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Leadership: Transformational at Our Core  
By Mita Johnson, EdD, LPC, LMFT, LAC, MAC, SAP, CTHP-II, NAADAC President 

 ■  PRESIDENT ’S  CORNER

Being part of NAADAC’s mission and vision and being part of NAA-
DAC’s first fifty years in various positions of leadership has allowed me 
to see the heart and backbone of NAADAC, NCC AP, and NASAC. 
While the science of addiction has elevated NAADAC’s understand-
ing about how to prevent, treat, and recover from substance use and 
addictive behavior disorders, strategic leadership decisions executed 
by executive staff and directors at the direction of the Board of Direc-
tions and Executive Committee have allowed us to be a transforma-
tional organization with national 
and global impact. NAADAC, 
with phenomenal leadership by 
the Executive Director Cynthia 
Moreno Tuohy and NAADAC’s 
Executive Committee, is an orga-
nization well positioned to make 
a meaningful difference within 
the broader profession regarding 
workforce development, support, 
and retention; the development 
of multiple career entry points 
and pathways; parity and insur-
ance reimbursement; expanded 
professional development oppor-
tunities; national credentialing; 
accepted, ethical practice stan-
dards; accreditation expectations; 
and business development. As an 
organization, NAADAC and its 
affiliates are proud to be at the 
table with important allied pro-
fessional associations, accrediting 
bodies, educational institutions, 
scientific communities, governmental entities, legislative trailblazers, 
healthcare organizations, and community stakeholders. We all have 
one overarching vision and mission:  to provide the best prevention, 
clinical, and recovery services to each and every client struggling with 
an addictive disorder.

NAADAC has been intentional in its focus over the past fifty years. 
NAADAC has led the charge in changing communities, organizations, 
agencies, and larger stakeholders one person at a time. The work we 
do is truly transformational, human at its core, with a goal of initiat-
ing and supporting transformational change within our industry. We 
have had to get creative at times to find solutions that fit the need at 
the time – that is the beauty of bringing together complementary and 
diverse perspectives. We have welcomed challenges and change – that 
is what has grown and strengthened NAADAC at its core. In addi-
tion to incorporating scientific research and evidence-based outcome 
data into our strategic focus, we have also sought out and listened to 

industry and organizational leaders about who we are and what we 
can be doing to support the profession along the entire continuum 
of care from preventionists to clinicians to peer mentors. Leadership 
is something we take very seriously at NAADAC; every person in a 
position of leadership at NAADAC understands and accepts that they 
have an ethical, professional, and fiduciary obligation to protect the 
organization and the profession. These are valid expectations of the 
leaders within our organization.  

As the current President of 
NAADAC, I have seen first-hand 
how NAADAC operates on a 
day-to-day basis, as well as how 
NAADAC lives up to the expec-
tations put on us by our indus-
try. What I have seen is an orga-
nization that remains flexible to 
change, accepting the fact that 
nothing remains the same for 
very long. We keep a laser focus 
on the needs of our members, 
continually looking for innova-
tions that help our members con-
nect with NAADAC, network 
with one another, improve their 
professional practice, and uplift 
workplace standards. We apply 
the latest in behavioral science 
to support workplace initiatives; 
NAADAC recognizes internal-
ly and externally that we need 
a qualified, agile, and resilient 
workforce to get the work done. 

Our profession would not exist without human, financial, and com-
munity capital; leadership within NAADAC are continually looking 
for and leveraging resources and technology that help us meet our 
strategic goals and objectives. We continually converge on the human 
element of the work we do; NAADAC recognizes that our success and 
the success of our members and professional allies depends on having a 
visionary perspective that support the people who are out there on the 
front lines helping people. Our leaders advocate for parity – we have 
a voice at the table and our members deserve to be recognized as the 
specialists that they are. Beyond having a credible vision, we have and 
need leaders who can make change happen that is transformational 
while also meaningful and relevant.

NAADAC has had the privilege of welcoming and trusting outstand-
ing people in positions of leadership as both employees and volunteers. 
Leadership is never an easy task and yet the influence that a leader can 
have on an organization cannot be underestimated. Leaders act as guides, 

advocates, and protectors. Leaders have the opportunity to influence 
the direction of NAADAC today, tomorrow, and over the next fifty 
years. To know as a leader that you are part of a group of people who 
care about the members of our communities who are in need of qual-
ity services and care and that you can help set the course and direction 
of NAADAC as we find ourselves influencing more and more national 
and global entities affiliated with our industry, is rewarding and life 
changing. Leaders bring their expertise, knowledge, and community 
concerns to the table; we know that issues happening in one state are 
happening in many states. At NAADAC, leaders support one another 
as they guide NAADAC. I am grateful for my leadership experiences 
at NAADAC on the Executive Committee, and for the opportunity 
to work with the Executive Director and the amazing Deputy and De-
partmental Directors who help steer the ship. If you have ever thought 
about wanting to give back to the profession, if you have ever thought 
about wanting to influence change, or if you have every thought about 
wanting to guide where we are going as an organization in the next five 
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decades, please consider joining me and other NAADAC leaders as we 
roll up our sleeves and plot our next strategic goals and objectives. You 
will make a difference and your voice will be heard.

Mita M. Johnson, EdD, LPC, LMFT, LAC, MAC, SAP, CTHP-II, has been practicing 
in the world of mental health, marriage and family, and addictions counseling 
for the past 30 years. She earned her Doctorate degree in Counselor Education 
and Supervision and is a core faculty member in the School of Counseling 
program at Walden University. In addition, she has a thriving private practice 
where she provides telebehavioral health services, clinical supervision, coun-
seling to our military, and addiction-specific training and education. She has 
been providing telebehavioral health services to individuals and groups for 

several years and is a board-certified telehealth practitioner. She is involved in regulatory and cre-
dentialing activities in Colorado and regional workforce recruitment and retention initiatives. Her 
areas of specialization include pharmacology, co-occurring disorders, ethics, culturally-responsive 
care, and clinical supervision. She has been an active member of NAADAC for the last 15 years, has 
served as the Chair of the NAADAC Ethics Committee, and began her term as the NAADAC President 
in October 2020.
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 ■  CER TIF ICATION

National Credentialing: Social Changes  
Are Wind in Our Sails
By James “Kansas” Cafferty, LMFT, MAC, NCAAC, NCC AP Chair 

When I started out in the addiction field in 1997, the options for prac-
ticing were circumspect. Our options included treatment centers and 
other treatment centers. If we were in a city, we may have more options 
around which level of care we worked at, but even that option could be 
a luxury of sorts. Most of the positions were community funded non-
profits with some sparse options for working in a high-end center where 
one could cajole psychological defenses as represented by a mink coat 
a new patient refused to take off before group.

It would have been difficult to guess that almost 25 years later, a 
substance use disorder counselor might have the option of wearing a 
professional top with their comfiest pajama pants while saving a life 
from their own living room. While telehealth was moving forward, 
it was still held suspect when it was used for counseling or therapy. It 
just didn’t “feel right” to try to hold space while not sharing space. 
The COVID-19 pandemic has caused us to zoom right past these old 
notions and launch into the world of the unknown. The fact is it has 
worked out much better than we thought it would. There are sides of 
this debate that still carry on but with the United States Department 
of Health and Human Services now reporting a 63 fold increase in the 
use of telehealth during the pandemic (United States Department of 
Health and Human Services, 2021), the age of video based healthcare 
is here to stay.  

With such an incredible dynamic shift in service provision, many of 
our systems within the United States are also due for a refresh. Among 
those ready for a refresh are the right to practice laws and codes. We 
are starting to see other fields move into friendlier territory around the 
transfer of licensure that has not formerly existed such as PSYPACT, 
and interjurisdictional agreement that enables psychologists to move 
more freely from state to state. This has allowed them to carry multiple 
licenses simultaneously and have multiple practice “locations.” I place 
quotations around locations because for many of them, it is only their 
patient that is in a new location, it is not necessarily the psychologist.  

