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I.
Purpose 

         The purpose of this module is to provide an overview and rationale for the HRSA-  AMERSA-SAMSHA/CSAT Cooperative Agreement to Improve Health Professional Education in Substance Abuse.

II. Learning Objectives

         At the end of the training, health care professionals will be able to:
· Discuss the program rationale.

· Identify the goals and objectives of Healthy People 2010.

· Define the role of health care professionals in meeting the challenge of substance use disorders.

· List the basic substance use related competencies germane to all health care professionals.

· Discuss the recommendations of the Strategic Planning Document of the HRSA-AMERSA-SAMSHA/CSAT Interdisciplinary Program to improve Health Professional Education in Substance Abuse.

· Describe the organization of the Faculty Fellowship component of the program.

· Discuss the accomplishments of the first five years of the project.

· Discuss a model of the process of cultural competence.

· Identify evolving trends in prevention and treatment of substance use

disorders.

III. Chronology Approximately             
40 Minutes 


Introduction and objectives              
  5 Minutes 

Program Rationale                           
20 Minutes


Accomplishments


 5 Minutes

Cultural competence                         
 5 Minutes

Changing frontiers                            
 5 Minutes

IV.  
Facilitator Materials

· Power Point Slides (lecture and discussion)

V. Participant Materials

· Handouts

· References

Module I:  Introduction

Slide 1:  Introduction
This module is designed to introduce and provide an overview of the program. 

Slide 2: Purposes 

The purpose of this module is three fold:  1) to provide an overview and rationale for the HRSA-AMERSA-SAMHSA/CSAT Cooperative Agreement to Improve Health Professional Education in Substance Abuse; 2) to introduce the curriculum developed for the program; and 3) to identify the accomplishments of the first five years of the initiative.  

This module provides information about the role of health care professionals in assisting individuals to overcome the major health threats associated with substance use disorders.  To be effective in this role, health care professionals must consider the dynamic process of cultural competence in the delivery of care.  This module will provide general concepts about cultural competence.  Given the impact of substance use disorders on the physical, psychosocial, and economic health of the nation, it is critical that health care professionals participate in forging new frontiers for care delivery as another component of their role.  Several examples of these frontiers are cited.   

Slide 3: Learning Objectives

Health Care Professionals will be able to:

· Discuss the program rationale.

· Identify the relevant goals and objectives of  Healthy People 2010.
Slide 4: Learning Objectives (continued)

· Define the role of health care professionals in meeting the challenge of substance use disorders.

· List the basic substance use related competencies germane to all health care professionals.

Slide 5: Learning Objectives (continued)

· Discuss the recommendations of the Strategic Planning Document of the HRSA-AMERSA-CSAT/SAMHSA Interdisciplinary Program to improve Health Professional Education in Substance Abuse.

· Discuss the organization of the Faculty Fellowship component of the program.

· Discuss a model of the process of cultural competence. 

· Identify evolving trends in prevention and treatment of substance use disorders.

Slide 6 Outline of Syllabus 

The syllabus is divided into the following modules:

Module I:  
Introduction

Module II:  
Overview of Substance Use Disorders

Module III:  
Screening and Assessment

Module IV:  
Intervention and Referral

Module V:  
Motivational Interviewing

Module VI:  Potentially Addictive Prescription Drugs: Striking a Balance
Slide 7 Outline of Syllabus (continued)

Modules 7 through 11 contain: 

Module VII: 
Identifying and Assisting Children of Substance Abusing Parents

Module VIII:  
Substance Use/Misuse/Abuse Among Older Adults 

Module IX:  
Community-Based Substance Abuse Prevention

Module X: 
Population Health and Substance Abuse

Module XI: 
Curriculum and Evaluation

Slide 8: Program Overview and Rationale

Substance use disorders remain a major public health concern in the United States.

Slide 9: Program Overview and Rationale (continued)

Data from the 2003 National Survey on Drug Use and Health reveal that 119 million (50.1%) Americans aged 12 or older were current alcohol users; 54 million (22.6) percent were binge drinkers and 16.1 million (6.8%) were heavy drinkers (Substance Abuse Mental Health Services Administration, 2004).  

Slide 10: Program Overview and Rationale (continued)

The same survey indicated that 19.5 million (8.2%) Americans were illicit drug users and 70.8 million (29.8%) Americans 12 or older used tobacco.  While overall drug and tobacco use among teens has declined, there are disturbing increases in inhalant and vicodin use (Monitoring the Future, 2004).These disorders and the risky behaviors associated with substance use and abuse, continue to inflict a substantial toll on the physical, psychosocial, and economic health of the nation.

