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Background:  Culturally  competent  practice  is broadly  acknowledged  to be an  important  strategy  to
increase  the  quality  of  services  for racial/ethnic  minorities  in substance  abuse  treatment.  However,  few
empirically  derived  measures  of  organizational  cultural  competence  exist,  and  relatively  little  is  known
about how  these  measures  affect  treatment  outcomes.
Method:  Using  a nationally  representative  sample  of outpatient  substance  abuse  treatment
(OSAT)  programs,  this  study  used  item  response  theory  to create  two  measures  of  cultural
competence—organizational  practices  and  managers’  culturally  sensitive  beliefs—and  examined  their
relationship  to client  wait  time  and  retention  using  Poisson  regression  modeling.
Results:  The  most  common  and  precisely  measured  organizational  practices  reported  by OSAT  managers
included  matching  providers  and  clients  based  on language/dialect;  offering  cross-cultural  training;  and
fostering  connections  with  community  and faith-based  organizations  connected  to  racial  and  ethnic
minority  groups.  The  most  culturally  sensitive  belief  among  OSAT  managers  was  support  for  lan-
guage/dialect  matching  for racial  and  ethnic  minority  clients.  Results  of  regression  modeling  indicate

that  organizational  practices  were  not  related  to  either  outcome.  However,  managers’  culturally  sensi-
tive beliefs  were  negatively  associated  with  average  wait  time  (p < 0.05),  and  positively  associated  with
average  retention  (p < 0.01).
Conclusions:  Managers’  culturally  sensitive  beliefs—considered  to be  influential  for  effective  implementa-
tion  of  culturally  competent  practices—may  be  particularly  relevant  in  influencing  wait  time  and  retention
in OSAT  organizations  that  treat  Latinos  and  African  American  clients.
. Introduction

Significant racial and ethnic disparities have been documented
n substance abuse treatment (Institute of Medicine, 2001). Evi-
ence suggests that Latinos and African-Americans are less likely
han whites to enter treatment (Daley, 2005; Lundgren et al., 2001;

u  et al., 2003), and when they do enter treatment, are more likely
o drop out before completing it (Jacobson et al., 2007; Marsh et al.,
009; Mertens and Weisner, 2006; Wells et al., 2001). While the
auses of these problems are complex, there is a growing consen-
us that organizational cultural competence—defined as a set of
ractices through which organizations recognize and respond to
he needs of culturally diverse populations—represents an impor-

ant part of the solution (Betancourt et al., 2003; Campbell and
lexander, 2002; Howard, 2003a,b; Zane et al., 2004). Indeed, the
ew Patient Protection and Affordable Care Act will require health
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care organizations receiving federal funds, including those provid-
ing substance abuse treatment, to enhance cultural competence
by setting more rigorous standards for workforce diversity, and
cross-cultural training and education (Andrulis et al., 2010).

Despite growing recognition of the importance of cultur-
ally competent service provision in outpatient substance abuse
treatment (OSAT), conceptualizing and measuring organizational
cultural competence has been a persistent challenge for researchers
and practitioners alike. Attempts at identifying practices and atti-
tudes that are linguistically and culturally relevant for service
outcomes have suffered from several methodological flaws (Fisher
et al., 2007; Lewin Group, 2001). Many existing measures of organi-
zational cultural competence have relied upon single case designs
or small samples to design measures and test psychometric proper-
ties, leading to problems in assessing validity and generalizability
(Cross et al., 1989; González-Calvo et al., 1997; Harper et al., 2009;

Lewin Group, 2001; National Center for Cultural Competence, 2007;
Smith, 1998). Others have relied upon expert panels to develop
measures, which remain for the most part unvalidated (Harper
et al., 2009). Consequently, there remains a need for measures of
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rganizational cultural competence that are theoretically informed
nd empirically grounded.