Some readers might be thinking something along the lines of, “in 
addiction counseling, we have had this kind of transferability for years!” 
You are absolutely correct! Our profession has been ahead of its time, in 
this regard, for decades. Someone with a National Certified Addiction 
Counselor, Level I (NCAC I), National Certified Addiction Coun-
selor, Level II (NCAC II), or Master Addiction Counselor (MAC) 
can walk into countless national or international jurisdictions and pay 
a small administrative fee and get right to work. For the MAC who is 
an independent practitioner, this also opens countless jurisdictions in 
which they can practice so long as they jump through the very wide 
hoops. For the NCAC I or II, it opens countless jurisdictions in which 
they can work via telehealth at online intensive outpatient programs or 
individual counseling platforms.  

Our new normal has legs and the national tide is moving in the same 
direction that NCC AP has been fighting toward for decades. In April, 
NAADAC will be holding our annual Advocacy in Action Conference 
and Virtual Hill Day, during which NAADAC Members and constitu-
ents engage directly with Members of Congress to help educate them 
on where we are, where we need to be, and where the country needs 
to be from our perspective. We continue to be in the midst of an ad-
diction crisis in our country. It is time for Washington to continue to 
move forward with the removal of hurdles. A counselor in Colorado 
who specializes for example, in first responder care, should be accessible 
to an officer in Washington, D.C., who is drinking to silence the im-
ages they can’t get out of their head at night. Our national movement 
has an opportunity to seize progress and to do it with the wind at our 
backs rather than in our faces for once. I implore all of you to engage in 
the Advocacy in Action Conference and Virtual Hill Day and use this 
storm for the betterment of care delivery and our profession as a whole.  

Resource 
United States Department of Health and Human Services. (2021, December). New HHS 

Study Shows 63-Fold Increase in Medicare Telehealth Utilization During the Pandemic. 
https://www.hhs.gov/about/news/2021/12/03/new-hhs-study-shows-63-fold-increase-
in-medicare-telehealth-utilization-during-pandemic.html

James “Kansas” Cafferty, LMFT, MAC, NCAAC, serves as the Chair to the Na-
tional Certification for Addiction Professionals. He has been in the field of 
substance use disorder treatment since 1997, a year after he entered into 
recovery himself. He currently serves as the Clinical Director at the Aton Cen-
ter, a residential treatment center based in the suburbs of San Diego, CA.  He 
has been an active member of NAADAC for 15 years.  

 ■  FROM THE EXECUTIVE DIREC TOR

I recently attended the services for our Mid-Atlantic Regional Vice-
President, Ronald “Ron” Pritchard in Virginia Beach, VA. Ron passed 
onto his next spiritual journey on February 16th at the youthful age 
of 81. None of us would believe that Ron was 81; he did not look it or 
act it, though at times, you could get a glimpse of his age through his 
stories. Ron served 28 years in the U.S. Navy, and he had more mili-
tary sayings than anyone I know. During his time there, he served in 
the Overseas Diplomacy Program which culminated for him in Sar-
dinia, Italy as the military liaison between the Italian government and 
the U.S. Navy. Knowing this, it was clear why he was so set in talking 
things out and having each person he debated with think about their 
own convictions and ideas and communicate them with vigor.

During the Celebration of Life service in honor of Ron, his daughter 
and the light of his life, Sybil, shared the wisdom of leadership that he 
taught her and that rang true throughout her childhood and adult life. 
Ron’s three main elements to Leadership were as follows: 

1. Be accountable to yourself and to others. Leadership is an inside 
job first and foremost. Be accountable to yourself, and if you say 
you are going to do something, do it! Do not procrastinate or 
allow yourself to talk yourself out of it. If it was a promising idea 
at the time, why is not now a good idea? And be accountable to 
others. Keep your promises and do them to the best of your abil-
ity. Be committed!

2. Show up and speak up. Leadership is showing up to the meetings 
and saying or contributing what you have to offer. Do not ignore 
injustices along the way – speak up to injustice as well. Raise your 
voice to be an advocate for those who cannot raise their own voice. 
Ron was especially an advocate for the homeless and those suffer-
ing from addictive disorders. For more than 30 years, Ron raised 
his voice to bring attention to the issues experienced by veterans 
and individuals with substance use disorders. Ron did not tarry 
long and did not humor people who would not respond to these 
injustices. He wanted others to see the needs of people suffering 
and do something about it!

3. Take care of you and take care of each other. Care for everyone 
you meet. Mentor the younger minds and help them along the 
way. And care for yourself so you can keep caring for others. 

Ron lived these three main elements, and it was evident to every-
one he met along the way in every position he held at NAADAC, at his 
church and in his community. He was committed to all that he signed 
up for and he would test your own convictions with one simple ques-
tion: “Why do you want to do that?,” whatever “that” was. It was not 
to argue, but rather to test you and your thought process,  and convic-
tions. And he was teaching as he was testing. 

There are a lot of things one 
can say about leadership and 
leadership styles, but leadership 
does begin with yourself. Lead-
ership starts with an inside job 
– a review of yourself, what is important and of value to you, your own 
thoughts and convictions, and a willingness to share those. In the will-
ingness to share, there also must be a willingness to know you may not 
have it quite correct, and that at times, there may need to be a change 
in course because your thought process may not be the best thinking. 
And that others you converse with, work with, share with and debate 
with, may have a more accurate point of view, process, idea, or way. 
This is true power and leadership – the ability to support rather than 
control and to allow the process to be the process. The process of life is 
mystifying and magical. Ron had that mischievous smile and twinkle 
in his eyes as he spoke up – even if you did not like what he had to say, 
you knew he had something behind it all. And that was Ron!

Ron has left a large hole in our hearts and in the work he left behind. 
Safe travel back home, Ron! And thank you for all your leadership, les-
sons, and hard work!

And to the rest of us, let us take care of each other! Together – we 
can – and do – make a difference!

Cynthia Moreno Tuohy, BSW, NCAC II, CDC III, SAP, is the Executive Director 
of NAADAC, the Association for Addiction Professionals, and has worked as 
an addiction professional for 48 years. She has been a trainer in Domestic 
Violence/Anger Management and Conflict Resolution for over 30 years as 
well as an international, national, and state trainer. Moreno Tuohy is also a 
curriculum writer in addiction screening and evaluation, counseling meth-
ods, conflict resolution, co-occurring disorders, ethics, documentation, and 
medicated assisted treatment and recovery, and has written articles pub-

lished in national and other trade magazines. Her book, Rein in Your Brain; from Impulsivity to 
Thoughtful Living in Recovery, was released May 2014  through Hazelden Publishers. She has 
served as President of NAADAC, Certification Board Commissioner, International Chair, Treasurer 
and Legislative Chair for NAADAC.

Ronald Pritchard’s Legacy:  
One Man’s Leadership Wisdom  
By Cynthia Moreno Tuohy, NCAC II, CDC III, SAP, NAADAC Executive Director FPO

Ronald Pritchard photo
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 ■  ADVOCACY

Parity and Addiction Equity Act Report to Congress 
Show Deficits in Benefits & Recommendations to 
Reverse the Deficits  
By Cynthia Moreno Tuohy, BSW, NCAC II, CDC III, SAP, NAADAC Executive Director, Julie Shroyer, MSW, President & CEO, 
Wheat Shroyer Government Relations

to ensure that Americans with MH/SUD coverage can access MH/
SUD care that is not limited in any way that medical/surgical care is 
not,” and that “this goal can only be achieved through proactive and 
rigorous enforcement of MHPAEA.” 

Ultimately, the Report issued recommendations based on three criti-
cal areas: “(1) recommendations intended to enhance enforcement, (2) 
recommendations designed to ensure the coverage of benefits for indi-
viduals, and (3) recommendations that would require group health plans 
and health insurance issuers to further evidence compliance.” Specific 
recommendations included allowing the U.S. Department of Labor to 
assess civil monetary penalties for parity violations, granting EBSA the 
authority to directly pursue parity violations in certain circumstances, 
and permitting certain aggrieved parties the ability to recover amounts 
lost by participants and beneficiaries who wrongly had their claims de-
nied. Additionally, the Report recommended that “Congress consider 
ways to permanently expand access to telehealth and remote care services, 
and that MHPAEA be amended to define mental health and substance 
use disorder benefits “in an objective and uniform manner pursuant to 
external benchmarks that are based in nationally recognized standards.” 