Slide 11: HP 2000 Goals: Reached

As evidenced above, substance-related disorders and risky substance use continue to be major US public health problems.  The US Department of Health and Human Services recognized the importance of tobacco, alcohol, and other drug use as health determinants by setting many substance-related goals for the US in its Healthy People 2000 initiative. Two major goals have been met with the increase in average age of first marijuana use and the decline in cocaine use.  
Slide 12: HP 2000 Goals: Some Progress

As of 1998, some progress had been made in decreasing alcohol-related motor vehicle crashes, increasing the average age of first cigarette use, decreasing alcohol use by individuals of ages 12 to 20, and decreasing tobacco use by individuals of ages 12 to 17, but the Healthy People 2000 goals for these parameters have not been attained.  
Slide 13: HP 2000 Goals: No Progress

There has been no progress in the average age of first alcoholic drinks, marijuana use by individuals of ages 12 to 25, and heavy drinking by high school and college students.  
Slide 14: HP 2000 Goals: Regression 

Of particular concern are the increases in drug-related emergency room visits and drug-related deaths, particularly among African Americans and Hispanic Americans.

Slide 15: Healthy People 2010 

The current iteration, Healthy People 2010 (U.S. Department of Health and Human Services, 2000) continues to emphasize the need for competent substance abuse services.  The central overarching goals of Healthy People 2010 are to increase quality and years of healthy life and to eliminate health disparities.  Recognizing the continuing impact of substance use disorders on the health of the nation, this comprehensive document has two goals that pertain specifically to these disorders:  reduce substance abuse to protect the health, safety and quality of life for all, especially children; and reduce illness, disability, and death related to tobacco use and exposure to secondhand smoke.  Twenty-five objectives directed at adverse consequences, use and abuse, risks, treatment, and state and local efforts are outlined for the substance abuse goal.  Twenty-one objectives targeting tobacco use in population groups, cessation and treatment, exposure to second-hand smoke and social and environmental changes are proposed for the tobacco goal.   

Slide 16: Healthy People 2010 – Indirect Goals/Objectives

Slides 16-19 present HP 2010 Indirect Goals and Objectives. Slide 16 covers: 

   Access to Quality Health Services


1-3 Counseling about health behaviors.


1-7 Core competencies in health provider training.

   Educational and Community-Based Programs


7-2 School health education.


7-3 Health-risk behavior information for college and university students. 


7-5 Worksite health promotion programs.


7-6 Older adult participation in employer-sponsored health promotion activities.

Slide 17: Healthy People 2010 – Indirect Goals/Objectives (continued)

Slides 16-19 present HP 2010 Indirect Goals and Objectives. Slide 17 covers: 

   Educational and Community-Based Programs (continued)


7-7 Patient and family education.


7-10 Community health promotion programs.


7-11 Cultural appropriate community health promotion programs.

   HIV Prevention


13-8 HIV counseling and education for persons in substance abuse treatment.

Slide 18: Healthy People 2010 – Indirect Goals/Objectives (continued)

Slides 16-19 present HP 2010 Indirect Goals and Objectives. Slide 18 covers:

   Injury and Violence Prevention


15-15 Deaths from motor vehicle crashes


15-32 Homicides


15-34 Physical assault by intimate partners


15-35 Rape or attempted rape

   Maternal, Infant, and Child Health


16-17 Prenatal substance exposure


16-18 Fetal alcohol syndrome.

Slide 19: Healthy People 2010 – Indirect Goals/Objectives (continued)

Slides 16-19 present HP 2010 Indirect Goals and Objectives. Slide 19 covers: 

   Mental Health and Mental Disorders


18-10 Treatment for co-occurring disorders.

   Occupational Safety and Health


20-9 Worksite stress reduction programs.

   Public Health Infrastructure


23-8 Competencies for public health workers.


23-17 Prevention research.

   Sexually Transmitted Diseases


25-11 Responsible adolescent sexual behavior.

Slide 20: Workforce Deficiencies 

Research has shown that primary and secondary substance abuse prevention is effective.  For various reasons, however, few health care professionals actually do engage in these activities.  In essence, all of American society is underserved with regard to substance abuse services.
Slide 21: Needs

In order that this deficit be overcome, it is important that health care professionals:  routinely perform screening, brief intervention and referral; identify and assist affected family members; attend to the problem of substance use among people over 65 and become involved in community prevention efforts. 