In response, this study drew from a nationally representa-
ive sample of OSAT organizations to develop two  empirically
erived measures of cultural competence using Rasch model-

ng. Rasch models, which are informed by item response theory,
epresent a relatively novel approach to measurement devel-
pment and validation in substance abuse treatment research
Henderson et al., 2008). In this study, Rasch models were used
o examine whether two measures of organizational cultural
ompetence—organizational practices and managers’ culturally sen-
itive beliefs—appropriately modeled participants’ responses to
uestions regarding their beliefs and a series of culturally com-
etent practices offered by OSAT programs. We  then considered
he role of these measures as predictors of program effective-
ess by exploring their relationship with treatment wait time and
etention—both outcomes of central importance to OSAT organiza-
ions.

.1. Conceptualization and measurement of organizational
ultural competence

Cultural competence has been most commonly defined as “a
et of congruent behaviors, knowledge, attitudes, and policies that
ome together in a system, organization, or among professionals
hat enables effective work in cross-cultural situations” (Cross et al.,
989). Prior studies that have attempted to operationalize cultural
ompetence have identified a diverse set of organizational prac-
ices, attitudes, and services that can be adapted to enhance the
ross-cultural sensitivity and responsiveness of health care orga-
izations (Brach and Fraser, 2000; Fisher et al., 2007; Harper et al.,
009; Prince Inniss et al., 2009; Lewin Group, 2001; Sue et al.,
992; Weech-Maldonado, 2002). These studies have identified sev-
ral organizational domains in which cultural competent practices
an be developed, including organizational governance, program
valuation, communication, human resources, and facilitation of
ervices to clients. Among the most prevalent and well-recognized
ractices designed to improve organizational cultural competence
cross these domains are: (1) race–ethnic matching, defined as
reatment by staff of the same racial or ethnic minority group as
he client; (2) language congruence, defined as treatment by staff
ho speaks the primary language of the client; (3) cross-cultural

raining, which entails providing staff with knowledge and skills
egarding the needs, preferences, and beliefs prevalent among spe-
ific racial and cultural minority groups; (4) inclusion of family
n the treatment process; and (5) collaboration with faith-based
rganizations during treatment and follow-up.

While much work has focused on defining and conceptualizing
rganizational cultural competence, standardized and empirically
alidated comprehensive scales through which to measure organi-
ational cultural competence have been lacking (Cross et al., 1989;
arper et al., 2009; Lewin Group, 2001). Furthermore, managers’

ulturally sensitive beliefs about the service needs of racial and eth-
ic minorities—a dimension of cultural competence different, but
o less important, than organizational practices—has not been incor-
orated into the measurement of this organizational concept. These

ssues have made it difficult for researchers to comprehensively
ompare organizations’ varying dimensions of cultural competency
nd assess their influence on client-level treatment outcomes.

.2. Organizational cultural competence and treatment outcomes
Among seekers of help for substance abuse, wait time to treat-
ent entry is the most commonly cited barrier to access (Appel

t al., 2004; Claus and Kindleberger, 2002; Farabee et al., 1998;
ollini et al., 2006). Empirical research corroborates these claims,
ol Dependence 119 (2011) e13– e22

suggesting a positive relationship between wait time and pretreat-
ment dropout (Claus and Kindleberger, 2002; Festinger et al., 1995;
Jackson et al., 2006). Reflecting its importance to treatment access,
wait time has been included in a series of performance measures
developed by the Washington Circle (Garnick et al., 2002, 2009) and
the Network for the Improvement of Addiction Treatment (NIATx)
(McCarty et al., 2007).

Yet, relatively little is known about the relationship of organiza-
tional cultural competence to client wait time in substance abuse
treatment. To our knowledge, no studies have specifically exam-
ined the association of cultural competence to client wait time to
enter substance abuse treatment. In the broader field of medicine,
research has indicated that language barriers may contribute to
longer waiting periods to receive treatment (Betancourt, 2006).
Additionally, it has been suggested that when interpreters or bilin-
gual providers are not readily available, clients in need of such
services may  wait longer to commence treatment (Gonzalez et al.,
2010). Moreover, research suggests that members of racial and
ethnic minority groups are more likely than whites to experience
difficulties in navigating the health services system and gaining
knowledge about programmatic and financial resources that may
facilitate access to treatment (Institute of Medicine, 2003). In par-
ticular, ethnic minorities with Limited English Proficiency (LEP)
face additional challenges to receiving and benefiting from linguis-
tically appropriate services (Gonzalez et al., 2010). Taken together,
these findings suggest that programs that address minority clients’
needs for linguistic and culturally tailored engagement through
available practices and materials will facilitate more rapid entry
into treatment.

