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ABSTRACT
The research team of Aleman, Cruz, Ertel and Love propose a research project to address the societal problem of overrepresentation of African-Americans in the homeless population. In response to the current literature relevant to this issue, we pose the question, “Is there an empirical basis to support a proposal for ethnic/culture-specific treatment programs for HPAD?” The team intends to conduct case studies of two residential drug treatment programs in San Francisco. We’ve identified two major study components: 1) program evaluation and 2) survey of attitudes, beliefs, and experiences of clients and key stakeholders among program personnel. In order to obtain the needed data, we will conduct interviews and survey the programs’ archival records. The programmatic and policy implications of this study are broad and potentially include: improved treatment services for HPAD, wide-scale implementation of ethnic/culture-specific treatment programs for all minorities, reduced demand for public services, improvement in the general welfare of all of society, and promotion of social equity.
INTRODUCTION

On any given night in America, there are hundreds of thousands of men, women, and children with nowhere to sleep other than public spaces.  Many of them find refuge in doorways, parks, and bus stops.  In fact, due to several contributing factors, there are over 2 million people technically classified as homeless in the United States every year (Department of Health and Human Services [DHHS] 2003).  The fastest growing segment of this population is families with children.  (National Coalition for the Homeless, 2006).   According to the U.S.  Conference of Mayors (2005), nearly 50% of these homeless people are of African descent (HPAD).  Furthermore, “Recent estimates suggest nearly half of them have substance use disorders” (Burt et al., 2001).   

In a study of African American, drug users and help seeking behavior, Longshore et.  al (1997) state that “more generally, many African Americans view mainstream providers of social services, including drug-use treatment, as intrusive, punitive, and untrustworthy” (Treatment Perception section, para.3). This research team has found an abundance of literature on homelessness, pre-conditions of homelessness and protocols for treatment, all of which referenced statistics on African-Americans.   However, we found a conspicuous absence of research dedicated specifically to the African-American homeless population, as well as the link between drug use and homelessness.  The assumption of this team of researchers is that if approximately 50% of any other racial or clearly defined group of people were homeless, there would be ample research on them and specially tailored programs to meet their needs.  As an outgrowth of that assumption, we have chosen to investigate whether or not social services tailored to the ethnic/cultural needs and preferences of people of African descent would be more satisfying for HPAD clients and yield better outcomes for them.  We have chosen to focus on residential drug treatment programs in San Francisco, California in hopes to inspire further research that would be generalizable to a broad array of social services.

LITERATURE REVIEW
The statistics on HPAD are staggering.  According to the U.S. Census (2000), people of African descent compose a mere 12% of the US Population.  In contrast, an estimated 49% of the homeless population consists of African-Americans according to the U.S. Conference of Mayors (2005). According to those figures, out of the 2.1 million Americans classified as homeless every year (DHHS, 2003), about 1,078,000 of them are HPAD. Substance use/addiction, mental illness, and incarceration form the major triptych illustrating the vicious cycle of homelessness.  “Researchers estimate that as many as half of all people who are homeless have diagnosable substance use disorders at some point in their lives” (DHHS, 2003, chpt. 2, p. 13). Furthermore, the “estimated 200,000 people who experience chronic homelessness tend to have disabling health and behavioral health problems” (DHHS, 2003, chpt. 2, p. 13). Another corroborative fact is that fifty-six percent of homeless clients reported to have an alcohol, drug, or mental health problem have spent time in jail, and 22 percent have spent time in prison (National Health Care for the Homeless Council [NHCHC], 2006).
Theory Behind the Hypothesis: Racial Identity Theory