Slide 22: Barriers

Health care professionals are not routinely engaged in these activities because:  curricula and training in health care professional schools do not sufficiently address substance abuse; the health care professional workforce is deficient in the basic competencies needed to meet this important challenge; and there are insufficient numbers of faculty to teach and model the necessary competencies.  The HRSA-AMERSA-SAMHSA/CSAT Cooperative Agreement to Improve Health Professional Education in Substance Abuse was designed to overcome this deficit.  The project, funded by the Health Resources Services Administration (HRSA) and the Substance Abuse Mental Health Services Administration (SAMHSA)/Center for Substance Abuse Treatment (CSAT), is administered by the Association of Medical Education and Research in Substance Abuse (AMERSA).

Slide 23: Previous Faculty Development Programs (FDP’s)

Past efforts to prepare the workforce for substance abuse services are encouraging.  Faculty development programs supported by The National Institute on Alcohol Abuse and Alcoholism (NIAAA), The National Institute on Drug Abuse (NIDA), Health Resources and Services Administration (HRSA), and The Center on Substance Abuse Prevention (CSAP) were effective for the participants and there were some ripple effects on curricula and in communities.  The effects were short-lived and occurred in limited sites.  Federal efforts were not coordinated and there was no emphasis on interdisciplinary collaboration. This national initiative builds on prior faculty development projects and aims to promote substance abuse service delivery in generalist health care settings.
Slide 24: Main Objectives 

The main objectives for this program are to:

· Develop a written strategic plan to advise the federal government and others on improving and expanding interdisciplinary and discipline-specific substance abuse education and training for faculty, practitioners, students, and trainees of multiple professions.

· Design and implement an interdisciplinary faculty development fellowship program for health professional faculty.

· Establish a new national electronic communications infrastructure and a new regional training network to support a large expansion of generalist health care professional faculty development and practitioner education and training in substance abuse. 
Slide 25: Targeted Disciplines

The specific disciplines to be targeted are

	· dentists
	· physical therapists

	· dieticians
	· physicians

	· nurses
	· physician assistants

	· nurse midwives
	· psychologists

	· nurse practitioners
	· public health workers

	· occupational therapists
	· social workers

	· pharmacists
	· speech pathologists/audiologists


Slide 26: Strategic Planning Document 

The Strategic Planning Document, published in 2002, included information on the magnitude of the problem of substance use and related disorders, trends in health care delivery that will affect the document’s recommendations, a summary of effective prevention and intervention strategies, a description of the current involvement of health care professions in implementing these strategies, and a description of the state of health care professional education.  The document promulgates specific recommendations on core competencies, faculty development, accreditation, certification, continuing education, intersections of disciplines, resources, and approaches to education and training.  Recommendations are grouped whenever possible across disciplines and discipline-specific recommendations are included.  
Slide 27: Strategic Planning Document (continued)

Each recommendation is accompanied by a statement of rationale, specific recommended actions, agents who should take such actions, and expected outcomes.  

The document will specifically recommend that, by 2010, 80% of all new U.S. graduates of professional schools and training programs for the above professions have the basic competencies as outlined below.  A second recommendation related to health professional development is that, by 2008, 80% of all U.S. professional schools and training programs for the above professions have at least two faculty with demonstrated competence and involvement in teaching the above content.  Other recommendations relate to the establishment of regional centers for faculty development and increased content on defined competencies on licensing and certification examinations.  These efforts are aimed at assuring that health care professionals are equipped to meet challenges associated with the major public health problems related to substance use.  The Strategic Plan is available at www.projectmainstream.net (Haack & Adger, 2002).

Slide 28: Strategic Planning Staff

· Director of Strategic Planning
Mary Haack, RN, PhD, Assoc. Prof.

Rutgers University School of Nursing

· Associate Director of Strategic Planning
Hoover Adger, MD, Assoc. Prof.