NAADAC supports the recommendations of the report, and will con-
tinue to advocate for the recommendations addressed in the report and 
work to bring stakeholders to the table to share their ongoing experiences 
with MHPAEA as the new enforcement guidelines are put into place.

Cynthia Moreno Tuohy, BSW, NCAC II, CDC III, SAP, is the Executive Director 
of NAADAC, the Association for Addiction Professionals, and has worked as 
an addiction professional for 48 years. She has been a trainer in Domestic 
Violence/Anger Management and Conflict Resolution for over 30 years as 
well as an international, national, and state trainer. Moreno Tuohy is also a 
curriculum writer in addiction screening and evaluation, counseling meth-
ods, conflict resolution, co-occurring disorders, ethics, documentation, and 
medicated assisted treatment and recovery, and has written articles pub-

lished in national and other trade magazines. Her book, Rein in Your Brain; from Impulsivity to 
Thoughtful Living in Recovery, was released May 2014  through Hazelden Publishers. She has 
served as President of NAADAC, Certification Board Commissioner, International Chair, Treasurer 
and Legislative Chair for NAADAC.

Julie Shroyer, MSW, has more than 32 years of federal health policy experience 
including service on Capitol Hill as committee staff and in senior positions in 
the non-profit and private sector. A respected advisor to congressional and 
presidential campaigns, she is sought after for her recognized expertise in 
health care and public policy.  In late 2021, Shroyer helped launch Wheat 
Shroyer Government Relations as a public service-oriented advocacy organi-
zation. Shroyer is proud to serve as a Washington policy consultant to NAADAC 
and is dedicated to advancing support for addiction professionals and those 

in need of addiction treatment and recovery. She has a Bachelor of Social Work degree from Western 
Michigan University and a Master of Social Work degree from the University of Michigan.  

The January 2022 report issued by the Departments of Labor, Health 
and Human Services, and the Treasury to Congress on the Paul Well-
stone and Pete Domenici Mental Health Parity and Addiction Equity 
Act of 2008 (MHPAEA) documented what many addiction and men-
tal health providers began saying soon after the passage of MHPAEA: 
there is a lack of parity in benefits. 

MHPAEA requires that insurers’ financial requirements and limits 
to mental health and addiction treatment services, such as copayments 
and prior authorization requirements, cannot be more limiting or restric-
tive than those that are applied to medical and surgical benefits. Clients 
denied coverage, treatment centers denied approval to admit patients or 
continue patients in clinically necessary care, and other individuals and 
organizations experiencing disparate treatment have been advocating for 
stricter enforcement. NAADAC has called attention to these issues to 
governmental agencies and Congress for years and advocated for more 
monitoring of insurance denials, transparency of denials to patients and 
treatment centers, and stakeholder input to learn about actual outcomes 
at various treatment levels. 

The January 2022 report discusses the departments’ efforts to in-
terpret, implement and enforce the amendments to MHPAEA made 
by the Consolidated Appropriations Act 2021. This new enforcement 
tool has been developed along with funding to implement it. The law 
requires the departments to report annually  on their efforts, and the 
January 2022 report is the first report under this requirement. The re-
port also details the efforts to engage with stakeholders to raise aware-
ness of these protections.

The January 2022 report noted that the Employee Benefits Security 
Administration (EBSA) and the U.S. Departments of Health and Hu-
man Services (HHS) “are committed to using all their available author-
ity to ensure that individuals realize the full promise of MHPAEA, and 

 ■  E THICS

As a profession, we often mention the importance of staying within our 
scope of practice – but what does that mean? Some providers believe 
that scope of practice and standards of practice are interchangeable; 
they are not. When we consider standards of practice, we are trying 
to determine how most qualified clinicians would address a particular 
issue. Standards of practice include, but are not limited to, the choice 
of modality of treatment based on the presenting concerns, the assess-
ment tools to use, and the kinds of wrap around services to engage. 
Scope of practice is much more specific to the clinician and sets forth 
their boundaries of competence. We often are frustrated when provid-
ers with non-addiction-specific credentials are attempting to provide 
addiction-related services, stating that they are not qualified based on 
lack of addiction experience or training. NAADAC and NCC AP’s Code 
of Ethics calls on us to provide services, teach, and conduct research 
within our own individual competence. This competence develops 
through education, training, consultation, and supervised experience. 
When a person first enters into our profession, they are operating un-
der the levels of competence of their clinical supervisor until they have 
more in-depth experience.  

As we embark upon the journey to provide prevention-related, 
addiction-specific, and co-occurring disorders treatment and recovery 
support, we usually begin with education and/or training. Typically, 
education provides the foundational knowledge needed to work with 
mental health, substance use, and behavioral/process addictions. Ed-
ucation includes formal high school and collegial studies, continuing 
education classes, webinars, and post graduate studies. Training over-
laps with education and includes applied or specialized work to broad-
en and refine the scope of competence. Trainings are typically several 
days to several weeks long and a certificate of successful completion is 
provided at the end. 

Supervised experience is pivotal to developing one’s scope of prac-
tice. This is where we are working with real clients on real issues with 
real consequences for our actions and those of our clients. Supervision 
is vital to guide, critique, and improve the practices of the supervisee. 
Consultation happens periodically when we need to consult with a 
subject matter expert regarding a specific clinical dilemma that the cli-
ent has brought to the table. Consultation helps the clinician address 
particularly difficult or complex cases. In order to maintain our scope 
of practice, we have to engage in professional development on an on-
going basis. This can include attending conferences and lectures, tak-
ing advantage of online professional development opportunities, and 
networking with industry and community experts.  

So, how do I know if I am staying within my boundaries of com-
petence and scope of practice? Why should I care about that? Didn’t 
I learn all I needed to in my Master’s program? After all, the mental 
health practice act that governs professional practices in my state says I 
am qualified to provide these services – isn’t that enough? This is where 
clinicians can get themselves into trouble. There are several reasons why 

Finding Our Lane 
By Rose Maire, MAC, LCADC, CCS, NCSE, NAADAC Ethics Committee Chair 

a provider should stay within the boundaries of their competence, the 
primary reason being public safety. We are not qualified to provide any 
services if we have insufficient training and experience in that arena. 
Reading a book does not qualify me to provide specialized services. At-
tending a one- or two-day seminar does not quality me to provide spe-
cialized services. There is one question you have to ask yourself before 
stating that a specific modality, tool, or service is within your scope of 
practice: would you be able to defend your statements of competence 
and scope of practice to a licensing authority, grievance board, or ethics 
board? If you believe the board would agree with you that the services 
in question were delivered within your scope of practice based on your 
education, training, and supervised experience, you are probably ok. If 
you know the board would have questions about how you are defend-
ing your level of competence and scope of practice, you are on shaky 
ground. NAADAC and NCC AP’s Code of Ethics clearly states that 
you must practice within your scope of practice. The client’s wellbeing 
is always our primary concern.  

No matter what position you are in within our profession, and no 
matter what your job duties include (i.e., intake and assessment coor-
dinator, evaluator, clinician, peer recovery support, clinical supervisor), 
make sure you “stay in your lane.” Make sure that you are not providing 
services that you are not qualified to provide. Deliver services that are 
clearly within the role you have engaged with the client; be clear about 
what your role is and what it is not. If you are an evaluator, and the role 
is not specific to providing counseling services, stay within your role as 
the evaluator. If your role is as a peer, you are not providing counsel-
ing. If your role is clinical supervisor, you are not providing counseling 
to your supervisees. Clients are our primary concern. They are easily 
confused and often want us to provide services that are not within our 
role or within our scope of practice. Be clear with the client about what 
the deliverable services are. Stay within your scope of practice. You have 
worked hard to earn your credentials and certifications. Having boundar-
ies around your scope of practice protect you, your agency, your clients, 
and the addiction profession.