Helms' (1990) racial identity theory forms the basis of the hypothesis presented in this research project.  Racial identity refers to "a sense of group or collective identity based on one's perception that he or she shares a common heritage with a particular racial group” (Helms, 1990, p.3).  The basic premise of racial identity theory is that an individual’s psychological well-being is enhanced by a progression through increasingly mature statuses of racial identity (Alvarez, 2002).  Dupont-Joshua (2006) points out that the concept of racial identity is a constantly involving social construct (Working with the issues section, para.1).  According to Alvarez (2002), “[the racial identity] developmental process involves progression through qualitatively distinct statuses of racial identity, each of which is characterized by unique cognitive, affective, and behavioral responses to race and race-related information” (p. 35).  Carter (1997), states that an individual’s development of a mature racial identity consists of changes or shifts in one’s worldview.  Through the exploration of one’s experience in the context of race and racial identity, an individual can find progress through various stages toward racial identity awareness.  Related to, but different from racial identity, Chavez and Guido-DiBrito (1976) define ethnic identity as “an individual’s identification with ‘a segment of a larger society whose members are thought, by themselves or others, to have a common origin and share segments of a common culture and who, in addition, participate in shared activities in which the common origin and culture are significant ingredients’” (p. 2).
From racial identity theory, a variety of models have been derived for ethnic and racial groups to guide clinicians and individuals to engage in the process of attaining a healthy and mature racial identity.  Kwan (2001) describes these racial and ethnic identity models in the article, “Counseling Applications of Racial and Ethnic Identity Models: An Introduction to the Special Issue”:
Several conceptual models posited for visible racial and ethnic groups (VREG), in particular, have often been presented and discussed in major textbooks of multicultural counseling (e.g., Atkinson, Morten, & Sue, 1998; Pederson, 1991; Ponterotto, Casas, Suzuki, & Alexander, 1995; Sue & Sue, 1999).  These models include the People of Color Racial Identity Model (Helms, 1995), the Minority Identity Model (Atkinson et al., 1998), and the Ethnic Identity Development Model (Smith, 1991).  In addition, a number of specific models were developed to conceptualize the cultural identity experiences and conflicts of African Americans (e.g., the Nigrescence models; Cross, 1995; Cross & Vandiver, in press), American Indians (e.g., Choney, Berryhill-Paapke, & Robbins, 1995), Asian Americans (e.g., the Internal-External Ethnic Identity Model; Sodowsky, Kwan, & Pannu, 1995), Hispanic Americans (e.g., Ruiz, 1990), and biracial individuals (see Kerwin & Ponterotto, 1995).

The models of racial and ethnic identity development are important for the practice of mental counseling of visible racial and ethnic groups.  They inform mental health counselors of the contributions and conflicts of race, ethnicity, and culture, as well as the sociopolitical influences on the minority experience.  They also alert clinicians to the appropriate racial, cultural, and political context that needs to be captured in the assessment and diagnostic process (Kwan, 2001).   Additionally, Kwan (2001) states the models provide useful tools for “understanding differences in the psychocultural experiences among members of the respective [visible racial and ethnic groups]” (p. 2).  These tools allow those in the mental health field to obtain a broader perspective of cultural dynamics and a means of applying them to their work with minority patients (Kwan, 2001).
Implications of Racial Identity Theory in HPAD Treatment

Ethnic/culture specific treatment can potentially minimized the distrust that African Americans have with conventional treatment programs.  Racial and ethnic identity development models have been considered one of the most promising approaches to the field of multicultural counseling (Kwan, 2001).   Carter (1997) states that racial identity might be more useful in efforts to “understand African American psychological functioning or mental health.”  There is even evidence that people of varying races and ethnicities can have different reactions to psychiatric drugs, possibly effecting their treatment (DHHS, 2003).

In the research article, “Racial Identity and Its Assessment in Sample African-American Men in Treatment for Cocaine Dependence”, Pena, Blande, Sherbinton, Rice, and Foulks (2000), inform the reader that there is an ample amount of literature “indicating a significant relationship between psychological status, substance abuse, and treatment outcomes” (p. 98).  According to Pena, et al (2000), along with other experts in the subject (e.g. Helms, Carter, Bell, et. al), “in work with African-American patients, treatment efficacy and therapist effectiveness may be related to the therapist’s ability to understand the role of ‘black reality’ as reality, as well as reality as defense, and in recognizing when problems do or do not revolve around the condition of being black” (p.  98). 
Drug Addiction and Treatment in the African American Community
In a study of 45,887 individuals conducted by Tighe and Saxe (2006), African Americans were found to be four times less likely and Hispanics three times less likely, to receive substance abuse treatment than whites.  The unemployed and those living in poverty were also three times less likely to receive treatment.  Clearly, more must be done to understand why such inconsistencies exist and what can be done to prevent them.  Less than 1% of those who seek treatment do so in a specialized treatment facility (including ethnic/culture-specific) while more than 50% choose a self-help program (ex. Alcoholics Anonymous). The fact that African Americans are less likely to receive treatment could possibly be due to institutionalized racism or because they are targeted less by treatment facilities due to their supposed lower substance abuse rates.  (Tighe & Saxe, 2006)

