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	V. Overview/Discussion

	


 Researchers have found that some populations, including certain racial and ethnic groups, limited English proficient persons, people with disabilities, and the elderly, are disproportionately affected by barriers which prevent or decrease access to healthcare services. In addition, there are measurable differences in the use of healthcare services and the quality of healthcare services received among various population groups.



—Department of Health and Human Services Office for Civil Rights

Both “underserved” and “underserved population(s)” appear in numerous Federal documents relating to health, and to substance abuse and mental health topics specifically. None of these sources includes a definition of such terms, however. Government efforts to quantify and address disparities, or gaps, in healthcare yielded guidelines for identifying groups and/or communities in the United States that lack adequate healthcare. Disparities are sometimes identified in the context of comparative health needs, or risks. The View by Topic list on the Centers for Disease Control and Prevention’s (CDC’s) Health Disparities Web page,
 for example, includes subjects that have received substantial attention from the public health system (e.g., pregnant women), intermingled with those to which only scant attention has been paid in regard to health (e.g., lesbian, gay, bisexual, and transgender [LGBT] health). What qualifies LGBTs or disconnected youth as an underserved population is not only that they have received fewer targeted services, but also that they may be at greater risk for substance abuse than others in the first place.

Disparities in substance abuse prevention may mean that such prevention for certain populations is missing, or that there is too little of it to be of benefit to the population as a whole. The smattering of prevention efforts targeting older adults in some States cannot begin to meet the needs of the Nation’s swelling ranks of senior citizens. Disparities might be gaps in access to prevention, such as lack of transportation to attend prevention program sessions and activities, or lack of Internet access to online prevention resources. Other disparities arise when available prevention programming is offered in ways that do not respond to unique cultural conditions. Warehouses filled with English-language educational materials that are based on the best scientific information are of little benefit to Spanish-speaking communities, for example. If the content of these materials is based on information from and about the mainstream culture, translating them into Spanish will be of little use.

In a report delivered to the Substance Abuse and Mental Health Services Administration (SAMHSA) in 2008, the Center for Mental Health Services’ Eliminating Health Disparities External Workgroup proposed five levels of assessment of mental health services that might work equally well to determine how substance abuse prevention is provided for a particular population or geographic location
:

· Availability—the extent to which services exist;
· Accessibility—the ease and convenience with which individuals can obtain and use services;
· Affordability—the costs of services to the consumer and the financial viability of providing these services;
· Appropriateness—the correctness of treatment and prevention services; and
· Acceptability—the degree to which the recipient of services believes that the services are congruent with her/his cultural beliefs, values, and worldview.

As these “5 A’s” suggest, issues of cultural competence, cultural appropriateness, and cultural responsiveness are determinants in naming a population as underserved. Ensuring that existing substance abuse prevention resources are what might be deemed “5 A-positive” can help close gaps in meeting the needs of underserved populations. Thus, recent Federal requirements for alternative tags for text and images on the Internet ensure that people with hearing and vision impairments have access to online prevention resources that their disabilities denied to them only a few years ago.

Another way in which the substance abuse prevention needs of some populations are underserved is in research and the kinds of baseline data and other information necessary to prevention planning. Implementing evidence-based prevention strategies may have little effect if there is little or no information available about the target audience. It is not surprising that so little is known about the millions of foreign-born people who live and work in the United States without legal documentation. The information we have about their involvement with substance abuse while in the United States suggests that they are at high risk for such problems. But there is little specific information to guide prevention programs and it is difficult to develop prevention outcomes for elusive undocumented migrants. 

As yet, there is no reliable data about the size and other demographics of America’s LGBT culture. Reviewers of existing surveys about alcohol, tobacco, and other drug use and associated problems in this population are guarded and generally avoid the kinds of statistical specifics often used in developing effective prevention efforts for other audiences. With rare exceptions—and few of those funded well enough to include an evaluation component—substance abuse prevention for gay Americans does not yet exist.

Some substance abuse prevalence data are available about ethnic/racial communities, older Americans, people with disabilities, and rural communities, but not all of the data are current. Moreover, different segments of a single underserved population may present extremely different patterns of substance abuse and challenges to a 5 A’s approach to prevention. Despite stereotypes, the 564 tribes of American Indians recognized by the Federal Bureau of Indian Affairs
 are as varied, complex, and in many ways unlike one another as they are similar. The same can be said of people with disabilities or the U.S. population of older adults.

As will be seen in other elements of this resource kit, this lack of data is mirrored by a similar dearth of prevention program models and resources specific to those underserved populations under discussion. One way to assess these unmet needs is by using the convenient Find Interventions search feature at SAMHSA’s National Registry of Evidence-based Programs and Practices (NREPP), located at http://www.nrepp.samhsa.gov. In March 2010, “disabilities,” “immigrants/migrants,” and “LGBT” were not search options. Checking “substance abuse prevention,” plus “older adults/aging” yields no NREPP programs. Only two interventions appear for “substance abuse prevention” plus “American Indian or Alaska Native.” Of course, NREPP is highly selective, has rigorous criteria, and does not go in search of programs. These search findings may suggest the scarcity of existing programs to aid States and communities that are interested in preventing substance abuse in these underserved, and sometimes unserved, populations.