Johns Hopkins Univ. Medical School

· Professional Editors 

Linda Harteker, MA

Pat Santora, PhD

Slide 29: Strategic Planning Advisory Committee

Addict. Psych. - Kathleen Brady, MD, PhD

Allied Health - John Bonaguro, PhD

Allopathic Med. - David Lewis, MD

Dentistry - Arden Christen, DDS, MSD, MA

Geriatrics - Kristen Barry, PhD

Nursing - Madeline Naegle, RN, PhD

Nurse Midwife - Pat Paluzzi, CNM, DrPH

Slide 30: Strategic Planning Advisory Committee (continued)

Nurse Pract. - Elias Vasquez, PhD, NNP

Osteopathic Med. - Richard Butler, DO

Pharmacy - Ernest Dole, PharmD

Phys. Ass’t - C. Judd, PA-C; P.Morgan, PA-C

Psychology – Sandra Brown, PhD

Public Health - Chris Ringwalt, MSW, DrPH

Social Work - Lala Straussner, DSW

Slide 31: Project Goals for Education and Health Care Professionals

Improve and expand substance abuse curricula in health professional schools and training programs in order to produce health professionals who will help the US meet its Healthy People 2010 goals on substance use/abuse. Given the enormity of the health problems associated with substance use disorders, it is imperative that all health care professionals have basic competencies to address these disorders in their practice settings.  However, a good many health care professionals are not adequately prepared to meet this challenge, do not take the time to do so, or do not have confidence in treatment effectiveness.  A survey of primary care physicians and patients on substance abuse, appropriately titled, Missed Opportunity, revealed that less than one-third of primary care physicians carefully screen for substance abuse.  (Missed Opportunity, 2000).  The same study revealed that most patients (53.7%) said their primary care physician did nothing about their substance abuse and that 54.8% of patients agreed that their physicians did not know how to detect addictions.  A study of 305 medical records in an emergency department revealed that while 59% of the sample of relatively young adults had one of more health risks, only 22% of these individuals received health promotion counseling related to smoking, alcohol use, elevated blood pressure, obesity, and dental caries (Sheahan, 2000).

Slide 32: Primary Learning Objectives

All health care professionals could do more to address risky substance use and substance use disorders in their clinical settings and in their communities.  Project MAINSTREAM (Multi-Agency Initiative on Substance Abuse Training and Education) is the faculty development component of this initiative.  Project MAINSTREAM is designed to educate health professional faculty who can assure that the necessary competencies related to substance use disorders are included in the curricula of their disciplines. 

The faculty development program includes resources and activities required to achieve this outcome.  A basic understanding of the nature of substance use disorders is key to providing necessary services (Module II). Most risky, problematic, or dependent users of alcohol or other substances can be recognized by brief screening procedures (Module III).  Specialized treatment for alcohol and drug dependence is effective and cost effective so referrals are important (Module IV).  Brief interventions are effective for risky and problematic substance users.  However, most at risk or dependent substance users never receive the benefit of screening, brief intervention, or referral to specialized treatment because health professionals are missing opportunities to perform these relatively simple life saving procedures.

While it is important to attempt to prevent, treat, and ameliorate the effects of substance use for the users, it is critical that the health care professionals consider the effects of substance use disorders on the next generation.  An estimated 11 to 17.5 million American children live with an alcoholic parent and are at higher risk for alcoholism.  Methods have been established to identify families with parental substance use disorders.  Despite the lack of research on appropriate interventions for these children, it is imperative that clinician’s recognize and address psychosocial issues and risk factors with these families (See Module VII). 

A large body of research has shown that community prevention efforts are effective in reducing the risks and enhancing the protective factors associated with substance abuse by adolescents (See Module IX).  Substance related disorders also affect those over 65 (Module VIII).  Community-based prevention and promotion of healthy lifestyles, is effective across the life span.  Lay people assume that health professionals have prevention expertise, few actually do and few participate in community substance abuse prevention efforts.

Slide 33: Other Important Learning Areas

Other important learning areas include:

· Geriatric issues

· Pedagogy

· Curriculum design and evaluation

· Presentation/publication

· Population Health

· Prescription Drug Abuse

Slide 34: Role of Health Care Professionals

To meet Healthy People 2010 goals it is important that there be competent health professional faculty to train the workforce to address substance use disorders in clinical settings and in communities.  The syllabus provides content on basic competencies germane to all health care professionals and provides supporting information.  The Project MAINSTREAM syllabus addresses:

· Overview of substance use disorders.

· Screening and Assessment

· Intervention and Referral

· Motivational interviewing*

· Prescription Drug Abuse

· Identifying and assisting children of substance abusing parents

· Recognizing and assisting older adult substance users.

