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Abstract

In this quality improvement project, an assessment of staff perception of structuralracismin an
urban substance use disorder treatment organization was performed to determine areas for evidence-
based practice recommendations. The framework of the Self-Assessment for Modification of Antiracism
Tool (SMART) developed by the American Association of Community Psychiatry (AACP) was used to
assess elements of clinical care, client outcomes, and workplace culture. Survey findings were consistent
with current literature on racial disparities in mental health and indicated a potential for structural
racism impacting treatment and diagnosis. Evidence-based recommendations were made regarding
enhanced racial demographic data tracking, improved racial trauma assessment, and implicit bias
training. Thorough organizational assessment with periodic re-assessment may reveal additional areas

for quality improvement in the delivery of care that counteractsthe effects of structural racism.



Problem Description

Structural racism refers to a confluence of macro-level factors that limit resources,
opportunities, power, and health for individuals from racial-ethnic minority populations (National
Institute on Minority Healthand Health Disparities, 2021). Community mental health historically has not
been immune to structuralracism, in some cases having actively supported surveillance and policing
strategiessuch as the broken windows theory (Ramos, 2019). Access to mental health services remains a
barrier to structural equity in community mental health, leaving many individuals from Black,
Indigenous, and People of Color (BIPOC) populations unable to receive treatment for mentalillness.

Up to 67% of Black Americans with any mentalillness do not receive treatment, while 90% of
those with substance use disorder and nearly 92% of those with co-occurring substance use disorder
and any mental illness receive no treatment (Substance Abuse and Mental Health Services
Administration [SAMHSA], 2020). Similarly, 66% of Latinx individuals with any mentalillness do not
receive treatment, while 92% of those with substance use disorder and 94% of those with co-occurring
substance use disorder and any mentalillness receive no treatment (SAMHSA, 2020). Compounding the
issue, racialtrauma relatedto discrimination and racism has been associated with higher rates of
depression, substance use disorder, and PTSD amongst individuals from BIPOC populations (Seaton &
lida, 2019; Sibrava et al., 2019; Skewes & Blume, 2019).

In Oregon, BIPOC populations are impacted by disproportionate rates of mental health
disorders. Highrates of uninsured individuals in Latinx, Native American, and Black populations limit
access to mental health services (Oregon Health Authority [OHA], 2018). The rate of heavy alcohol use is
highest among Native Americans while traumatic adverse childhood events are highest amongst Black,
Latinx, and Native American communities in Oregon (OHA, 2018). Additionally, Black Oregonians
comprise 2.9% of the state’s population, but fewer than 1% of psychologists, therapists, and counselors

are Black. Similar clinician disparities compared to the overall racial-ethnic population are found in



mental health providers of Latinx and Native American descent. Meanwhile, nearly 90% of mental
health care providers in Oregon are white despite white people accounting for approximately 75% of the
state’s population (Oregon Health Authority, 2019).

Available Knowledge

Structuralracism in health care is multi-factorial and insidious. It has been rationalized since the
1600s by white racial-framing that has continually resulted in inequitable health practices (Feagin &
Bennefield, 2014). Components of structural racism such as residential segregationand the “waron
drugs” have contributed to mental health inequity, including overdiagnosis, misdiagnosis, over-
medication, lack of evidence-based interventions, and generally poor treatment for BIPOC populations
(Shim, 2021).

Several frameworks and organizational principles have been developed to address structural
racism and inequity in health care delivery. However, rigorous evaluation of interventions is limited due
to the complex nature by which structural interventions generate effects, the preference towards
interpersonal or individualized approaches, and the limited training researchers receive in structural
frameworks (Drevdahl, 2018). A scoping review on conceptual frameworks of organizational change to
reduce inequity found limited guidance within frameworks for translating equity across multiple
organizational departmentsand levels (Spitzer-Shohat & Chin, 2019). Additionally, many frameworks
introduced guidance on evaluation measures focused on patient outcomes while organizational
measures remained unassessed. These frameworks focused on outer contexts to guide change
strategiesand largely did not assess inner contextssuch as organizational culture or perception of
change.

Metzl & Hansen (2014) proposed transforming the conceptualization of patients through
structural competence. Core structural competencies include recognizing how structure shapes clinical

interactions, developing structural humility, and re-articulating cultural presentations in structural



terms. While many academic-medicalinstitutions have drawn on this work to create curriculum
materials, it has not previously been adaptedto a format for quality improvement outside of training
and education (Talley et al., 2021). Similarly, Drevdahl (2018) proposes that cultural competency
theories do not adequately address health inequity, while structural theories effectively focus on the
social determinants of health creating inequity.

