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What are some non "middle class" or non classist self care techniques you can suggest? 
A:Walking outside, sitting in a quiet place, reading, breathing techniques, mindfulness, sensory related 
decompression: tactile, olfactory, auditory, visual, and kinesthetic. Doodling, journaling, muscle relaxtion 
techniques, processing with a friend, being in nature (parks, fields etc). 
 
What are Racial bias in pain assessment treatment of black and white patients studies that you are familiar 
with as clinicians? 
A:  This is not an exhaustive list, there are many more that I did not include: 
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How many low income people have dentist and medical doctors who will prescribe OxyContin? 
A: There is not a direct answer, as prescriptions are not tracked by SES, I have pasted a link to The National 
Center for Biotechnology Information: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2622774/ and the CDC 
https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html. What we do know is that at the peak of prescribing 
in 2012, the prescribing rate was 81.3 prescriptions per 100 persons. Also of those individuals who began abusing 
opioids in the 2000s, 75 percent reported that their first opioid was prescribed to them by a PCP or dentist 
(Cicero et al., 2014). In her Blog Dr. Nora Volkow from NIDA indicated that Addressing the Opioid Crisis Means 
Confronting Socioeconomic Disparities, where it is cited that the CDC considers low income individuals to be at a 
high risk for prescription drug overdose. According to the US Department of Health and Human Services, 
individuals on Medicaid are prescribed opioids at higher doses, and for longer durations—increasing their risk for 
addiction and its associated consequences. https://www.drugabuse.gov/about-nida/noras-



blog/2017/10/addressing-opioid-crisis-means-confronting-socioeconomic-disparities 
 
Can you comment on the importance of Cultural Humility Trainings verses Cultural Diversity Trainings?  
A: They are both important yet have different foci, I believ by incorporating cultural humility into the diversity 
trainings organizations would have more robust trainings and better outcomes, this is my opinion and I have not 
researched this topic regarding training.  
 
Do you think that classes like this and Cultural Awareness Classroom hours should be mandatory like ethics 
classes are? 
A: I believe that cultural awareness should be taught in conjunction with ethics, theories, human growth & 
development, because they intersect in all these realms.  
 
Are there any reliable studies of the upper class to identify intergenerational trauma and brain development 
under stress? Is it even possible to get accurate information due to fears of disclosure? 
A: Not that I have found, all the studies I have found have shown that high ses acts as a prophylaxis against stress 
disorders due to the easy access of preventative care, healthy foods, recreation etc. This does not exclude the fact 
that intergenerational trauma can occur in high ses individuals.   
 
How can I as a clinician who was not aware of the bias that I carry-- be more productive and efficient about 
working on my biases to continue on assisting my client? 
A: The first step is, as it is with any bias, is to identify that we have them. Read on the topic, be more aware of 
disparities, and learn as much as you can from your client regarding their circumstances. Be open to understanding 
and be aware when we assess and diagnose them what role SES is presenting as. Be aware when making diagnostic 
and assessment recommendations, ex. are your biases impacting your diagnostic impression? 
 
Can we advocate to break the barriers with office by using telehealth sites in the lower income areas to access 
therapy and medications?  
A: Yes! We should be advocating, Principles I-20, III-29, III-30, III-31, III-32, IV-9, of the NAADAC code of 
ethics speaks to advocacy. One part of our role as an addiction professional is to increase access to care, telehealth 
is a necessity for lower income individuals, individuals in rural communities, and the disabled.  
 
What does the panel think is most effective therapy to work with African American youths with 
intergenerational vulnerabilities? 
A: Some considerations among many, are understanding that these youth are generally from a systematically 
disenfranchised group that has experienced systematic racism, oppression, and intergenerational trauma. Therefore 
this group is more frequently subjected to both SES bias as well as systemic oppression within healthcare, refer to 
journal articles above. Therefore, acknowledging any priviledge held by the therapist and honoring the clients 
experiences are a vital first step. Understanding intergenerational trauma and its impact on both the family system 
must be considered in diagnosis, treatment planning, and treatment. Understanding that poverty and oppression are 
expressed behaviorally, emotionally, and psychologically, thus working from a TIC approach.  
 
In the workplace, as a soon to be counselor, group counselor or community health worker how would I address 
observed potentially concerning client interactions of a superior or colleague in which the person interacts with 
the client, knowingly/intentionally or unconsciously in a condescending or demeaning manner due to internal 
biases they may have towards the client?  How would I address such an issue without causing a rift in the 
relationship with colleague or superior at the workplace? 
A: Speak up, have open and honest communication, remember that systems with rigid boundries and covert 
languaging are often the dysfunctional ones. Take the opportunity to educate them on the negative impacts of SES 
bias on the clinical relationship, educate them on the body of research out there supporting this. Most clinicians are 
open to learn about themselves and how to better serve clients. We are the agents of change, if we don’t do it, who 
will?  