Moore, Madison-Colmore, and Moore, (2003) believe that the traditional European approach to drug treatment may not be applicable to African American adolescent males, because it is not culturally sensitive to their needs and lacks cultural understanding.  There are many factors that come together to place African American youth at risk for substance abuse.  41.5% of that population youth live in poverty, 46.7% live in female-headed households, 13% drop out of high school and 29.1% are unemployed or have difficulty finding work.  Because of a lack of employment opportunities, African American youth are at risk of making poor choices and using (becoming addicted) to drugs.  The 1999 National Household Survey reported that out of nearly 15 million people who were currently users of illegal drugs, 13% were African American males (Moore et al, 2003). This study is particular salient because adolescent is a critical stage when youth are at risk for developing stage that would predispose them to homelessness. 

There has been very little research done into effective drug abuse treatments for African Americans.  The theory of Afrocentricity (a defined by Molefi Asante) “is a theory of social change that seeks to address and undo the negatively skewed Eurocentric perspective of African and African American history” (Moore, 2003, 221).  Many social scientists stress that environmental conditions often contribute to African American males’ drug use.  “The afrocentric perspective is a strengths-based approach to substance abuse treatment.  It emphasizes empowering the individual by focusing on strengths rather than shortcomings”  (Moore, 2003, 222).  The Afrocentric approach emphasizes strong interpersonal relationships, fostering a collective unity, and “helps to operationalize the African belief in survival of the tribe” (Moore, 2003, 202).
Rival Theory: Cultural Competency Model derived from Multiculturalism Theory

Our hypothesis regarding ethnic/cultural specific programs is based on the theory of racial identity.   The cultural competency model of treatment presents itself as a rival theory because of its emphasis on multiculturally competent treatment as opposed to treatment that is tailored to specific ethnic/cultural groups.  The Department of Health and Human Services (2001) has delineated a theoretical framework for cultural competency in a body of work termed CLAS standards.  The acronym CLAS stands for culturally and linguistically appropriate services in reference to “health care services that are respectful of and responsive to cultural and linguistic needs” (“Compendium”, 2003, 6).  CLAS standards are defined as “a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables effective work in cross-cultural situations” (DHHS, 2001).  Culture is operationally defined by the San Francisco Department of Public Health (2002) as:

 [I]ntegrated patterns of human behavior that include language, thoughts, communications, actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups.  Competence implies having the capacity to function effectively as an individual and an organization within the context of the cultural beliefs, behaviors, and needs presented by consumers and their communities.
Proposed Methodology
In order to obtain sufficient data that can potentially establish a correlation between the type of residential drug treatment program and successful outcomes for HPAD clients, this team had defined two major components of our research project: 1) program evaluation, and 2) survey of attitudes, beliefs, experiences of clients and key stakeholders.  The case study method was chosen because the homeless population in consideration is fluid, hard to reach and marginalized.  Limited access to programs and the desire for a highly focused, in-depth study were also key considerations in determining our choice of research design.  The individual residential drug treatment programs are the unit of analysis and individuals are the embedded sub-unit of analysis.  Data will be collected by means of unstructured interviews and content analysis of the program’s archival records.  As stated in our hypothesis, this project aims to test the relationship between ethnic/culture-specific residential drug treatment programs, our independent variable (IV), and successful outcomes and client satisfaction for minorities, our dependent variables (DV).  Data from the interviews and program’s archival records will be used to measure the IV and DV.  Our sampling frame is the “City and County of San Francisco’s Community Behavioral Health Services Organizational Provider Manual 2006-2007,” from which two residential drug treatment programs were selected.  The treatment programs were selected on the basis of access and whether or not they are culture-specific, as well as their representativeness, size, and location.  On the embedded sub-unit of analysis level, the sampling frame will be derived from the client list provided by the Program Directors/Managers.  The study population will be determined through the following selection process:

1. Investigators will enumerate the population of clients from the client list provided by program managers.

2. Investigators will then isolate the names of clients that were homeless prior to entering the program.

3. Names of clients whose treatment is court mandated will be eliminated

4. A table will be created on the demographic characteristics of the clients on the refined list.  (see appendix #7)

5. The list will be further reduced to clients matching investigator’s pre-determined criteria.

6. A purposive sample that, based on the investigator’s best judgment, will be drawn from this final sampling frame.

We will make a total of 22 observations.  From each program we will interview: 6 clients, 2 case managers, 2 intake personnel, and 1 program director/manager.  Additional quantitative data will be derived from program archival database.  Datasets will be recorded in a tool designed for this purpose.  (see appendix #9)

	Sources of Evidence
	Recidivism rates, client satisfaction surveys, complaint records, qualitative feedback from providers, personnel & clients

	Conceptual Definition for ethnic/culture specific Treatment Program
	Ethnic/culture specific treatment program will be defined as a program tailored to address the treatment needs of a particular ethnic/culture group.