Building on existing organizationaltools to address inequity in healthcare, the American
Association of Community Psychiatrists (AACP) created a quality improvement tool incorporating
domains specific to structural racism and racial inequity in community mental healthcare (Talley et al.,
2021). The Self-Assessment for Modification of Antiracism Tool (SMART) is intended to be used across
organizational departmentsand levels and was created consistent with facets of racism at various levels
including structural/systemic, institutional/organizational, and interpersonal/individual (Krieger, 1999).
Domains in the SMART assessment tool include hiring/recruitment practices, clinical care, workplace
culture, community advocacy, and population health outcomes.

Rationale

This project intended to understand the perception of structuralracism and the current status
of antiracist practicesat a community mental health organizationto provide recommendations for
quality improvement in targeted domains. An initial overview of the organizationrevealed areasfor
potential improvement in mitigating components of structural racism commonly present in the delivery
of mental health services. The organization had not previously utilized a standardized assessment tool to
evaluate organizational adherence to antiracist practices broadly. A review of the literature determined
that AACP’s SMART tool provided promise as a comprehensive assessment of outer and inner contexts
of antiracist organizational practicesacross multiple relevant domains. Utilization of components of the

SMART tool was intended to allow a baseline assessment of antiracism within the organizationand



provide a framework for future assessment of organizational modifications to disrupt the perpetuation
of structural racism in community mental health (Talley et al., 2021).

The project was guided by the Institute for Healthcare Improvement (IHI) Model for
Improvement (MFI). The MFI is an effective tool for quality improvement that delivers quick and
substantial results in diverse settings (Langleyet al., 2009). Utilizing Plan-Do-Study-Act (PDSA) cycles, the
IHI MFI has been adopted by healthcare organizationsin both small and large-scale projects to improve
processes and outcomes (Picarello, 2018). It was intended that following the completion of a scaled-
down assessment using components of SMART, evidence-based interventions for antiracism
improvement could be recommended with future utilization of PDSA cycles to assess the impact of
these interventions with SMART-based re-assessments.

Specific Aims

Providing equitable care by closing racial and ethnic gaps is one of the Institute of Medicine’s six
overarching aims for improvement in healthcare (Institute of Medicine, 2001). This quality improvement
project was intended to assess the perception of structuralracism and antiracist practicesat an urban
substance use treatment organization so that evidence-based recommendations could be made in
identified areasfor improvement. Primary objectives included distributing surveys across disciplines,
analyzing survey data, and reporting results with possible evidence-based interventions to stakeholders
who may ultimately decide upon areasfor improvement to target withfuture interventions.

Context

This project was implemented at an urban substance use treatment organization providing
residential and outpatient treatment toover 13,000 people per year. Services range from withdrawal
management and medication-assisted treatment to outpatient group and family therapy. 82% of clients
are from low-income households, with 33% having been unhoused prior to entering treatment. Over

30% of clients served are from a racial-ethnic minority group or mixed race.



The PARIHS (Promoting Action on Research Implementation in Health Services) framework
divides context into three core elements: prevailing culture, leadership, and evaluation (Bergstrom et
al., 2020). The culture at the implementation site was driven by a care philosophy of radical kindness
with a commitment to fostering a welcoming and inclusive environment of respect and open
communication. The organization employs an Equity Programs Manager to lead and integrate Diversity,
Equity, and Inclusion (DEI)initiatives. Pre-existing qualitative and quantitative measures within the
clinical services programintend to keep the organizationaccountable and ensure the services provided
are equitable.

Intervention

The AACP createdthe Self-Assessment for Modification of Antiracism Tool (SMART) to assess
the extent to which an organization’sclinical and organizational processes are affected by elements of
structural racism. The survey consists of Likert scale items to assess how the organization has tracked,
identified, and addressed issues relevant to racism and inequity (Talley et al., 2021). The questions
provide a frameworkfor quality improvement in organizational antiracism by assessing five
organizational domains including clinical care, workplace culture, community advocacy, client outcomes,
and hiring practices such as recruitment, retention, and promotion.

In the first PDSA cycle, select Likert response questions from SMART were adaptedto the
population and assessed for site-specific relevancy before being sent to a small sample of stakeholders
to assess the appropriateness of the survey design. Questions were selected from SMART domains of
clinical care, workplace culture, and client outcomes. Feedback from the initial survey was incorporated
into revisions prior to the second PDSA cycle. The second PDSA involved wider survey distribution
amongst clinicians across the organization, as the AACP recommends using the SMART tool across a
diverse range of staff representing different identities, roles, and levels of hierarchy. Final versions of

the questions from the second PDSA cycle are included with question results in Appendix B.