Confounding attempts to address the substance abuse and mental health prevention needs of underserved populations is the reality that individual population members may fall under multiple underserved categories. A 16-year-old in foster care, otherwise disconnected from a network of support and at heightened risk for engaging in substance abuse, may be gay, may have one or more disabilities, and/or may be African-American. Will an underage drinking prevention message intended for African-American teens have its intended impact on such an individual? Can it be adapted to become more accessible, appropriate, and acceptable to her, and at what cost? A 70-year-old might be a recent immigrant and living in a rural area. What kind of prevention program does he need, and how can it be provided?

Members of underserved populations are not necessarily unserved by the healthcare system in general, or specifically by substance abuse prevention. In general, America’s underserved groups are not walled off from the rest of society in enclaves and ghettos where they are barred from exposure to prevention efforts targeting other segments of the population or the society as a whole. Undocumented migrants may see and benefit from public education messages about alcohol, tobacco, and other drugs that appear in various media. People with disabilities may participate in prevention programs not necessarily addressing others with similar conditions. A lesbian mother may find out why and how to discuss alcohol with her children at an underage drinking town hall meeting that is open to everyone in her community. Prevention materials and programs that are not tailored to the particular needs of elders may still provide a 70-year-old with what she needs to avoid misusing prescription drugs or combining them with alcohol. Most LGBT youth do not identify themselves as such in alcohol and drug education classes or in afterschool programs and may get just as much support to avoid substance abuse as other participants; they may not view themselves as needing or wanting LGBT-identified programs and information. 
Some risk factors for substance abuse occur more frequently in underserved populations. But this does not necessarily mean that the incidence and prevalence of substance abuse itself is greater, although in several instances it is. Among disconnected youth—for example, a group that includes those aging out of foster care, school dropouts, runaway/thrownaway children, and homeless youth—very high rates of substance abuse have been reported. But in ethnic/racial populations, patterns vary considerably. Despite media stereotyping of urban Hispanic/Latino youth as being heavily drug-involved, they are actually less likely to engage in drug use than most other youth. Alcohol abuse is less common among African-Americans than among the general population. As a group, American Indians and Alaska Natives experience disproportionate levels of substance abuse problems, although patterns differ from one Native community to another. While Asian Americans report the lowest substance abuse rates in the United States, Native Hawaiian/Pacific Islander Americans have above-average rates of smoking, drinking, and obesity.

Since alcohol use declines with age and older adults report low rates of tobacco and illicit drug use, their risks for substance abuse are easily overlooked. Yet, physical changes that come with aging, as well as how many people’s lives are altered in late life, means that substance abuse prevention needs for this population are often not addressed. Youth in rural areas of the country, meanwhile, engage in several forms of substance abuse at higher rates than others, and delivering prevention to them is a chronic challenge. The process of acculturating, assimilating, and becoming a part of the American mainstream appears be a risk factor for substance abuse among the Nation’s large population of foreign-born people who hope for fulfilling lives as U.S. citizens. Few prevention efforts target them or respond to their unique characteristics. Opportunities for youth with physical and/or mental disabilities to lead productive and fulfilling lives can be increased by reaching them early in life with appropriate and accessible alcohol and drug prevention.

Two underserved U.S. populations are the subject of frequent media attention, and yet there is very limited information available to help those interested in providing them with substance abuse prevention. For different reasons, there is no accurate data about the size of America’s LGBT community or this country’s on-the-move population of migrants who arrive in the United States without authorization to be here. Published estimates of the lesbian and gay population range from 4 percent to 10 percent, a very large population of women and men about whom not a great deal is known. Because they go to considerable lengths to avoid official notice, illegal migrants are also uncounted, but are estimated to number about 12 million. Efforts by a few researchers and LGBT-related organizations have produced the beginnings of a body of knowledge about LGBT health behaviors, and a few studies of migrant substance abuse have been published. But in both cases, few reliable statistics are available and only a little bit is known that might help prevention groups target all these people.

What is apparent is that far more prevention resources are needed to address the unique conditions and characteristics of underserved populations. The higher risks for engaging in substance abuse—and the higher prevalence rates of alcohol, tobacco, and drug use in some of the groups—strongly suggests that general population prevention is not working equally well for everyone. However, the resources are not available to ensure a supply of culturally specific prevention programs and materials to match the demand and the need. Ensuring that everyone has access to effective, evidence-based prevention requires the development and adaptation of messages and materials that are useful and welcoming to diverse audiences and that help people avoid substance abuse problems. Recognizing key facets of their diverse needs and experiences is an essential first step toward that objective.[image: image1.wmf]
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