Retention in treatment is an important process outcome related
to clinical outcomes (Grella et al., 1999; Hubbard et al., 1997;
Simpson et al., 1997; Zhang et al., 2003). These studies suggest
that longer retention is associated with improved substance use
outcomes at post-treatment, although the study by Zhang and
colleagues (2003) suggest that retention may  have diminishing
returns as length of time in treatment increases. Similar to wait
time, aspects of retention in treatment have also been incorpo-
rated into performance measures developed by NIATx (McCarty
et al., 2007); client retention in treatment is considered to be a
key process measure of system performance.

Relatively little is known about the nature of this relation-
ship within the context of substance abuse treatment. Studies in
medical settings suggest that organizational cultural competence
may  improve client retention by providing a more positive treat-
ment experience for clients from racial and ethnic minority groups.
Cultural competence among staff has been linked to better com-
munication, more accurate diagnosis, positive therapeutic alliance,
and higher client satisfaction (Brach and Fraser, 2000; Cross et al.,
1989; Gonzalez et al., 2010; Saha et al., 1999, 2000). Indeed, at least
some research suggests that clients from racial and ethnic minority
groups may  be more likely to remain in treatment when the services
they receive are responsive to their needs. Culturally competent
practices such as race/ethnic matching and language congruence
have been linked to increased retention in health care, particu-
larly when combined with congruency in other dimensions such as
regional culture, socioeconomic status and/or belief systems (Sue
et al., 1991). Additionally, some studies using ethnic matching and
cross cultural training have documented higher retention in minor-
ity clients within the first three weeks of services (Sue et al., 1991;
Wade and Berstein, 1991).

1.3. Research questions and hypotheses
Taken together, these studies suggest that organizational cul-
tural competence may  help to enhance the quality of OSAT for
racial and ethnic minority populations and improve in-treatment
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utcomes. Yet, the most commonly used measures of organiza-
ional cultural competence lack information about psychometric
roperties. Moreover, relatively little is known about the role
f organizational cultural competence in shaping important out-
omes in OSAT. In light of these gaps in the literature, we examine
he following research questions in the present study: (1) What
luster of organizational practices and managerial beliefs best repre-
ent the latent constructs of organizational cultural competence?
2) To what extent do measures of organizational cultural com-
etence (organizational practices and managers’ culturally sensitive
eliefs) predict wait time and retention in OSAT?

Extant research suggests that potential clients from racial and
ultural minority groups may  have difficulty accessing treatment
ue to language barriers and lack of culturally appropriate services
nd informational materials. As such, organizations with managers
ho are knowledgeable about the services needs of members from

acial/ethnic minorities, and who provide culturally competent ser-
ices in outreach and assessment phases, will be more likely to
ove these clients into treatment quickly. Moreover, programs that

rovide services tailored to the needs of racial and ethnic minorities
ay  be more likely to retain them, particularly if these programs are

ed by managers with high levels of cultural sensitivity. Managers
ith greater cultural sensitivity may  direct more thorough imple-
entation of culturally competent practices and, consequently, a
ore accepting and responsive treatment experience for racial and

thnic minority groups. Thus, we hypothesize the following rela-
ionships:

1. Degree of adoption of culturally competent practices will be
egatively associated with average wait time to enter OSAT.

2. Degree of managers’ culturally sensitive beliefs will be nega-
ively associated with average wait time to enter OSAT.

3. Degree of adoption of culturally competent practices will be
ositively associated with average retention in OSAT.

4. Degree of managers’ culturally sensitive beliefs will be posi-
ively associated with average retention in OSAT.

. Methods

.1. Sampling frame and data collection

This study used Wave IV (1995) of the National Drug Abuse Treatment Ser-
ice  Survey (NDATSS). NDATSS is a longitudinal study examining the organizational
tructure and characteristics of OSAT units in the United States (for information on
DATSS, see Adams and Herringa, 2001). Wave IV was  selected for this study because

t  included a series of questions measuring organizational practices and managers’
ulturally sensitive beliefs regarding cultural competence in OSAT. The sampling
rame included several national lists of substance abuse treatment providers. Sam-
ling was  stratified by treatment modality, ownership, and organizational affiliation.
he total sample included 618 treatment units or programs.