The anonymous survey was delivered via email and made available from January 30-February
15, 2023. The survey wasavailable through a dedicated link or QR code for staff members who preferred
to use a mobile device rather than a work computer to complete the survey. Reminder emails were sent
on February 6 and February 13.
Measures

Outcome measures were chosen to address the specific aim of assessing staff perception of
structural racism and organizational antiracist practices. This included survey question response data
from domains of the SMART assessment relatedto clinical care, workplace culture, and client outcomes.
Additionally, demographic information was collected from survey respondents on their organizational
roles. Process measures included feedback on the initial survey from a small sample of stakeholders
during the first PDSA cycle and the overall survey response rate once the survey was more broadly
disseminated to staff during the second PDSA cycle.
Analysis

Survey response data was compiled and analyzed using Qualtrics survey software. Presentation
of the results included response rate and staff member departmental classification or provider type (see
Appendix D). Quantitative data from Likert responses to SMART-derived questions were analyzed and
visually represented in graphical form (Appendix B). Qualitative data derived from free-text responses
were analyzed and presented in categorical form depending on the response theme (Appendix C). Data
was utilized to determine the top three areasfor potential improvement of antiracist practice based on
staff responses. This ranking was used as guidance for suggesting targeted interventions for
improvement per the AACP’s recommendation for action after SMART assessment. Evidence-based
recommendations for improving racial equity were provided to the organization with supporting
references.

Ethical Considerations



Ethical considerations included maintaining the anonymity of survey respondents through the
process of collecting, analyzing, and presenting data. Consideration of staff time commitments was
honored by limiting the number of survey questions and reminders. Participation was optional and
respondents had the ability to skip questions or not declare their role in the organizationto honor
individual preferences for anonymity. The Oregon Health & Science University Institutional Review
Board deemed the project not to be researchinvolving human subjects due to its intention as a quality
improvement initiative. The author reports no conflicts of interest in the execution of this QI project.
Results

After theinitial project development and design, it was revealed that the implementation site
had hired an outside consulting firm to conduct a separate assessment to advance diversity, equity, and
inclusion atthe organization. This firm’s assessment focused on domains including community
engagement, workplace culture, and hiring practices. Therefore, this project was subsequently modified
to limit SMART domains to client outcomes, clinical practice, and elements of workplace culture not
covered by the consulting firm’s assessment. Relevant survey questions were adapted from the SMART
assessment and reviewed by stakeholders including the agency’s medical director, project preceptor,
and DEI manager during the first PDSA cycle. Feedback from this initial review resulted in the inclusion
of a definition of structural racism within the survey as a reference for respondents prior to broader
dissemination of the survey in the next PDSA cycle.

The second PDSA cycle was initially intended to survey respondents in departmentsincluding
nursing, counseling, and medical providers. However, leadership in the counseling department decided
not to involve counselors and therapists in the survey due to time management concerns related to
understaffing. This contextual factor lowered the survey response rate leading to an overall response
rate of 38.8%. This included 15% of nurses responding and 50% of medical providers responding. An

option to not declare a work role was included in the survey to allow additional anonymity for those
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who chose this option and was used by 50% of respondents. This created a challenge in connecting
response themes to a role or department of origin, as many respondents did not declare role status.

Survey results to individual questions areincluded in Appendix B, including a breakdown of role
demographics by discipline (Appendix D). Qualitative free-response data showed themes of racial
disparities in access to care and potential biases in medication and diagnosis. A writtenreport presented
survey response data, evidence-based recommendations, and supporting literature tothe organization’s
leadership and stakeholders. An excerpt from this report containing a summary of these
recommendations is included in Appendix E.
Summary

Ultimately, this project aimed to provide evidence-based recommendations intended to counter
components of structural racism in the delivery of care at an urban substance use treatment
organization. To meet this goal, survey questions derived from the SMART tool were used to understand
staff perception of current organizational antiracist measures and the overall impact of structural racism
on clinical care. Overallthemes in the survey response data showed several common elements of
structural racism consistent with national data. This information guided the selected areasto target
recommendations including racial trauma assessment, racial data tracking, and education relatedto
unconscious bias.
Interpretation