Rose Maire, MAC, LCADC, CCS, NCSE, has worked in the addiction treatment 
field for over 30 years and is currently the Clinical Director of COPE Center in 
Montclair, NJ. She holds a Master’s degree in Counseling and is licensed in 
New Jersey as a Clinical Alcohol and Drug Counselor. She is also certified as 
a Master Addiction Counselor and a Certified Clinical Supervisor, and holds 
the National Clinical Supervision Endorsement. Maire has worked in outpa-
tient, intensive outpatient, and short-term residential levels of care. She has 
also taught graduate level counseling courses and has worked as a Student 

Assistance Counselor. She is currently a member of the NJ Professional Advisory Committee. She 
also serves as Secretary to the newly formed New Jersey affiliate of NAADAC. Although she has 
held many different positions in the field, her first love remains working directly with clients. Maire 
was a commissioner on the National Certification Commission for Addiction Professionals (NCC 
AP) for 10 years. She found working with professionals dedicated to maintaining competency 
standards for addiction treatment professionals to be an honor and a highlight of her career. She 
currently serves as Chair of the NAADAC Ethics committee.
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NAADAC Position Statement on Critical Issues 
in the Black Community: The Complexities of 
SUD Treatment 

2.2 million of these  individuals (11.4%) identified as African American 
(McCance-Katz, 2019; SAMHSA, 2019). However, as of 2013, 83.6% 
of mental health professionals identified as non-Hispanic White, and 
only 5.3% of psychologists were Black,; as of 2018, only 5% of Black 
students are enrolled in graduate-level psychology programs (St. Louis, 
2018). We must provide greater opportunities and incentives for Black 
individuals to join the addiction workforce. This requires multifaceted 
efforts towards diversification, which includes making it more accessible 
for members of the Black community to enter the educational pipeline 
and achieve advanced degrees– especially in addiction studies –to expand 
and build a stronger addiction professional workforce. 

The existing addiction workforce and all of its members need to bet-
ter tailor care to individuals of every background. Treatment measures 
cannot be identical for every person. Treatment and recovery initiatives 
have been catered specifically to white Americans for so long that the 
Black population lacks adequate treatment resources, resulting in recur-
rence of use and other outcomes. 

Addiction professionals have a duty to demonstrate cultural humility 
and to advocate for the needs of the clients they serve (NAADAC, 2021, 
Principle IV). They must “recognize that conventional counseling styles 
may not meet the needs of all clients,” and have a duty to “determine the 
best manner in which to service the client” (NAADAC, 2021, Principle 
IV). Exercising cultural humility and striving toward cultural compe-
tence is necessary to meet the needs of those with addiction. Cultural 
competence in the addictions treatment workforce is increasingly recog-
nized as an important characteristic of high-quality healthcare delivery 
and will become paramount as the behavioral health industry becomes 
increasingly diverse (McGregor et al., 2019). 

Introduction
As addiction professionals, we often see firsthand the disastrous impact of 
unaddressed conflict, systemic racism, and health inequities throughout 
our nation’s system of care. All healthcare professionals share concerns 
about the condition of their clients and the environment in which they 
live. Recovery, hope, and healing are possible for all people when these 
inequities are addressed and taken seriously.

NAADAC, the Association for Addiction Professionals, recognizes 
that significant gaps exist within the provision of equitable services and 
treatment outcomes for those in the Black community, which create 
disparities in healthcare access and service delivery. Similarly, there are 
immense deficits in training, recruitment, and other workforce opportu-
nities for Black addiction-focused and allied mental health professionals. 

Through the creation of NAADAC’s Critical Issues in the Black 
Community (CIBC) Committee, the addiction profession is listening, 
learning, and demanding equal opportunities in addiction treatment, 
for the recovery workforce, and for the clients we serve.

The addiction profession has contributed to and been witness to the 
negative impacts of systemic racism. Our call to action emphasizes the 
three most critical issues facing the Black community and the addiction 
profession: the need for workforce development, the eradication of white 
privilege, and the reform of current drug laws.

Build a Stronger Black Addiction Professional Workforce
It is imperative that we recommit our efforts to the recruitment and 
training of Black individuals to build a powerfully diverse substance use 
and mental healthcare workforce. This begins with educating a more 
culturally-humble and aware workforce that is trained to competently 
treat and support Black individuals, families, and communities. In 2018, 
19.3 million Americans aged 18 or older had a substance use disorder and 

Looking forward, to achieve optimal levels of service efficiency in 
treating the Black community who suffer from addictive disorders, we 
offer the following considerations:

• The addictions treatment workforce must be replete with highly 
skilled, culturally aware practitioners who more accessible. This in-
cludes both providing opportunities for Black individuals to join and 
progress within the workforce and creating a more culturally aware 
and culturally competent workforce.  

• Healthcare associations must provide opportunities to improve inclu-
sivity and grow the skill of its workforce in serving diverse populations.

• Advocacy for the Black community and other underserved popu-
lations must become a permanent fixture of the addictions treat-
ment paradigm.

The intention of organizations to increase the ratio of the racial 
makeup of the workforce is not enough. As Kathleen Davis points out, 
“No matter how well-intentioned your company’s diversity efforts are, 
they will always fail to retain people of color until you eliminate your 
cultural bias toward white supremacy.” (Davis, Kathleen, 2021). Thus, to 
successfully develop a more inclusive and diverse workforce, it is essential 
to recognize, address, and rectify the systemic racism that impacts our 
organizations. In addition to confronting the cultural bias embedded in 
our systems, it is also crucial to equip and expect addiction professionals 
of non-color to possess the competence to provide culturally-sensitive 
services to those in the Black community.  

Address White Privilege in the Addiction Profession
The addiction field is not immune to systemic racism (Lee, Esposito, 
Edwards, Chun and Wales. “The demographics of racial inequality in 
the United States” Brookings July 27, 2020). Research studies identify 
racial disparities and barriers for Black persons to access and receive qual-
ity treatment. For example, of the people with higher levels of alcohol 
use, Black and Latinx clients were less likely than white clients to use 
substance use treatment services due to economic barriers, and Black 
individuals have lower treatment retention rates compared to white in-
dividuals (Sara Matsuzaka & Margaret Knapp, 2019). The disparate 
treatment provided to people of color, including members of the Black 
community, in comparison to their white counterparts is due in part to 
the existence of white privilege. 

As addiction professionals, we have a moral and ethical mandate to 
rectify these disparities and remove barriers to ensure that all people, 
regardless of race, have equitable access to quality treatment. As reflected 
in the article by Matsuzaka & Knapp (2019), it is critical that addiction 

professionals recognize the impact of having been socialized within the 
context of institutional racism. This requires moving beyond a defensive 
stance and possessing an openness to and respectfulness of the clients we 
serve and to identify the impact of racial inequality within our systems of 
care in the field of addiction, individually and within the organizational 
structures of our treatment facilities.    

As we work to eradicate white privilege within our profession, members 
of the white community can serve as allies and work to amplify the voices 
and needs of the Black community. When white privilege is recognized, it 
can be harnessed in a way that is beneficial to all people (Collings, Cory, 
2018). Together, we can work more effectively to dismantle systemic 
racism and allow for the privilege of quality substance use treatment and 
care for all. We offer the following considerations for addressing racial 
inequality in the white privilege in the addiction profession:

• Practice cultural humility through self-reflection and critique, work 
toward mitigating imbalances, and advocate for meaningful change 
within our systems of care.

• Require cultural humility training for staff and implement an anti-
racist framework within the workplace.

• Support funding programs and legislation for those who are unin-
sured and in need of treatment.