· Community-based substance abuse prevention*

· Recognizing population trends on substance use disorders.

· Curriculum and evaluation  

*Level of competency varies by profession

These activities should be part of the practice of all health care professionals: audiologists; dentists, dieticians, nurse midwives, nurse practitioners, nurses, occupational therapists, pharmacists, physical therapists, physicians assistants, physicians (MD, DO), psychologists, public health professionals, social workers, and speech pathologists.

Slide 35: Interfaculty Fellow Learning Groups (IFLG’s)

Project MAINSTREAM is organized around Interfaculty Fellow Learning Groups (IFLG’s).  Each IFLG includes three faculty fellows who represent three different disciplines and who share geographic proximity.  Each IFLG works with a mentor, a health professional with a breadth of experience in substance abuse in academic clinical, and/or community settings.

Slide 36: Regional Structure – Cohorts 1 & 2

As the fellowship program progresses, a regional training network and a national electronic communications infrastructure has evolved.  Anticipated activities will include regional training events, consultations to regional health professional education institutions and training programs, and increasing use of electronic resources by individuals within and outside of the fellowship program.

Slide 37: FDP Learning Activities

They attend a national AMERSA conference and a regional fellowship conference yearly, receive a syllabus with current materials and resource directories, and network with others via a fellowship electronic communications infrastructure. Throughout their two-year programs, the fellows have contact with their mentors at least monthly.
Slide 38: FDP Learning Activities (continued)
The primary goals of the fellowship are be the design, implementation, and dissemination of educational and field projects. The education project involves the interdisciplinary teaching of basic substance abuse competencies to selected trainees. The field project involves interdisciplinary collaboration in a clinically based substance abuse screening and intervention program, a clinically based program to identify and assist children and adolescents of substance abusing parents, or a community based program to prevent substance use and related disorders. Fellows are supported in making national presentations and publishing their work in peer reviewed journals. 

Slide 39: Evaluation Team

The members of the evaluation team include: 

Rebecca Henry, Ph.D.

Rich Brown, M.D., M.P.H.

Mike Fleming, M.D., M.P.H.

Monina Lahoz, Ph.D.

Marianne Marcus, R.N., Ed.D.

Jeff Morzinski, Ph.D.

Gene Schoener, Ph.D.

Slide 40: Evaluation Plan 

The evaluation plan for the fellowship focuses on administrative, process, and outcome objectives.  Key outcomes to be assessed include curriculum change in fellows’ institutions, fellows’ presentations and publications, fellows’ performance in specific competencies such as substance abuse screening and intervention, and their durable involvement in substance abuse related activities.
Slide 41: Evaluation – Strategic Planning

Some of the evaluation elements include Process and Outcome. 

     With respect to Process, evaluation looks at: 

· Administration runs smoothly

· Meetings achieve aims

     With respect to Outcome, evaluation looks at: 

· Reviewers rate document highly

· Document receives publicity

· Document stimulates change

Slides 42: Evaluation – Fellowship

     Administrative elements are also evaluated on the following criteria: 

· Planning occurs on schedule

· Fellow & mentor recruiting succeeds re numbers and diversity

· Fellow-Mentor contacts occur

· Mentor-Director contacts occur

· Fellows exhibit consistent progress

Slide 43: Evaluation – Fellowship (continued)

      Process - Fellows
· Application process

· Expectations - clear and appropriate

· Training events

· Mentor contacts

· Accessibility of guidance

· Overall experience

Slide 44: Evaluation – Fellowship (continued)

      Process - Mentors
· Selection process

· Involvement with fellows

· Progress of fellows

· Support from project

· Compensation

· Overall experience

Slide 45: Evaluation – Fellowship (continued)

Process - Activities
· Participant satisfaction

· Best aspects; suggestions

Process - Infrastructure
· Awareness, use, suggestions

· Activities, income

Slide 46: Evaluation – Fellowship (continued)

Knowledge and Attitude Outcomes
· 30-item knowledge test

· SAAS treatment optimism

· Readiness to change clinical and field practices

Slide 47: Evaluation – Fellowship (continued)

     Competency Outcomes
· Self-efficacy and confidence

· OSCE stations

· Presentations

· Publications

Slide 48: Evaluation – Fellowship (continued)

     Curricular Outcomes
· Teaching activities

· Trainee contacts - number, time

· Curricular presence

Slide 49: Evaluation – Fellowship (continued)

     Distance Learning Programs
· Knowledge objectives

· Attitude objectives

· Competency objectives

Slide 50: Evaluation – Fellowship (continued)

     Career Emphasis Outcomes
· Professional time allocations

· Professional organizations

· Professional activities

Slide 51: Fellowship Administration 
· Fellowship Director
Marianne T. Marcus, RN, EdD, Professor

UT-Houston School of Nursing

· Associate Director of Fellowship
Richard L. Brown, MD, MPH, Assoc. Prof.