Survey responses were consistent with current literature regarding structural racism in mental
health services and elucidated the need for improvement in monitoring racial demographic data.
Respondents were generally in strong agreement that racial disparities in diagnosis and treatment were
present at the organization. This is consistent with overall trends showing higher diagnoses of psychotic
disorders and higher prescription rates of antipsychotics in Blackand Latinx populations compared to

white populations (Cerdefia et al., 2021; Menand & Moster, 2021; Schwartz & Blankenship, 2014).
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Similarly, Blackand Latinx people with opioid use disorder have lower odds of receiving
buprenorphine than white people despite the increased benefits of receiving this medication in short-
termresidential treatment including improved completion rates. (Dunphy et al., 2022; Stahler et al.,
2021; Stahler & Mennis 2020). While buprenorphine treatment duration for white people has increased
since 2017, treatment duration for Blackand Latinx populations has decreased since 2014 and 2009
respectively (Dong et al, 2023). Longer Buprenorphine treatment duration is associated with superior
clinical outcomes including lower risk of suicide, cancer, substance-related, and cardiac-related mortality
during medication-assisted treatment (Santoet al., 2021; Williams et al., 2020).

Survey results showed a need for measures to mitigate potential implicit bias which research
has shown may contribute to disparities in diagnosis, treatment, and quality of care (FitzGerald & Hurst,
2017). For example, psychotic disorders are disproportionately diagnosed in Black people, particularly by
white providers with higher levels of training (Londono-Tobon et al., 2021). However, addressing the
roots of implicit bias is complex as this bias actson structural elements to perpetuate racial disparities,
while structural elements of the healthcare system concurrently reinforce implicit bias in a mutually
influencing relationship (Vela et al., 2022).

Similarly complex, racialtrauma has several deleterious effects including the changesseen in
white matter microarchitecture throughout the brain (Fani et al., 2022; Okeke et al., 2022). As this
project highlighted a need for formal mechanisms to detect racialtrauma, a recommendation was made
to utilize the Racial Trauma Scale (RTS). The RTS is a psychometrically sound and valid means of
qguantifying racial trauma with excellent reliability (Williams et al., 2022). Additional recommendations
made to the organization regarding implicit bias and racial demographic data can be found in Appendix
E. This included recommendations based on the data collection framework provided by The Center for

Antiracism at Boston University (2022) and implicit bias training themes such as transformational
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learning theory, anti-oppression, and skills-based learning (Forscher etal., 2017; Sukhera etal., 2020;
Wu etal., 2019).

Lastly, while it can be assumed that taking a brief survey may have come at the cost of
employee time in a busy workplace, in taking the survey respondents were given an opportunity to
examine how structural racism influences their practice individually. This reflective process may have
createdthe added benefit of encouraging the use of structural thinking, which requires the ability to
attribute racial inequity to structural causes (McCarty et al., 2023). This introspective process alone may
have had the potential of improving equity in individual care delivery, and the possibility of this impact is
worthy of future examination.

Limitations

This project had several limitations. Overall, the sample size of survey respondents was small
and the response rate was limited by contextual and process factors. As was evidenced by the lack of
participation from counseling team members due to staffing issues, a potential balancing measure that
could have been included in this project was the potential for survey burden amongst staff members. To
increase anonymity, an option to not declare a practice role was included in the demographic section of
the survey. As many respondents selected “prefer not to answer” for this demographic piece, there are
gaps in the data regarding which departments in the organization may be more susceptible to particular
elements of structural racism. Additionally, the option to provide examples and opinions of structural
racism in an open-text response was not utilized by many of the respondents which limited the amount
of qualitative data collected in this element of the survey. Future iterations of this project could be
improved upon by increasing organizational buy-in and processes around the full adoption of a SMART
assessment and periodic reassessment processes.

Conclusions
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This assessment of staff perception of structural racism atan urban substance use disorder
treatment organization highlights that elements of structural racism continue to be present in
community mental health. The value of this type of assessment continues to be relevant as providers
may underestimate or deny the impact of structural racism on healthcare (Wilson, et al., 2021). AACP’s
SMART assessment provides a necessary framework for identifying areas of antiracist quality
improvement that may begin to enhance the experience of racial-ethnic minority clients at community
mental health organizations. Thorough, sincere assessment with continued reassessment over time may

mitigate the impact of structural racism on client carein mental health.



14

References

Bergstrom, A., Ehrenberg, A., Eldh, A. C., Graham, |. D., Gustafsson, K., Harvey, G., Hunter, S., Kitson, A.,
Rycroft-Malone, J., & Wallin, L. (2020). The use of the PARIHS frameworkin implementation
researchand practice: A citation analysis of the literature. Implementation Science, 15(1), 68.
https://doi.org/10.1186/5s13012-020-01003-0

Center for Antiracist Research. (2022, Jun). Toward evidence-based antiracist policymaking: Problems
and proposals for better racial data collection and reporting. Boston
University. https://www.bu.edu/antiracism-center/policy/policy-reports/toward-evidence-
based- antiracist-policymaking/