Reform Drug Laws
Punishment for problematic substance use accentuated during America’s 
War on Drugs initiative has not only been shown to be ineffective but 
very costly both socioeconomically and geopolitically, yielding a dis-
parate impact in both its enforcement and its results (Johnson, 2021; 
Drug Policy Alliance, 2021; Beckett, Katherine, and Marco Brydolf-
Horwitz, 2020; Potter, 2020; The Open Society Foundations, 2011). 
Many researchers, community advocates, and federal and state govern-
ment agencies are increasingly understanding addiction to be a disease 
that affects every American demographic and that treatment rather 
than punishment is a much more effective and humanizing approach in 
helping people with substance use disorders (NIH/NIDA, 2021; Drug 
Policy Alliance, 2021; Murray, 2021). Therefore, new laws and policies 
are necessary to reflect our increased understanding of addiction as a 
disease that can be treated, rather than a moral failing or innate devi-
ancy that requires penalty.

Moreover, punishment for problematic substance use has its roots in 
racists ideologies that have historically targeted racial minorities and the 
poor. The passage of the Harrison Act of 1914 set a precedent for future 
laws linking substance use, race, and fears of violent crime (Farahamand, 
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NAADAC, the Association for Addiction Professionals, recognizes that significant gaps exist in the provision of equitable services 
and treatment outcomes for people in the Black community with substance use and behavioral addiction disorders, which create 
disparities in healthcare access and service delivery. Similarly, there are immense deficits in training, recruitment, and other 
workforce opportunities for Black addiction-focused and allied mental health professionals. 

Through the creation of NAADAC’s Critical Issues in the Black Community (CIBC) Committee, we are advocating for 
our political leaders, addiction, behavioral, and medical health professionals to listen, learn about, and assume an active role in 
mitigating these inequities. Specifically, NAADAC is advocating for (1) the building of a stronger Black addiction professional 
workforce, (2) addressing white privilege in the addiction profession, and (3) reforming drug laws.

Enacting these changes will begin to address and mitigate the disparities in treatment experienced in the Black community. It is 
our responsibility to ensure that everyone, regardless of race, can seek treatment and support with the goal of long-term recovery. 
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et al. 2020).  Additional examples include the sensationalized propa-
ganda against “marijuana” use in the 1930s which vilified Mexicans 
and African Americans (Drug Policy Alliance, 2021) and the racializa-
tion of cocaine use in the 1980s that maligned African Americans and 
disproportionately led to harsher punishment in Black communities, 
even though cocaine was present in well-respected white communities. 
(Beckett, Katherine, and Marco Brydolf-Horwitz (2020); Drug Policy 
Alliance, 2021; Farahamand, et al. 2020). The implementation of the 
Violent Crime Control and Law Enforcement Act of 1994 helped to in-
crease the incarceration of nonviolent drug offenses in the US population 
from 50,000 to 400,000 by 1997 (Farahamand, et al. 2020). The new 
policies intended to address drug use were developed using a racialized 
framework, and Black people were criminalized at much higher rates 

than their white counterparts (Farahamand, et al. 2020).  
Regardless of the original intent of these and many other laws and 

policies, the lasting consequence remains the same: generational dev-
astation of Black families and communities (Ghandoosh 2015; Travis, 
Western, & Redburn 2014; Alexander, 2012; Drucker 2013, Murray, 
2021). Beckett, Katherine, and Marco Brydolf-Horwitz (2020) wrote, 
“Although the intensity of the most recent drug war has many causes, 
the most consistent theme in scholarly investigations of its causes and 
consequences has been the centrality of race (pg. 510).” This explains 
why more than 60% of people penalized within in the criminal justice 
system are racial/ethnic minorities, even though these communities 
only make up about 30% of the U.S. population.

Simply, the focus on punishment rather than treatment has been 

Build the Addiction Workforce Address White Privilege Reform Drug Laws

Pursue general and advanced culturally-specific 
education and training specific to the Black community.

Advocate for local, state, and federal funding and 
initiatives that support the Black addiction workforce. 

Advocate for more culturally-relevant treatment 
services and programming to support the Black 
addiction workforce.

Enhance and develop skills through education, 
training, clinical supervision, mentorship, and allyship 
to address the diverse needs of the Black community.

Educate yourself and develop awareness of racial 
disparities and the role white privilege plays in your life. 

Practice cultural humility through self-reflection

Work toward developing competencies in cultural 
humility and acknowledging your responsibility to 
take action. 

Take action toward mitigating racial disparities in your 
professional and personal life 

Engage in federal, state, and local advocacy to support 
meaningful change and eliminate racial disparities. 

Join or establish committees and organizations  
that advocate for racial justice for those in the  
Black Community.

Educate yourself on the unintended consequences of 
drug laws at the local, state, and federal levels. 

Educate yourself on the history of criminalizing 
substance use disorder and the disparate impact on the 
Black Community. 

Contact your local and federal representatives about 
the racial disparities that result from existing drug laws. 

Attend NAADAC’s Advocacy in Action Conference and 
Hill Day. 

Recruit, train, and retain a more diverse addiction 
workforce who understand the needs of the 
Black community. 

Ensure the inclusion of Black people within 
leadership roles.

Establish mentoring programs, professional 
advancement opportunities, and robust hiring 
practices for Black professionals specializing in 
addiction treatment.

Require cultural humility training for staff. 

Examine and take steps to correct the systemic 
racism within the organization affecting both 
employees and those in the Black Community who 
the organization serves 

Examine procedures and policies to uncover 
unintentional racial disparities in hiring/promoting a 
diverse workforce. Recognize that retaining a 
consultant may be helpful in analyzing the effects of 
existing policies and providing and following 
through with a recommended action plan. 

Recognize that treatment centers have an amplified 
voice for lawmakers. 

Develop policies to support drug law reform  
and advocacy.

Support legislation that revises drug laws that harm 
the Black community. 

Support legislation that provides funding for 
workforce initiatives that positively impact the Black 
community, such as the Minority Fellowship Program 
(MFP) funded by the Substance and Mental Health 
Services Administration (SAMHSA).  The Build Back 
Better Act (H.R. 5376) would provide $50 million in 
funding for the Minority Fellowship Program.

Support legislation that provided programs and 
support for members of the Black Community, 
including but not limited to: 

• Support the Pursuing Equity in Mental Health Act 
(H.R. 1475/S. 1985)  establishes and expands 
programs to address racial and ethnic disparities 
in mental health and SUD.

• Support the Parity Implementation Assistance Act (S. 
1962) that provides grants to states to implement 
federal mental health and SUD parity requirements.

• Support extending mental health and SUD parity 
to Medicare, Medicaid, and TRICARE.

• Support the Medicaid Reentry Act (H.R. 955/S. 
285) that would allow states to restart Medicaid 
coverage for eligible incarcerated individuals up 
to 30 days before their release from jail or prison. 
The letter thanks the original bipartisan, bicameral 
sponsors of the legislation.

• Support SUD treatment options as alternative  
to incarceration, 

• Support funding programs for uninsured 
individuals in need of treatment. 

Rebuff actions that limit access to the ballot box and 
advocate for civil rights reforms, such as the John 
Lewis Voting Rights Act.

Promote Black health, wellness, and recovery 
initiatives within underserved areas.

Support alternatives to punitive punishments and 
restorative justice practices. 

Support legislation that values treatment  
over punishment.

Support federal and state legislation that improves 
access to behavioral healthcare services in  
Black communities. 
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What You Can Do to Help

disastrous, traumatic, and dehumanizing, especially to Black people. 
This has perpetuated generational traumas such as higher incarceration 
rates and unemployment due to incarceration history, family separa-
tion, financial hardships, and lack of access to equitable treatment and 
prevention resources and so much more (Rosenberg, Groves, & Blan-
kenship, 2017; McElrath, Taylor, and Tran, 2016; SAMSHA, 2019). 
This patchwork of laws and policies spans decades and is interwoven in 
Federal, state and other governmental bureaucracies.

Drug laws and policies not only need to reflect our increased under-
standing of addiction but also be inclusive of supporting all people bat-
tling the disease of addiction. We must enact laws that create equitable 
opportunities for treatment and restoration of human dignity for all 
people. To achieve this, we offer the following considerations:

• Call, write, or meet with your members of Congress.

