Almost half of his clients were women, and 70 percent self-report a 
non-White racial background.

During program meetings, Mr. Clark emphasized the importance of delivering 
evidence-based practices tailored to their diverse population. He often delivered 
expectations with a great sense of humor, which made program meetings entertain-
ing. But staff were growing frustrated by the lack of meaningful support to imple-
ment the proposed EBPs. Staff were also constantly confused how to adapt EBPs 
to meet the service needs of women, Latinos and African Americans, their main 
demographics.

Among his peers at other programs, Mr. Clark was a leader in the field, while 
in his program, there was an increasing frustration by what many saw as “empty 
rhetoric.” Meanwhile, Ms. Jenkins, a 55-year-old Caucasian clinical supervisor spent 
most of her time dealing with billing and human resources issues, not able to pro-
vide meaningful support to deliver quality of care. Treatment staff were constantly 
pulled in different directions to comply with billing issues, while their professional 
development and self-efficacy needs were not addressed.

Juan Lopez, a 60-year-old Latino counselor was the most vocal staff com-
plaining about the lack of counselor diversity and limited evaluation of program 
effectiveness. For years, he had requested additional Spanish speaking counselors 
with training in mental health issues to respond to the increasing numbers of 
Latino clients suffering from mental health and substance use disorders. Juan and 
some of his peer also needed more training to respond to the higher severity of 
mental health issues they were encountering with their clients. The treatment staff 
requested more guidance and evaluation of their current practices. They grew 
frustrated with an increasing number of clients who passed through their program 
two to three times a year with limited signs of progress.

These program and service delivery concerns started to reach funders and 
Mr. Clark’s leadership on delivering effective and culturally responsive care was 
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being challenged among his peers. The program was losing funding. Some funders 
suspended funding or added restrictions based on showing evidence of program 
performance. Two of the five treatment staff and one of the office staff resigned 
and move to another nearby program.

1. Why would programs falter with Mr. Clark’s kind of leadership?

2. How does his leadership trickle down to his supervisor and staff?

3. What did Mr. Clark, as program director need to do to ensure his treatment 
staff was prepared to deliver culturally responsive and evidence-based care?

4. What did Mr. Clark, as a leader need to do to ensure his treatment staff was 
prepared to deliver culturally responsive and evidence-based care?

5. To what extent Mr. Clark would benefit from developing competencies in 
transformational leadership?

6. To what extent Ms. Jenkins would benefit from developing competencies in 
implementation leadership?

7. What may be key approaches to developing a competent and diverse treatment 
workforce?

7. Conclusion

Leaders in SUD treatment face significant challenges to improve the effectiveness 
of drug treatment. As this treatment system must withstand funding uncertainty, 
limited technical resources and workforce development needs [1, 5, 6], program 
managers require unique leadership approaches. Training managers to develop their 
leadership capacity to help their staff implement EBPs with fidelity has become a 
unique feature to improve effectiveness needs in this system [53].

However, like other human service organizations, program leaders in SUD treat-
ment may need to develop a comprehensive organizational development plan. This 
plan may include a professional pipeline to prepare counselors and early managers 
from racial and ethnic minority backgrounds to become competent middle and 
upper managers [54]. This approach would response to the increasing cultural 
diversity in the client population, as well as the diversity of their co-occurring 
medical conditions.

The framework proposed in this chapter highlights some of the most significant 
problems that the SUD treatment system faces—funding, technology and work-
force. We discussed a leadership approach that assumes a trickledown effect where 
leading managers are more likely to develop effective counselors, and where these 
counselors are better prepared to respond to the recovery service needs of a diverse 
client population.

To enhance and sustain effectiveness in SUD treatment, a leadership capacity 
plan may also include a succession planning and alignment. Leaders in the SUD 
treatment system may reduce uncertainty in operations and funding and increase 
equity and inclusion with a comprehensive vision. The extant literature on leader-
ship offers a wealth of examples on how leaders’ vision activates followers and lead 
to organizational effectiveness [12–14].
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To support the delivery of effective care, competent leaders may promote an 
organizational climate of trust and align resources to sustain service delivery [54]. 
This organizational climate can enable learning among staff to gradually improve 
the quality of care. Moreover, having an effective and inclusive succession plan and 
a climate of trust and support may become the driver of quality of care. In short, it 
may be that through the development of transformational leadership that program 
managers may be able to shape the human and program resources to reliably help 
clients achieve recovery.

To help SUD treatment systems to deliver effective care, a research agenda needs 
to consider modifiable organizational factors that make evidence-based treatment 
effective. One of these drivers is leadership, considered “influence” in the system. 
Organizational interventions need to include leaders, followers and context to 
have a “system of influence” that impact effectiveness. Policy makers, healthcare 
administrators, program managers and counselors may benefit from developing 
this leadership approach to improve recovery.
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