Cerdefia, I., Holloway, T., Cerdefia, J. P., Wing, A., Wasser, T., Fortunati, F., Rohrbaugh, R., & Li, L. (2021).
Racial and ethnic differences in psychiatry resident prescribing: A quality improvement
education intervention to address health equity. Academic Psychiatry: The Journal of the
American Association of Directors of Psychiatric Residency Training and the Association for
Academic Psychiatry, 45(1), 13-22. https://doi.org/10.1007/s40596-021-01397-z

Dong, H., Stringfellow, E. J., Russell, W. A., & Jalali, M. S. (2023). Racial and ethnic disparities in
buprenorphine treatment duration in the US. JAMA psychiatry, 80(1), 93-95.
https://doi.org/10.1001/jamapsychiatry.2022.3673

Drevdahl D. J. (2018). Culture shifts: From cultural to structural theorizing in nursing. Nursing
Research, 67(2), 146—-160. https://doi.org/10.1097/NNR.0000000000000262

Dunphy, C. C., Zhang, K., Xu, L., & Guy, G. P. (2022). Racial-ethnic disparities of buprenorphine
and Vivitrol receipt in Medicaid. American Journal of Preventive Medicine, 63(5), 717—725.

https://doi.org/10.1016/j.amepre.2022.05.006

Fani, N., Harnett, N. G., Bradley, B., Mekawi, Y., Powers, A., Stevens, J. S., Ressler, K. J., & Carter, S. E.



15

(2022). Racial discrimination and white matter microstructure in trauma-exposed Black
women. Biological Psychiatry, 91(3), 254-261. https://doi.org/10.1016/j.biopsych.2021.08.011

Feagin, J., & Bennefield, Z. (2014). Systemic racism and U.S. health care. Social Science & Medicine, 103,
7-14. https://doi.org/10.1016/j.socscimed.2013.09.006

FitzGerald, C., & Hurst, S. (2017). Implicit bias in healthcare professionals: A systematic review. BMC
Medical Ethics, 18(1), 19. https://doi.org/10.1186/s12910-017-0179-8

Forscher, P. S., Mitamura, C., Dix, E. L., Cox, W. T. L., & Devine, P. G. (2017). Breaking the prejudice habit:
Mechanisms, timecourse, and longevity. Journal of Experimental Social Psychology, 72, 133-146.
https://doi.org/10.1016/j.jesp.2017.04.009

Institute of Medicine. (2001). Crossing the quality chasm: A new health system for the 21st century.
Washington, DC: The National Academies Press. https://doi.org/10.17226/10027

Langley, G., Moen, R., Nolan, K., Nolan, T., Norman, C., & Provos, L. (2009). The improvement guide: A
practical approach to enhancing organizational performance (2nd ed.). Hoboken: Jossey-Bass.

Londono Tobon, A., Flores, J. M., Taylor, J. H., Johnson, |., Landeros-Weisenberger, A., Aboiralor, O.,
Avila-Quintero, V. J., & Bloch, M. H. (2021). Racial implicit associations in psychiatric diagnosis,
treatment, and compliance expectations. Academic Psychiatry :The Journal of the American
Association of Directors of Psychiatric Residency Training and the Association for Academic
Psychiatry, 45(1), 23—-33. https://doi.org/10.1007/s40596-020-01370-2

Krieger N. (1999). Embodying inequality: a review of concepts, measures, and methods for studying
health consequences of discrimination. International Journal of Health Services: Planning,
Administration, Evaluation, 29(2), 295-352. https://doi.org/10.2190/M11W-VWXE-KQM9-G97Q

McCarty, S., Liskey, M., George, D., Cook, N. E., & Metzl, J. M. (2023). Toward a moral reckoning on



16

structural racism: Examining structural factors, encouraging structural thinking, and supporting
structuralintervention. AmericanJournal of Community
Psychology, 1- 10. https://doi.org/10.1002/ajcp.12642

Menand, E., & Moster, R. (2021). Racial disparities in the treatment of schizophrenia spectrum
disorders: how far have we come? Current Behavioral Neuroscience Reports, 1-8.
https://doi.org/10.1007/s40473-021-00236-7

Metzl, J. M., & Hansen, H. (2014). Structural competency: theorizing a new medical engagement with
stigma and inequality. Social Science & Medicine, 103, 126—133.
https://doi.org/10.1016/j.socscimed.2013.06.032

National Institute on Minority Healthand Health Disparities. (2021, June 14). Structural racism and
discrimination: NIMHD director statement in support of NIH efforts to address structural racism.
National Institutes of Health. https://www.nimhd.nih.gov/resources/understanding-health-
disparities/srd.html