University of Wisconsin Medical School

Slide 52: Regional Directors

Regional Directors are:

Toni Graham, RN, MSW, PhD, CWRU

Theresa Madden, DDS, PhD, OHSU

Marianne Marcus, RN, EdD, UT-Houston

Gene Schoener, PhD, Wayne State Univ. (website)

Slide 53: Syllabus

· Syllabus designed and edited by Judie Pfeifer, MEd

· Borrowed from previous syllabi on substance abuse

· Tailored for multidisciplinary use

· Updated with recent articles

Slide 54: Fellowship Advisory Committee

Members of the Fellowship Advisory Committee include:

Addict. Psych. - John Chappel, MD

Allied Health - John Bonaguro, PhD

Allopathic Med. - Michael Fleming, MD, MPH

Dentistry - Karen Crews, DMD

Geriatrics - Allison Moore, MD

Nursing - Madeline Naegle, RN, PhD

Nurse Midwife - Pat Palluzi, CNM, DrPH

Slide 55: Fellowship Advisory Committee (continued)

Additional members are:

Nurse Practitioner - Elias Vasquez, PhD, NNP

Osteopathic Med. - Richard Butler, DO

Pharmacy - Anthony Tommasello, PharmD

Physician Ass’t - Janice Cooney, PA-C

Psychology - Bruce Liese, PhD

Public Health - Chris Ringwalt, MSW, DrPH

Social Work - Lenore Kola, PhD

Slide 56: Administrative Group

The Administrative Group includes:

· Project Director

Marianne Marcus, RN, EdD

· Associate Director

      Richard L. Brown, MD, MPH

· Project Manager
Doreen MacLane-Baeder

· Project Assistants
Christine Benz, June Daws

Slide 57: HRSA-AMERSA-SAMHSA/CSAT Project Officer Team (Initial)

The initial Project Officer Team:

Dr.  Ruth Kahn, Lead

Dr. Mildred Brooks-McDow

Dr. Marcia Starbecker

Dr. Suzanne Cable

Dr. Terri Spears

Slide 58: Accomplishments 

The Strategic Plan was published in 2002.  The website is now a valuable resource.  Two cohorts of faculty fellows completed the Project MAINSTREAM program during the 2001-2004 period of the imitative. The cohorts included 39 faculty members from 20 institutions, organized in thirteen 3-member teams.  

Slide 59: Faculty Development: Project MAINSTREAM

The fellows included 10 physicians, including 3 internists, 3 psychiatrists, 2 pediatricians, 1 family physician, and 1 internist/pediatrician, 4 social workers, 9 nurses, 3 dentists, 2 nurse practitioners, 2 physician assistants, 2 psychologists, 2 occupational therapists, 3 public health professionals and 2 pharmacists.

Slide 60: Accomplishments – Curriculum

This first wave of MAINSTREAM fellows reported reaching a total of 10,170 trainees with substance use educational offerings.  A total of 66,995 hours of substance uses content was delivered by 39 fellows.  Each trainee received an average of 6.58 hours of instruction that would not have occurred without this project.  Based on calculations of usual caseloads for the clinicians among the trainees approximately 126,275 patients could be reached daily in generalist settings.  Ninety percent of the training hours were designed as part of required courses in their institutions which bodes well for sustainability.

The project is designed to reduce well-recognized barriers to curriculum change such as time constraints, inadequate resources (Guze, 1995; Dharamsi, et at, 2000) and lack of academic support (Englert & Tarrant, 1993).  Faculty fellows were funded for 20% release time and provided with training and the modular syllabus which addresses the designated competencies.  Site visits and other contacts with mentors and the Faculty Executive Committee were used to garner support from academic leadership in the institutions (Brown, et al, in press, Marcus & Brown, 2005).