• Provide programs and wrap-around services in facilities that are eas-
ily and specifically accessible to the Black community.

• Promote Black health, wellness, and recovery initiatives, particularly 
within underserved areas.

Conclusion
As our society advances in knowledge and our understanding of mental 
health and addiction, it becomes our responsibility to examine our his-
tory to evaluate and revise policies and practices that have not only been 
harmful to the Black community but are also ineffective and irresponsible.  

It is our personal and professional responsibility, as well as our ethical 
and civic duty, to address these disparities in substance use treatment by 
implementing strategies so that each member of society can seek treat-
ment with the goal of recovery, free from oppression, both individual and 
institutionalized. We can create a community of love, justice, equality, 
and self-actualization that sustains all of its members.
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The Little Things: How to Improve 
Motivation and Engagement During 
the Stabilization Phase of Treatment 

Substance use disorders are often seen as taboo, yet nearly everyone 
has crossed paths with them in one way or another. Substance use care 
should be provided by addiction treatment professionals who have a 
passion to assist people with their recovery journey, as well as a desire 
to help them work through the shame and stigma often associated with 
an SUD. With the task of treating such an underserved population, at 
times addiction professionals lose sight of factors that matter so much 
in patient care. Some of these factors may seem like insignificant “little 
things,” yet they can have a significant impact on motivating patients to 
engage and remain in treatment after the detoxification and withdrawal 
management, or stabilization, phase of recovery. These “little things” 
also help patients progress through the different levels of care, as rec-
ommended by the American Society of Addiction Medicine (ASAM), 
to achieve the best outcomes (2021).

Stabilization is often the first step in a patient’s recovery journey and 
can be managed in a hospital setting, as well as some residential treat-
ment facilities (ASAM, 2021). Although some facilities encompass 
multiple levels of care, other facilities will need to refer the patient to 
another facility that offers a less intensive level of care that is consistent 
with that patient’s clinical needs. Treatment professionals who work with 
patients in stabilization have a unique and crucial role in helping them 
engage in treatment beyond their withdrawal phase. Paying attention 
to the factors that improve motivation and engagement, even if they’re 
“little things,” can go a long way in motivating those in early treatment 
to continue their recovery journey.

Stein et al., (2019) reported that as many as 64-78% of patients re-
lapse within one month of participating in a stabilization program. 
This high relapse rate stresses the importance of engaging patients and 
strengthening the plan for the next level of care in order to prevent re-
lapse. Encouraging the continuation of care can be effective in reducing 
relapse rates and promoting long-term recovery (Gressler, et. al., 2019). 
Addiction treatment professionals should do their best to understand 
factors that are associated with discontinuing treatment, which can in-
clude the patient being male, a preference for no formal treatment, and 
experience with a recent or lifetime overdose (Stein, et.al., 2017). Since 
not participating in post-stabilization treatment could lead to unfavor-
able outcomes for patients, addiction treatment professionals can use 
this information to guide their patients and identify the risks involved 
if patients do not get the follow up care they need.  

How to Facilitate Engagement
Along with enhancing motivation to stay in treatment is the impor-
tance of engaging and getting patients involved in their own treatment. 
If patients are actively engaged in their treatment, it has a compelling 
effect on their recovery. According to Schultz (2016), a solid rapport 
and foundation of trust with addiction treatment providers helps build 
comfortability and keeps patients at ease, thus increasing the likelihood 
of them engaging in treatment. Rapport can be developed by address-
ing emotional and spiritual needs, preparing for discharge, and com-
munication such as asking patients for input regarding their treatment, 
communicating with patients’ families, and responding to the patient’s 
concerns (Rapport, et. al., 2019). A study by McKay (2016) discusses 
two recommendations to increase engagement among patients. These 
are 1) learning activities that are rewarding to the patient and 2) creating 
a healthy environment to sustain long-term recovery. When a patient is 

considering stabilization services, it is critical to match the patient with 
the facility that best matches their treatment needs. Consider the ac-
creditation of the facility, staff credentials and qualifications, and access 
to emergency services to help your patient get the right treatment for 
their needs. There are a multitude of factors that can improve patient 
motivation and retention throughout the critical, albeit brief, stabiliza-
tion phase. According to the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA), (1999), these can include the bedside 
manner of the addiction treatment professional, effective communication 
with patients, potential biases of the addiction treatment professional, 
and the treatment environment. Although each of these factors may 
seem minute on the full scale of the patients’ treatment, their collective 
impact can be grand. 

When patients are admitted for stabilization, it is often one of the 
most difficult times of their lives. It is up to the nurses and addiction 
treatment professionals to make sure that they feel comfortable. Most ad-
diction treatment professionals have been guilty of “talking at” patients, 
as opposed to “talking with” them, whether due to time constraints 
or potential bias (Crapanzo, 2018). According to Priebe & Miglietta 
(2019), the more satisfied a patient is with their care, the more likely 
they are to experience positive outcomes and adhere to treatment rec-
ommendations.  With a common goal of recovery, this is an important 
reason to ensure proper bedside manner, communication, and positive 
interactions with patients across all disciplines.

Barriers to Care
To facilitate more patients entering stabilization services, the barriers 
to care must be addressed. These barriers include fear surrounding the 
withdrawal and stabilization process, the unknown treatment environ-
ment, and other outside responsibilities of the patient such as childcare 
or employment (Schultz, 2016). Maslow’s hierarchy of needs addresses 
these issues, indicating that patients are not likely to gain much from 
their treatment if they do not have their physiological and safety needs 
met first (Maslow, 1943). Another aspect of the recovery environment 
that is not always considered is the treatment approach. Some facilities 
may have a “one size fits all” approach that is great for building a recov-
ery foundation, but others may require a more individualized approach 
that focuses on the underlying co-occurring disorders of the patient. It 
is also important to examine the structure of a facility and the require-
ments they place on their patients. Some patients may prefer – and re-
spond better to – a treatment environment that is very structured, while 
others may benefit from a more relaxed approach. There are also both 
inpatient and residential settings for programs. These treatment envi-
ronments can largely impact whether patients complete the stabilization 
phase and progress on to lower levels of care.

Providing meaningful care for patients also includes combatting 
societal norms that serve as barriers to that care. The stigma associated 
with substance use disorders is still present today across all professions, 
including healthcare. A study by Scott and colleagues (2020) showed 
that 70% of healthcare professionals were using potentially stigmatizing 
language regarding patients, including such terms as drug abuser, sub-
stance abuse, and addict. This language perpetuates societal stigmas and 
negatively affects the care received by patients. The study also discusses 
specific themes related to the stigma of patients with substance use disor-
ders, including that 44% of surveyed healthcare workers  mistrusted their 

By Danielle Ake, MSN, RN, CARN

As a nurse who treats substance use disorders in a hospital setting, I see numerous patients with substance use disorders 
only for short periods of time before they are discharged. Often, nurses in this field are the first line of care a patient 
sees on their treatment journey. However, the number of missed opportunities by healthcare professionals to motivate 
and engage these patients in this setting is concerning. The little things can mean the difference between a patient 

choosing to stick with treatment versus returning to the familiar behaviors of their addiction.
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substance-using patients (Scott, et al., 2020). This finding is substanti-
ated by a previous study reporting that lack of knowledge, inexperience 
with the population, and nurses feeling uncomfortable providing care 
serve as contributing factors to the stigma (Daibes, et al., 2016). People 
with substance use disorders are already experiencing the stigmatization 
of their use in multiple facets of their daily lives, so they are less likely to 
seek treatment than people who do not belong to this group. Such bar-
riers can clearly present problems for the patients and even cause them 
to self-stigmatize (Crapanzano, et al., 2019).