Okeke, O., Elbasheir, A., Carter, S. E., Powers, A., Mekawi, Y., Gillespie, C. F., Schwartz, A. C., Bradley, B.,
& Fani, N. (2022). Indirect effects of racial discrimination on health outcomes through prefrontal
cortical white matter integrity. Biological Psychiatry: Cognitive Neuroscience and Neuroimaging,
$2451-9022(22)00120-3. https://doi.org/10.1016/j.bpsc.2022.05.004

Oregon Health Authority. (2018). State health assessment and indicators. Oregon Health Authority.
https://www.oregon.gov/oha/PH/ABOUT/Pages/HealthStatuslndicators.aspx

Oregon Health Authority. (2019, February). The diversity of Oregon office of health analytics ’s licensed
health care workforce. Oregon Health Authority.
https://www.oregon.gov/oha/HPA/ANALYTICS/HealthCareWorkforceReporting/2019-02-
Workforce-Diversity-for-web. pdf

Picarillo A. P. (2018). Introduction to quality improvement tools for the clinician. Journal of



17

Perinatology, 38(7), 929-935. https://doi.org/10.1038/s41372-018-0100-4

Ramos N. J. (2019). Pathologizing the crisis: Psychiatry, policing, and racial liberalism in the long
community mental health movement. Journal of the History of Medicine and Allied
Sciences, 74(1), 57-84. https://doi.org/10.1093/jhmas/jry043

Santo, T., Ir, Clark, B., Hickman, M., Grebely, J., Campbell, G., Sordo, L., Chen, A., Tran, L. T., Bharat, C.,
Padmanathan, P., Cousins, G., Dupouy, J., Kelty, E., Muga, R., Nosyk, B., Min, J., Pavarin, R.,
Farrell, M., & Degenhardt, L. (2021). Association of opioid agonist treatment with all-cause
mortality and specific causes of death among people with opioid dependence: A systematic
review and meta-analysis. JAMA psychiatry, 78(9), 979-993.
https://doi.org/10.1001/jamapsychiatry.2021.0976

Schwartz, R. C., & Blankenship, D. M. (2014). Racial disparities in psychotic disorder diagnosis: A review
of empirical literature. World Journal of Psychiatry, 4(4), 133—140.
https://doi.org/10.5498/wjp.v4.i4.133

Seaton, E. K., & lida, M. (2019). Racial discrimination and racialidentity: Daily moderation among Black
youth. American Psychologist, 74,117-127. https://doi.org/10.1037/amp0000367

Shim R.S. (2021). Dismantling structural racism in psychiatry: A pathto mental health equity. The
AmericanJournal of Psychiatry, 178(7), 592—-598.
https://doi.org/10.1176/appi.ajp.2021.21060558

Sibrava, N. J., Bjornsson, A. S., Perez-Benitez, A. C. ., Moitra, E., Weisberg, R. B., & Keller, M. B. (2019).
Posttraumatic stress disorder in African American and Latinx adults: Clinical course and therole
of racialand ethnic discrimination. American Psychologist, 74,101-116.

Skewes, M. C., & Blume, A. W. (2019). Understanding the link between racial trauma and substance use
among American Indians. American Psychologist, 74, 88—

100. https://doi.org/10.1037/amp0000331



18

Spitzer-Shohat, S., & Chin, M. H. (2019). The "waze" of inequity reduction frameworks for organizations:
A scoping review. Journal of General Internal Medicine, 34(4), 604—617.
https://doi.org/10.1007/s11606-019-04829-7

Stahler, G.J., & Mennis, J. (2020). The effect of medications for opioid use disorder (MOUD) on
residential treatment completion and retention in the US. Drug and alcohol dependence, 212,
108067. https://doi.org/10.1016/j.drugalcdep.2020.108067

Stahler, G.J., Mennis, J., & Baron, D. A. (2021). Racial/ethnic disparities in the use of medications for
opioid use disorder (MOUD) and their effects on residential drug treatment outcomesin the
US. Drug and Alcohol Dependence, 226, 108849.
https://doi.org/10.1016/j.drugalcdep.2021.108849

Substance Abuse and Mental Health Services Administration. (2020, September). 2019 National survey
on drug use and health: African Americans. SAMHSA.
https://www.samhsa.gov/data/sites/default/files/reports/rpt31099/2019NSDUH-
AA/AfricanAmerican%202019%20NSDUH. pdf

Substance Abuse and Mental Health Services Administration. (2020, September). 2019 National survey
on drug use and health: Hispanics, Latino or Spanish origin or descent.