Slide 61:  Evaluation

Fellows rated mentoring and interdisciplinary collaboration positively.  Two members of each team continue to work together.  The syllabus was highly regarded in general but fellows indicated a need for additional information on curriculum development and evaluation.  This module has been added to the syllabus.  Other modules have been added to keep pace with the growing concerns in the field such as prescription drug abuse and substance use disorders and the elderly.  New modules on addictive disorders and population health are now included at the request of the fellows.

Slide 62: Website Development

The proposed national electronic communications infrastructure is in place and has become a valuable resource for faculty and others in the field.  The website (www.projectmainstream.net) contains the Strategic Plan, the most frequently accessed document on the site, and other valuable resources such as lectures and articles.  The site provides links to other related sites and reports on activities of the fellows, mentors, and administrative team.

Slide 63: HRSA/AMERSA-SAMHSA/CSAT Model

The model of this initiative shows promise for improving substance abuse services in generalist setting.  The Strategic Plan and website are in place and Project MAINSTREAM as a model for faculty development and curricular change is highly effective.  Interdisciplinary collaboration, mentoring, the syllabus and other training activities, essential elements of the fellowship, result in impressive outcomes for participating disciplines and institutions (Brown et al., in press).

Slide 64: Cultural Competence

Competent substance abuse services must address issues related to culture.  Cultural competence has become one of the most discussed concepts among health professionals of all disciplines. The American Medical Association published a Cultural Competence Compendium in 1999.  The compendium is a comprehensive response to the dramatic changes in the nation’s demographics and in health delivery systems (AMA Action, 1999).  Other disciplines are addressing cultural competence in their literature and providing guidelines for culturally competent practice (Anonymous, 1999; Switzer et al., 1998; Lester, 1998; Sue, 1998; Fee, 1998; Allison, 1996; Campinha-Bacote, 1998; Poole, 1998; Weaver, 1999; Canales et al, 2000).  According to Sue (1998), the impetus for heightened consideration of cultural competence is concern for adequacy of services for members of ethnic minority groups such as African Americans, American Indians, Asian Americans, and Latinos.  Changing population demographics also bring greater concern to cultural competence (Yali & Revenson, 2004)

According to Woll (1996), cultural competence is a set of academic and interpersonal skills that allow individuals to increase their understanding and appreciation of cultural similarities within, among, and between groups.  Cultural competence is “rooted in respect, validation, and openness towards someone with different social values and social perceptions and expectations than one’s own.”  (U.S. Department of Health and Human Services, 1999).  Respect for the values and beliefs of others is a key component of cultural competence.  Cultural sensitivity training is effective in improving provider attitudes and patient outcomes (Majumdar et al., 2004).

Slide 65: Culture

Campinha-Bacote (1998) notes that there are over 164 definitions of culture.  Westermeyer (1999) defines culture as the “sum total of a group’s lifeways, including the group’s material culture, world view, social organization, symbols, status, child raising, language, technology, and citizenship.”  Culture is acquired by experience and by transmission from one generation to another.  Culture consists of shared beliefs, norms, values and patterns of behavior learned through socialization (Tripp-Reimer, 1984).   
Slide 66: Ethnicity

Ethnicity “applies to peoples from diverse cultural backgrounds who share a common national culture” (Westermeyer, 1995, p75).  Characteristics of ethnicity include identity with a national origin, religious practice, language besides English spoken in home or neighborhood, dress, diet, non-national holidays or ceremonial events, traditional family rituals, and use of disposable income and free time (Westermeyer, 1999). Substance use may be culturally prescribed within ethnic groups, as is the use of wine at Jewish Passover Seders and Catholic masses or peyote during some Native American ceremonies.  In such cases the amount and duration of use is also culture-bound.  Culturally proscribed use also exists.  Saudi Arabians are forbidden to use alcohol and Mormons are not allowed to drink coffee (Westermeyer, 1999).  Ethnic identity and culture influence substance use behavior both positively and negatively (Herd & Grube, 1996; Harachi, et al., 2001; Wallace & Muroff, 2002; Nichter, 2003).  There are a number of important cultural implications related to substance abuse disorders and recovery.  When addiction occurs, for example, individuals may experience decline in ethnic affiliation.  According to Westermeyer (1999) cultural reentry occurs when the recovering individual moves away from the recovery subculture and toward a viable ethnic identity.
Slide 67: Subculture

Subculture is a group within the culture that has distinct characteristics but cannot exist independent of the group.  Substance use and abuse leads to distinctive subcultures such as crack houses, opium dens, taverns or cocktail lounges.
Slide 68: A Culturally Competent Model of Care