.2. Analytic sample

Because we are interested in examining the relationship between cultural com-
etence and outcomes among African American and Latino clients, we  limited the
ample to OSAT organizations that served a significant proportion of African Amer-
can and Latino clients (demarcated at 20% and 15% respectively). These cut offs
epresent the national average proportion of African American and Latino clients
n  OSAT units (see SAMSHA, 2007). Considering only diverse units, the resulting
nalytic sample included 363 OSAT programs.

.3. Study variables

We examined two  dependent variables: (1) client wait time to treatment and
2)  client retention in treatment. Client wait time to treatment was  measured by
 single survey item representing managers’ report of the average number of days
lients wait to start treatment. Retention in treatment was  also measured using a
ingle survey item, in which managers were asked to estimate the average number
f months clients stay in treatment. Both variables are count measures in that they
epresent estimates of number of days or months, accordingly.
ol Dependence 119 (2011) e13– e22 e15

The independent variables in the study are two measures of organizational
cultural competence: culturally competent practices and managers’  culturally sensi-
tive  beliefs.  To develop the first measure, we identified 14 practices in the NDATSS
survey, drawing mainly from Brach and Fraser (2000) representation of organiza-
tional culturally competent practices and the National Standards on Culturally and
Linguistically Appropriate Services (Office of Minority Health, 2001). While these
practices do not encompass all culturally competent activities in an organization,
these two frameworks are widely used for conceptualizing and measuring cultur-
ally competent health care practices. A list of these practices is included in Table 1.
Items reflecting organizational practices included cross-cultural training, language
congruence, diversity of staff, and availability of same-race individual and group-
counseling (Brach and Fraser, 2000; Fisher et al., 2007). Similarly, items reflecting
managers’ culturally sensitive beliefs were included, as evidence suggests that lead-
ers can play a pivotal role in implementing and promoting culturally competent
practices (Aarons and Palinkas, 2007; Guerrero, 2010; Center for Substance Abuse
and Treatment, 2009).

Several control variables were included. These included organizational size (log
of  the total number of clients served during the past fiscal year); location (urban or
other); staffing resources (log of the ratio of staff to clients); service comprehensiveness
(total number of services offered by treatment organization); treatment modality
(outpatient counseling or methadone maintenance); ownership (private for-profit,
private nonprofit, or public); and affiliation (organization is freestanding or part of a
larger mental health or hospital setting). These variables were selected because they
have been shown to be associated with at least one of the treatment outcomes under
study in prior literature (Carr et al., 2008; D’Aunno and Pollack, 2002; Friedmann
et  al., 2003; Howard, 2003a; Jackson et al., 2006; McCaughrin and Howard, 1996;
Pollack et al., 2006).

2.4. Procedure and data analysis

2.4.1. Developing Rasch measures of cultural competence. A Rasch model was  used
to  investigate the extent to which the data were consistent with the postulated
latent construct of organizational cultural competence. The Rasch model relies on
fit statistics (Outfit and Infit) in order to describe the fit of the endorsement pat-
terns to an underlying Rasch model. Outfit captures the average mismatch between
the Rasch model and the data considering extreme values, while Infit measures the
central performance of each item (Linacre and Wright, 1999). Using this compar-
ative approach, Rasch modeling indexes items on their difficulty or probability of
endorsement (Wright and Masters, 1982). Items that have higher difficulty (lower
probability of endorsement) reflect more of the latent trait. This is analogous to con-
ventional measures of intelligence, in which the most challenging items are used
to  identify the most exceptional respondents. In Rasch modeling, when a partici-
pant endorses an item that is unlikely to be endorsed, it increases the participant’s
score.