SAMHSA. https://www.samhsa.gov/data/sites/default/files/reports/rpt31101/2019NSDUH-
Hispanic/Hispanic%202019%20NSDUH. pdf

Sukhera, J., Watling, C. J., & Gonzalez, C. M. (2020). Implicit bias in health professions: From recognition
to transformation. Academic Medlicine : Journal of the Association of American Medical
Colleges, 95(5), 717-723. https://doi.org/10.1097/ACM.0000000000003173

Talley, R. M., Shoyinka, S., & Minkoff, K. (2021). The self-assessment for modification of anti-racism tool
(SMART): Addressing structural racism in community behavioral health. Community Mental

Health Journal, 57(6), 1208-1213. https://doi.org/10.1007/s10597-021-00839-0



19

Vela, M. B., Erondu, A. 1., Smith, N. A., Peek, M. E., Woodruff, J. N., & Chin, M. H. (2022). Eliminating
explicit and implicit biases in health care: Evidence and research needs. Annual Review of Public
Health, 43, 477-501. https://doi.org/10.1146/annurev-publhealth-052620-103528

Williams, A. R., Samples, H., Crystal, S., & Olfson, M. (2020). Acute care, prescription opioid use, and
overdose following discontinuation of long-term buprenorphine treatment for opioid use
disorder. The American Journal of Psychiatry, 177(2), 117—-124. https://doi-
org.liboff.ohsu.edu/10.1176/appi.ajp.2019.19060612

Williams, M. T., Osman, M., Gallo, J., Pereira, D. P., Gran-Ruaz, S., Strauss, D., Lester, L., George, J.R.,
Edelman, J., & Litman, L. (2022). A clinical scale for the assessment of racialtrauma. Practice
Innovations, 7(3), 223-240. https://doi.org/10.1037/pri0000178

Wu, D., Saint-Hilaire, L., Pineda, A., Hessler, D., Saba, G. W., Salazar, R., & Olayiwola, N. (2019). The
efficacy of an anti-oppression curriculum for health professionals. Family Medicine, 51(1), 22—
30. https://doi.org/10.22454/FamMed.2018.227415

Sim, W., Lim, W. H., Ng, C. H., Chin, Y. H., Yaow, C. Y. L., Cheong, C. W. Z., Khoo, C. M., Samarasekera, D.,
Devi, M. K., & Chong, C. S. (2021). The perspectives of health professionals and patients on
racism in healthcare: A qualitative systematic review. PloS One, 16(8), e0255936.

https://doi.org/10.1371/journal.pone.0255936



Appendix A

Cause and Effect Diagram

People Environment
Predominately white Busy residential SUD
providers and clinicians Staff turnover treatment center Inadequate staffing levels
Healthcare-associated Varying levels of Restrictions related to
burnout experience Limited resources COVID-19
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High risk population / Limited/inconsistent training / Recent move to new facility /
Lmtd screening racial trauma Need for racial trauma
Potential for re-traumatization screening tool

Previous experience of Lack of TIC policy or leader Limited information posted in
systemic racism in healthcare facility
Co-occurring trauma and Inconsistent use of trauma
SuUD informed language

/ / [

Patients Methods Equipment

v

Incorporate
Antiracism into
trauma informed
care




AppendixB

Survey Questions with Likert-Scaled Results

Q1 - I regularly use a formal self-assessment tool to identify and measure implicit bias.

Somewhat agree [8.00%]
Strongly Agree [0.00%]

Somewhat disagree [21.43%]

Strongly disagree [78.57%]

@ Strongly Agree Somewhat agree @ Somewnhat disagree @ Strongly disagree
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Q2 - Formal mechanisms at my organization allow me to explicitly identify racism as a form of trauma to be addressed in clients.

Somewhat agree [0%6]
Strongly agree [0%]

Neither agree nor disagree [21%]

y

Strongly disagree [57%]
Somewhat disagree [21%)]

@ Strongly agree Somewhat agree Neither agree nor disagree @ Somewhat disagree @ Strongly disagree
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Q3 - My organization has provided adequate formal training opportunities to identify factors that contribute to racial disparities in
mental health.

Somewhat agree [0%]
Strongly agree [0%]

Neither agree nor disagree [21%]

Strongly disagree [21%]

/

Somewhat disagree [57%]

@ Strongly agree Somewhat agree Neither agree nor disagree  ® Somewhat disagree @ Strongly disagree

Q4 - Structural racism influences access to care for racially diverse populations at my organization. *Structural racism refers to the
totality of ways in which societies foster racial discrimination, via mutually reinforcing inequitable systems that in turn reinforce
discriminatory beliefs, values, and distribution of resources.