Campinha-Bacote (1994; 1998) provides a useful conceptual model for cultural competence that includes four major components: cultural awareness (cultural sensitivity, cultural bias); cultural knowledge (cultural world views, theoretical and conceptual frameworks); cultural skill (cultural assessment tools); and cultural encounter (cultural exposure, cultural practice).  Campinha-Bacote stresses that cultural competence is not an end point but a process.  Health professionals may use the model to develop the ability to work within the contexts of diverse cultural and ethnic groups but the process is dynamic and continuously evolving.  It is important to learn as much as possible about the prevalent cultural and ethnic groups within one’s practice.  It is also important to note that culture contains ideal and real components and that individual behavior is not always representative of the culture.  Each person is unique within his or her culture.   

Slide 69: Diversity Within Culture

There is also diversity within the culture as it relates to age, gender, level of acculturation, generation, sexual orientation and rural/urban background. Cultural considerations should be identified for addressing substance use disorders, screening, assessment, referral, motivational interviewing, identifying and assisting children of substance abusing parents, assisting the elderly, and community-based substance abuse prevention.  Campinha-Bacote’s model may also be useful in understanding the various disciplinary subcultures that comprise the health care delivery system and contribute to comprehensive care.
Slide 70: Changing Frontiers in Prevention and Treatment 

Like the concept of culture, societal response to substance use disorders is dynamic, evolving and responding to shifting patterns of alcohol, tobacco, and other drug use and abuse.  Health care professionals are urged to monitor these changing frontiers and participate in research and evaluation to determine efficiency and effectiveness of new trends in prevention and treatments.  One such trend is the move to provide prevention and treatment in faith-based settings.  

Many churches have welcomed AA groups in the past but now more comprehensive services are provided in “substance abuse ministries.”  Clergy and lay members of congregations participate in specialized counselor training and provide support for individuals in recovery.  One church in Houston, Texas operates specifically for homeless people, most of whom have dual diagnoses.  After Sunday services there is a free clinic, counseling, social services, meals, and opportunities to make phone calls.  At other times during the week there is a bible study and meals are served.  This unique church has a membership of nearly 200 people.  Faith-based settings also have launched prevention programs for the youth in their congregations and as outreach to the community beyond (Marcus et al., 2004; Taylor et al., in press).  In some instances substance abuse initiatives in churches become the responsibility of parish nurses, a relatively new subspecialty in nursing.  

Another exciting approach is the development of family drug courts.  The courts provide intensive supervision and treatment for the addicted offender and comprehensive services for the family.  They address all issues that co-occur with substance abuse, mental illness, HIV/AIDS, domestic violence, sexual abuse, physical abuse, and poverty.  Benefits include promotion of stable families, decreased negative affects of substance use on children, reduced costs for out of home care of children, reduced court costs, and maximization of treatment dollars (Haack, 2000, NYU and Drug Court, 2000) Family drug courts are being tested in Florida, New York, and Kansas (Haack, 2000).

Criminal justice treatment initiatives, though not new, are gaining support throughout the country.  Treatment programs in the prisons have been shown to reduce recidivism in California, New York and Texas (Wexler et al., 1990; Carbonari & von Sternberg, 1997; Eisenberg & Fabelo, 1996).  Criminal justice treatment programs typically operate on the therapeutic community treatment model, emphasizing enforced behavior modification and development of occupational skills.

The investigation of complementary and alternative therapies for substance use disorders is also a new frontier.  Acupuncture and meditation are among the techniques being integrated into treatment protocols (Bernstein, 2000; Marcus et al., 2001; Marcus et al., 2003).  Evidenced-based principles should be followed in making decisions related to uses of complementary and alternative therapies (O’Mathúna, 2000).

Slide 71: Summary

While the scope of the problem of substance use disorders remains large, there are a number of promising approaches on the horizon.  Multidisciplinary health care professionals are being targeted to receive education that will greatly increase their ability to respond to the challenge with increased sensitivity to cultural issues.  Healthy People 2010, the nation’s agenda for prevention and health care, addresses the impact of alcohol, tobacco, and other drug abuse, giving necessary support for new initiatives in this area.  Finally, exciting new approaches to substance use disorder prevention and treatment are being tested empirically.  There is hope that some of these initiatives will prove valuable in reducing the risks and improving treatment in the future.
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