To produce valid fit statistics, the Rasch model requires that items repre-
sent  one dimension and remain locally independent from each other (Wright
and  Masters, 1982). We examined the assumption of unidimensionality using
principal component analysis and tested local independence by computing the
Pearson correlations of respondents’ residual variance. We used WINSTEPS 3.0
software (Linacre and Wright, 1999) to test model’s assumption, to examine
item fit indices (Infit and Outfit), and to create two true interval scales rep-
resenting organizational cultural competence. Compared to other measurement
methods, Rasch true interval scales can strengthen the accuracy and statistical
validity of analysis and help achieve greater generalizability. The Rasch model
produces normally distributed true interval scales, which improve estimates in
multivariate regression analysis and allow greater generalization. By assessing
each  item’s difficulty, the resulting Rasch measure is not limited by the sample,
allowing for generalization to other similar populations (Embretson and Reise,
2000).

In  our study, items included organizational practices reflecting cultural com-
petence and managers’ culturally sensitive beliefs regarding cultural competence.
Items in both measures were introduced in dichotomous scales, as required by
the  Rasch model. For the culturally competent practices, 6 of the 14 items rep-
resenting practices were transformed to dummy variables using cutoff points
informed by conceptual expectations or empirical generalizations from nationally
representative samples. Similarly, survey items for managers’ culturally sen-
sitive beliefs were transformed from a five-point Likert scale, which ranged
from strongly disagree to strongly agree, to a dichotomous scale. Considering
their response distribution, we  collapsed strongly disagree, disagree, and neu-
tral  to represent “no support,” while “support” included two points, agree and
strongly agree.

The model produced two measures expressed in logits, creating a true inter-
val scale analogous to a “yardstick” (Embretson and Reise, 2000). We recalibrated
both measures to a mean of 50 and standard deviations of 10 to facilitate visual
interpretation and comparison. This resulted in scales that ranged from zero to 100,

representing a continuum of the degree of adoption of organizational practices and
managers’ beliefs.

2.4.2. Data analysis. STATA/SE (Version 11) was  used to conduct all analyses.
Multiple imputation was used to fill in missing values, as data were assumed
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Table 1
Descriptive statistics and response format.

Variables 1995 Response format

Rasch – culturally competent practices
Churches 72.43 1 = Unit has church follow-up

Spanish language 21.84 1 = Unit offers services in Spanish
Cross-cultural training > 6 h/yeara 45.79 1 = Unit staff receive training beyond 6 hrs a year
African  American director 9.01 1 = Unit has an African American director
Community leader 66.89 1 = Unit is connected with community leaders
Latino staff (f/t) >15%a 2.59 1 = Unit has Latino full time staff beyond 15%
Cross-cultural training > 50% staffa 60.84 1 = More than 50% of staff receive cross-cultural training
Ratio  of minority staff clients 1:2a 30.10 1 = Unit has a ratio of minority staff to minority clients of 1:2
Ratio  of AA staff/AA clients 1:7a 30.58 1 = Unit has a ratio of AA staff to AA clients of 1:7
Same-race counseling 45.62 1 = Unit offers matching staff and client by race
Single-race group 10.91 1 = Unit offers single-race group counseling
Latino  supervisor 5.86 1 = Unit has a Latino supervisor
Outreach for minorities 41.22 1 = Unit offers outreach for racial/ethnic minority clients
African American staff (f/t) > 15%a 5.98 1 = At least 15% of unit staff are full-time AA
Latino  director 7.28 1 = Unit has a Latino director
Ratio  of Latino staff/clients 1:7a 28.92 1 = Unit has a ratio of AA staff to AA clients of 1:7
African American supervisor 13.77 1 = Unit has an African American supervisor
Bilingual staff 45.17 1 = More than 11% of staff are bilingual

Rasch  – culturally sensitive beliefs
Providing Latinos w/special servicesa 81.83 1 = Support special services for Latinos
Knowing Latino historya 86.08 1 = Support that staff should know Latino history
Matching African American dialecta 89.81 1 = Support that staff should know AA dialect
Matching African American staff/clienta 60.67 1 = Support matching AA clients with AA staff
Matching Latino languagea 93.52 1 = Support that staff serving Latinos should speak Spanish
Matching Latino staff/clienta 67.79 1 = Support matching Latino clients with Latino staff