Softewigiy disagree [0%] ——
Meither agree nor disagree [7%)]

Strongly agree [50%)]
Somewhat agree [43%] —

@ Strongly agree Somewhat agree Neither agree nor disagree  ® Somewhat disagree @ Strongly disagree
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Q5 - Structural racism influences disparities in client engagement in my organization (i.e. attendance, no-show appointments, group
participation etc.). *Structural racism refers to the totality of ways in which societies foster racial discrimination, via mutually
reinforcing inequitable systems that in turn reinforce discriminatory beliefs, values, and distribution of resources.

Strongly disagree [0%)]
Somewhat disagree [0%)] Strongly agree [0%]

- Somewhat agree [36%]

Meither agree nor disagree [64%]

@ Strongly agree Somewhat agree Neither agree nor disagree @ Somewhat disagree @ Strongly disagree

Q6 - Structural racism influences treatment approach at my organization (for example- choice of psychotherapy, type of
intervention, choice of medication, etc) *Structural racism refers to the totality of ways in which societies foster racial discrimination,
via mutually reinforcing inequitable systems that in turn reinforce discriminatory beliefs, values, and distribution of resources.

Strongly disagree [0%
Somewhat disagree [7%

Neither agree nor disagree [21%)]

~Strongly agree [50%]

Somewhat agree [21%)]

Strongly agree @ Somewhat agree @ MNeither agree nor disagree @ Somewhat disagree @ Strongly disagree
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Q7 - There is a potential for racial disparities in client satisfaction amongst clients at my organization.

Strongly disagree [0%]
Somewhat disagree [0%]

MNeither agree nor disagree [14%] 1
\ Strongly agree [29%)]

Somewhat agree [57%]

@ Strongly agree Somewhat agree Neither agree nor disagree  ® Somewhat disagree @ Strongly disagree

Q8 - There is a potential for racial disparities in diagnosis amongst clients at my organization.

Strongly disagree [0%
Somewnhat disagree [7%

MNeither agree nor disagree [7%)] \

Strongly agree [50%]

Somewhat agree [36%0] ~

@ Strongly agree Somewhat agree Neither agree nor disagree  ® Somewhat disagree @ Strongly disagree
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AppendixC

Free Text Responses with Themes

Results: How does structural racism
affect clinical care?¢

» Themes from free text responses
» Implicit bias

» Disparities in treatment/Access to care

Implicit Bias:

“BIPOC patients sometimes face barriers that make it more difficult to successfully
graduate from residential services - such as being perceived as threatening or aggressive"

“There's some subjectivity in nursing assessments, where | can see room for racism in
play informing the degree to which people are medicated”

Results: How does structural racism
affect clinical care@¢

» Free text responses continued:

Implicit Bias

"“The recovery community is small and often operates on a who knows who basis which often
favors white, straight, cis-gender people.”

“l can see our patients of color moderating their report of symptoms, anticipating how they're
being read by white nurses”

“Evidence shows that racism affects MH diagnoses, what medications are prescribed”
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Results: How does structural racism affect
clinical care?¢

» Free text responses continued:

Treatment disparities/Access to care:

“Structural racism may influence their experience of a therapeutic environment - such as if there's
tension/discomfort driven by racism on the part of staff or fellow patients.”

“Often BIPOC patients aren't even getting to residential”

“Just because | don't see it, doesn't mean it's not there. Because racism seems to be everywhere,
ranging from subtle to overt, | err on assuming there's structural racism influencing our care at this
facility”

“Access to care in the first place may be an issue influenced by structural racism”




Role

Counseling

Nursing

Medical Provider/MD/NP/PA
Other

Prefer not to answer

Total

AppendixD

Response Rates

Number of Respondents(n=)

0

14

Response Rate (%)
0%
15%
50%
N/A
N/A

38.8%
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AppendixE

Summary of Recommendations Excerpt from Report

Summary of Recommendations

Racial Trauma Assessment

» Racial Trauma Scale (RTS) can be used fo identify racial frauma in racial-ethnic
minority populations

» RIS is validated with strong reliability to identify racial frauma as a component of
trauma informed care

Enhanced Racial Data Collection
» Racial demographics can be captured in EHR to track racial disparities in diagnosis,

treatment, medication choice, MAT duration, etc.

» Provide more granular data collection with intersecting measures and attention to
variables, create oversight board, make data public when appropriate

Implicit Bias Training

» Mindfulness, anti-oppression curriculum, skill-based, and transformative learning models
show promise

SMART assessment

» Ongoing assessment can be made 6 months after any changes, preferably under
supervision of an interdisciplinary committee from across organizational roles
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