	Operational Definition for ethnic/culture specific Treatment Program
	Ethnic/culture specific treatment outcomes will be operationalized by:

1. Ethnically diverse staff

2. Staff training in cultural knowledge

3. Understanding between the connection of addiction and culture

4. Outreach

5. Cultural recognition

6. Race matching

	Conceptual Definition for Successful Treatment Outcomes
	Successful treatment outcome will be defined as a satisfactory completion or graduation or a program. 

	Operational Definition for Successful Treatment Outcomes
	Successful treatment outcome will be operationalized by:

1. Expected treatment goals

2. Commitment to change

3. Cultural awareness

4. Understanding the connection between culture and addiction

	Conceptual Definition for Client Satisfaction
	Client satisfaction will be defined as a client’s view of whether or not the program met their expectations. 

	Operational Definition for Client Satisfaction
	Client Satisfaction will be operationalized by:

1. Staff Sensitivity

2. Grievances

3. Predisposition

4. Program Preference

5. Expected goal of drug treatment


PROPOSED ANALYSES 

According to Yin’s abridged version of case study research, we will use a pattern-matching mode of analysis for our project.  Interview responses will be subject to rigorous content analysis.  Appropriate quantitative analysis methods that will be covered in PA-706 will be applied to the quantitative datasets derived from the archival records.  A case study database will created to organize the data.  

CONCLUSION

We are embarking on this project in the hopes that our findings will contribute to the body of knowledge on subject of homelessness by filling the gap in current research literature regarding HPAD.  Empirical evidence found demonstrates strong positive correlations between ethnic/culture-specific treatment approaches and positive treatment outcomes. Client satisfaction may have profound implications on the general welfare of HPAD.  We expect an immediate benefit to be improved treatment services for homeless minorities.  Long-term benefits include, but are not limited to. a reduction in demand for social services, improvement in the general welfare of all homeless minorities, and a greater rate of successful program outcome.  Two possible policy implications would be the widespread implementation of culture/ethnic specific treatment programs and policies other promoting greater social equity.  A possible spillover effect would be an improvement in the general welfare of all society. Possible limitations of this research study are the potential for sampling bias, and/or personnel bias, inability to verify the representativeness of the sample, and obtaining results not generalizable to other populations.
SCHEDULE  

The schedule for this research project is outlined in the table below:

	DATE 
	ACTION
	OWNER

	Dec 11-15
	1. Contact program directors:

a. Obtain access/ permissions.

a. Schedule project orientations w/program key stakeholders for Jan 8-12

2. Obtain IRB schedule from SFSU website
	Patricia & Joana

Shana

	Dec 18
	3. Submit final proposal to Gen 

4. Mail out Pre-Interview Quesionnaires
	Group



	Dec 25-30
	5. Submit research proposal to IRB

6. Create a project orientation presentation.

7. Assign Interviews among group

8. Train & conduct mock interviews
	Group/Gen

Group

Group

Group

	Jan 1-5
	9. Obtain IRB approval

10. Conduct (2) project orientations with program key stakeholders 

a. Collect pre-interview Questionnaire (bring extra copies)

b. Schedule interviews
	IRB

Group

Group

	Jan 8-23

(2 weeks)
	11. Conduct interviews

12. Collect info from archival records
	Group (6 each)

Group (immediately after interviews)

	Jan 24
	1st day of classes
	

	Feb 5-9
	13. Perform qualitative data analysis/content analysis
	Group

	Feb 19-23
	14. Perform quantitative data analysis
	Group


APPENDICES
1. Logic model
2. Client interview schedule
3. Case Manager/ Program Director/ Intake Personnel interview schedule
4. Archival data interview questions
5. Client demographics table
6. Staff demographics table
7. Archival data collection table 
8. Pre-interview questionnaire
9. Sampling Plan
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