It is acutely important for nurses and addiction treatment professionals 
to understand their unique role and scope of practice which help the pa-
tient in different ways throughout their treatment services. By improving 
the motivation and retention of patients using proper communication, 
good bedside manner, assessing inherent bias, and being aware of the 
treatment environment, we can provide the best possible care and im-
prove the lives of our patients from the stabilization phase – and beyond.
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The COVID-19 pandemic has been one of the deadli-
est pandemics in recent history. It has highlighted the 
health disparities in many underserved communities, 
especially those with high opioid use disorder (OUD) 
prevalence rates (Volkow, 2020). At least two million 

people in the United States have an OUD and more than 10 million 
people misuse opioids; these individuals may be at increased risk for 
the most adverse consequences of COVID-19 (Volkow, 2020). The 
CDC (2020) reported 70,980 deaths in the U.S. in 2019 due to drug 
overdose, about 70% of which were due to opioids. The following year, 
of which the majority was plagued by COVID-19, there were 93,331 
reported deaths from overdoses – more than about 75% of which were 
due to opioids (Ahmad et al., 2021). This increase of more than 30% 
is the largest ever recorded in American history. Officials believe that 
the increased prevalence of fentanyl in opioids and other substances, as 
well as pandemic-related stressors and problems in accessing care, have 
significantly contributed to the large jump in numbers.  

COVID-19 is caused by an acute respiratory syndrome, namely 
coronavirus 2 (SARS-CoV-2) (World Health Organization, 2020). 
Individuals with OUD may be at more risk than some other underly-
ing conditions because chronic respiratory disease, a core symptom of 
COVID-19, increases risk for fatal overdose in those who use opioids 
therapeutically (Volkow, 2020). Slowed breathing as a result of opioid 

use can cause hypoxemia, which may lead to cardiac, pulmonary, and 
brain complications, as well as overdose and death (Zibbell et al., 2019). 

Not all the risks of COVID on individuals with OUD are physi-
ological and direct. There are several indirect factors, such as access to 
healthcare, housing, and medication. Access to healthcare was diminished 
for all patients who require slightly different care than those with other 
conditions. With hospitals focusing their efforts on patients diagnosed 
with COVID-19, individuals with other conditions may face barriers 
to treatment due to a lack of beds, staff, and other resources. Special-
ized healthcare facilities, as well as inpatient units, for individuals with 
SUDs were operating at reduced capacity, making it more difficult to 
receive treatment. Many hospitals had to shift staff to other units that 
were in more immediate need; sadly, SUDs may not always meet that 
criteria (Snyder & Weinstein, 2020; Volkow, 2020). Volkow (2020) 
states that as hospitals are pushed to their limits, there is an increased 
risk of persons with SUD being deprioritized for care if they present 
with COVID-19 symptoms. 

Individuals with OUD face more difficulty getting medications, par-
ticularly buprenorphine, due to the regulations and policies that control 
prescriptions. One of the ways those struggling with OUD seek relief 
is through buprenorphine, a medication which can only be prescribed 
by providers with an X-Waiver. X-Waivers are obtained as part of a spe-
cial training required by the U.S. Drug Enforcement Administration 

Treating young people, ages 12-28, who are experiencing psychological and behavioral
concerns, through a comprehensive, evidence-based approach tailored for each individual.
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to prescribe buprenorphine. On January 14th, 2021, 
the federal government temporarily suspended this 
requirement, which allowed physicians to temporarily 
prescribe buprenorphine for OUD treatment without 
the necessary training (Drug Enforcement Administra-
tion, 2020). This temporary regulation was a positive 
step in making treatment more accessible to patients 
with OUD. However, the difficulty in receiving treat-
ment remained steady due to the increased burden on 
mental health professionals. The Substance Abuse and 
Mental Health Services Administration (SAMHSA) also 
advised opioid treatment programs to provide take-home 
medication more flexibly during the pandemic, making 
access to medication easier but simultaneously decreasing 
interaction with treatment facilities (SAMHSA, 2020).  

Many treatments for OUD begin with an inpatient 
phase for detoxification of opioids. This treatment is 
typically done in inpatient facilities and units within 
hospitals. COVID-19 created challenges in protect-
ing staff and patients in these enclosed facilities from 
contagion. Given that much of the treatment meth-
odology in these facilities involves communal areas 
where patients can participate in group psychotherapy together, it 
became more and more difficult to minimize risk without eliminating 
such interactions (Öngür et al., 2020). This caused inpatient facilities 
to reduce the number of patients they typically admit and eliminate 
as much physical interactions between patients. In addition, the risk 
associated with leaving one’s home was significantly higher for indi-
viduals with OUD due to the associated vulnerability to COVID-19 
for these patients. A combination of these factors among others may 
have also contributed to the increased overdose rates we have seen 
during this pandemic. 

It has previously been found in other studies that homeless individu-
als are at a higher risk of opioid overdose than the general population 
(Baggett et al., 2013; Doran et al., 2018). An important consideration 
and indirect risk for OUD patients during the pandemic is their ability 
to maintain stable housing. Yamamoto et al. (2019) found that home-
less individuals had disproportionately higher adjusted risk of opioid-
related outcomes compared to low-income housed individuals treated 
at the same hospital. This suggests that homelessness as an independent 
factor is significantly influencing opioid-related outcomes in a hospital 
setting. Doran and colleagues (2018) found that prevalence of opioid 
use in homeless patients arriving at the hospital was significantly higher 
than that of those who had a shelter to return to (16.7% compared to 
3.8% for heroin users and 12.5% compared to 4.4% for prescription opioid 
users). Given the increased risk homelessness carries for opioid users, it 
is likely that these individuals were more exposed to COVID-19 which 
has been shown to be more severe in this population. The increased risk 
for disease transmission is of particular importance, considering the vul-
nerability of these individuals. 

Individuals using opioids during the pandemic may have also been 
at an increased risk of overdose due to their isolation from others, es-
pecially other opioid users. The erosion of social relationships increase 
along with an individual’s motivation to use a substance, hence physically 
and socially isolating the individual from their social circle (Christie, 

2021). The stay-at-home orders mandated by most states across the 
country between the months of March and April 2020 may have sig-
nificantly decreased the amount of social support individuals with OUD 
could have received. Even after these orders expired, many individuals 
were still living in fear and may have opted to self-isolate. The brain 
opioid theory of social attachment (Panksepp, 1988) describes the role 
endogenous opioids play in emotion, physical pain (Jain et al., 2019), 
social reward (Trezza et al., 2012), breathing (Shook et al., 1990), and 
digestion (Konturek, 1978). Using opioids appears to play a role in the 
downregulation of the mu-opioid system and may make it more difficult 
for individuals to experience the rewarding feeling of natural rewards 
such as positive social interaction (Lutz et al., 2021). Christie (2021) 
believes that there is a significant link between social isolation and the 
record-breaking number of overdoses that occurred in 2020.

COVID-19 has affected individuals classified as ethnic minorities 
suffering from opioid use disorders, such as Black individuals who expe-
rience health disparities when receiving treatment for SUDs (National 
Center for Health Statistics, 2016). Structural racism often magnifies 
racial disparities that influence SUD mortality and treatment (Parlier-
Ahmad et al., 2021). The increased need for healthcare resources during 
the COVID-19 pandemic has made seeking treatment more difficult for 
many individuals, particularly for individuals who have limited access to 
healthcare due to racial disparities. For example, Black individuals often 
face systemic barriers to SUD treatment and recovery through discrimi-
natory practices that can affect employment, housing, and healthcare 
(Bailey et al., 2017). As a result, Black individuals with SUD typically have 
lower rates of initiating SUD treatment while enduring greater addiction 
severity and suffering from worse treatment outcomes such as treatment 
discontinuation and prolonged substance use (Schmidt et al., 2007).

While many individuals across the United States are getting vacci-
nated against COVID-19, there may be a false sense that the pandemic 
has ended. This can be especially harmful to individuals who use opi-
oids and have yet to be vaccinated against COVID-19. With COVID-19 

variants continuing to appear and seemingly become more virulent, the 
pandemic may be a reality for several more years. This crisis has forced 
us as a society to reconsider how to adapt to the circumstances we find 
ourselves in. For opioid users in particular, healthcare systems, policy 
makers, and healthcare providers must quickly adapt and devise proto-
cols for continuing to treat this population during the pandemic. It is 
likely that the record-breaking number of deaths due to opioid over-
doses this past year are a result of the inability of our healthcare systems 
and policy makers to recognize and adjust to the unique needs of this 
population. It has been well documented that there is often a bias – even 
within health care systems and providers – towards individuals who use 
opioids. Society should not leave these individuals behind as we try to 
move toward a post-pandemic world, since all individuals deserve the 
same treatment, care, and chance at recovery.
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Brain Research: A Focus on Childhood 
Trauma and Alcohol Misuse

By National Institute on Alcohol Abuse and Alcoholism (NIAAA)

News reports of college drinking tragedies, and concerns 
about increased access to alcohol in the home during 
the pandemic, make clear that COVID-19 has provided 
no reprieve from the problems of underage drinking. 
A perennial public health priority, alcohol misuse by 

young people increases the likelihood of myriad serious consequences, 
including altered brain development, academic problems, unsafe sexual 
behavior, physical and sexual assault, traffic crashes, injuries, overdoses, 
and alcohol use disorder (AUD).

To be sure, efforts to reduce underage drinking have seen success in 
recent decades. Epidemiological data from the annual Monitoring the 
Future survey, funded by the National Institute on Drug Abuse, show 
that by 2020, proportional declines in the prevalence of binge drink-
ing, following recent peaks reached in the 1990s, were 66 percent, 60 
percent, and 47 percent for grades 8, 10, and 12, respectively.

George. F. Koob, Ph.D., Director of the National Institute on Alcohol 
Abuse and Alcoholism (NIAAA), notes “We are indeed making progress 
at reducing alcohol misuse among adolescents and young adults; however, 
the declines have been larger among males than females, and trends in 
serious alcohol-related harms have not matched the trends in drinking 
prevalence. Also, drinking to cope with stress is a growing concern.”

Recent and ongoing studies supported by NIAAA indicate that in-
vestigations of the relationship between childhood trauma and alcohol 
misuse, and the neural substrates through which that relationship is me-
diated, will provide important avenues for continued progress against 
underage drinking, its subsequent problems, and their potential treat-
ment. Many of these studies include examination of emotional stress and 
mental health problems, such as post-traumatic stress disorder (PTSD), 
that frequently co-occur with AUD. 

For example, in a 2020 study led by scientists at Arizona State Uni-
versity, researchers found that recollections of childhood trauma (such 
as sexual and emotional abuse) may contribute to PTSD symptoms and 
impaired control over drinking among college students. The research-
ers found that reducing PTSD symptoms may help individuals regain 
control over their drinking. Also last year, researchers at Virginia Com-
monwealth University reported that young adults with a history of child-
hood maltreatment may use alcohol to cope with trauma-related negative 
emotions. The study’s findings suggest that targeting emotional distress 
in people exposed to trauma in childhood may be helpful in preventing 
and treating alcohol-related problems in this vulnerable population. In 
a recent analysis conducted by the NIAAA-supported Collaborative 
Study on the Genetics of Alcoholism, researchers showed that having 

a family history of AUD and exposure to trauma during adolescence 
may be associated with increased PTSD and AUD symptoms and poor 
problem-solving abilities in adulthood.

NIAAA supports the National Consortium on Alcohol and Neu-
rodevelopment in Adolescence (NCANDA), a major research initiative 
established to determine the effects of alcohol misuse on the develop-
ing adolescent brain and to examine brain characteristics that predict 
AUD. In a recent study, researchers used NCANDA data to investigate 
the relationships among childhood trauma, functional brain connec-
tivity, impaired executive function, and future binge drinking during 
adolescence. Led by scientists at the University of California San Di-
ego, the study found that functional brain networks, particularly from 
regions important for cognitive and sensorimotor control, explain the 
relationship between childhood trauma and impaired executive func-
tion and are important for predicting binge drinking. Age, severity of 
childhood trauma, extent of executive function deficits, and functional 
brain connectivity together were useful in accurately predicting binge 
drinking 1–4 years after research participants were initially assessed for 
alcohol misuse.

Another NCANDA study recently demonstrated that adolescent 
alcohol misuse and early-life trauma led to increased hippocampus 
growth and decreased amygdala growth with age. The hippocampus 

and amygdala are brain regions that regulate goal-directed behaviors, 
inhibition, memory, anxiety, and fear responses. NCANDA investigators 
have also demonstrated that non-drinking or low-drinking adolescents 
who reported experiencing trauma and symptoms of post-traumatic 
stress escalated their alcohol intake during a 4-year followup period 
more quickly than adolescents who did not experience trauma. Taken 
together, these NCANDA findings demonstrate a relationship between 
early adverse experiences, brain development, and alcohol misuse, and 
suggest that interventions that target trauma may be beneficial in pre-
venting future alcohol misuse and AUD.

NIAAA-supported research continues to build a solid foundation for 
the development of unique strategies for treating alcohol problems that 
arise during the developmentally risky period of adolescence. Recently, 
NIAAA issued a Notice of Special Interest to expand research on how 
treatment strategies can be tailored for adolescents. These strategies in-
clude behavioral treatments that take into account the developmental, 
biological, neurocognitive, psychological, emotional, and social needs 
of youth, as well as intervention approaches that account for comorbid-
ity, cultural, and other factors.

“Prevention and treatment strategies grounded in a developmental 
framework that takes into account early life stress will help us maximize 
the odds that individuals make it into young adulthood cognitively and 
emotionally prepared for the rigors of adult life,” says Dr. Koob.

He adds that the unprecedented stressors experienced by young people 
during the COVID-19 pandemic will linger to some degree, even as 

society begins to contemplate the potential end of the pandemic. “Cur-
rent public health measures, and the uncertainties and anxieties they 
engender about the future, lost income, and social isolation, will be with 
us for a while longer. And the transition to a post-pandemic reality will 
itself be a likely source of new stressors and anxieties as society adjusts 
to a new ‘normal,’ underscoring the importance of ongoing NIAAA 
investigations into the relationship between stress and alcohol misuse.”
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quiz on this article now at www.naadac.org/magazine-ce-articles. 
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1.  All of the following are ways that executive functioning is 
impacted in early recovery, except:
A.  Difficulty making recovery-positive decisions
B.  Impulsivity
C.  Rapid heart rate
D.  Decisions that seem like poor judgment

2.  A specific intervention that can help with memory 
impairment that is common in someone in early recovery is: 
A.  Switch
B.  Change
C.  Motivation
D.  Parent

3.  All of the following are types of sleep disturbances that 
people experience in early recovery, except:
A.  Insomnia
B.  Vivid dreams and nightmares
C.  Using dreams
D.  Frequent arm twitches

4.  NAADAC published a new position statement on what topic?
A.  The opioid epidemic
B.  Harm reduction
C.  Legalization and criminalization of cannabis
D.  Extended lengths of stay in treatment

5.  NAADAC’s 2021 Annual Conference took place where?
A.  Orlando, FL
B.  It was a virtual conference.
C.  Washington, D.C.
D. Phoenix, AZ

6.  All of the following were subject tracks at the annual 
conference, except:
A.  Wellness and recovery
B.  Clinical skills
C.  Co-occurring disorders and process addictions
D.  Practice management and technology

7.  The state of knowing how to become financially responsible 
as well as the ability to do so refers to what concept?
A.  Being financially savvy
B.  Good with money
C.  Financial capability
D.  Financially cautious

8.  In order to manage their personal finances, clients need both 
______________, as well as practice using that knowledge in 
their unique situations.
A.  money and a bank
B.  financial literacy skills and knowledge
C.  money and a teacher
D.  income and a plan

9.  All of the following are things to consider as potential 
interventions, except:
A.  Building trust
B.  Stabilizing financial functioning
C.  Developing financial capability
D.  Giving clients a small sum of money to practice with

10.  NAADAC’s 2021 Annual Conference could be described as all 
of the following, except:
A.  A waste of time
B.  Full of amazing content
C.  Able to be accessed on demand
D.  A great way to get CEs
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