Regression model – dependent variables
Access to treatment, M (SD) 9.31 (18.99) # of days average client waits to enter treatment
Retention in treatment, M (SD) 9.38 (23.95) # of months average client stays in treatment

Regression model – independent variables
Unit’s cultural competence, M (SD) 43.32(10.85) Rasch composite measure of 14 practices considered culturally
Supervisor’s cultural sensitivity, M (SD) 56.28 (19.37) responsive; measure is standardized ranging from 0 to 100. Rasch

composite measure of 6 beliefs regarding the service needs of Latinos and
AAs; measure is standardized ranging from 0 to 100.

%  Public revenue, M (SD) 57.90 (37.52) % of total budget
Unit  size (number of clients), M (SD) 347(754) Number of total clients served past fiscal year
Staff  resources, Median (SD) 0.2(0.13) Ratio of staff to clients
Number of services, M (SD) 12.48 (6.77) Ranges from 0 to 26
Methadone (%) 30.10 1 = Unit is a methadone provider
Urban unit (%) 59.22 1 = Unit is within metropolitan area
For-profit (%) 13.60 1 = Unit is for-profit
Nonprofit (%) 58.45 1 = Unit is nonprofit
Public (referent) (%) 27.95 1 = Unit is public
Unit in hospital (%) 16.64 1 = Unit is affiliated with hospital
Unit in mental health facility (%) 21.49 1 = Unit is affiliated with mental health center
Free-standing unit (referent) (%) 61.87 1 = Unit is free standing

Note: AA, African American.
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a Item was  transformed to dichotomous scale.

o be missing at random (Little and Rubin, 1987; Rubin, 1987). Each miss-
ng value was replaced with five plausible values using the Markov Chain

onte Carlo (MCMC) method (Schaefer, 1997). The highest rate of missing
ata for any variable in the sample was approximately 16%. Five imputed
ata sets were developed, merged, and analyzed using STATA’s ICE and MIM
ommands.

We  examined the cross-sectional relationship between cultural competence
nd the two dependent variables, average retention and average wait time. Our
reliminary analyses indicated two  issues with the wait time measure: (1) signif-

cant variability, also referred as overdispersion, and (2) a high proportion of zero
alues reported (62% of sample). To address this issue, a Poisson distribution was
ssumed with a log link function, an overdispersion parameter, and a specification
hat allows for a higher-than-expected number of zero values. The zero inflated
oisson (ZIP) model estimates two  separate processes—a logistic approach which
ttempts to estimate the probability of the event occurring or not (i.e., waiting
or  treatment or not), and a Poisson approach that attempts to explain variation
n  counts among those who experienced the event (i.e., number of days waiting
mong those individuals who  waited to enter treatment). In other words, The ZIP
odel uses logistic regression to obtain the probability of whether or not a respon-
ent reported zero wait, and a regular Poisson distribution to model variation in
he  number of days waited by those who reported wait time (Afifi et al., 2007). To
stimate a model for the second outcome, retention, a regular Poisson model was
sed.
3. Results

3.1. Measurement of organizational cultural competence

3.1.1. Culturally competent practices. The results of the Rasch anal-
yses are presented in Table 2. The organizational practices measure
produced an eigenvalue of 1.9, with an unexplained variance of
5.9%, as reported by the principal component analysis in WIN-
STEPS 3.0. Four items included in the initial measure were removed
because their reported fit indexes, mean square residuals (MNSQ),
were beyond the acceptable range of 1.4, thus violating the local
independence assumption. These practices included Latino direc-
tor, Latino staff/client ratio, African American supervisor, and
bilingual staff. The item representing the presence of Spanish-
speaking staff had a MNSQ value that was marginally outside the
acceptable range. However, it was retained due to its conceptual

importance for the study. After removing these items, the measure
demonstrated adequate fit, with all Infit and Outfit MNSQs within
the acceptable range of 0.6–1.4. In the final model, the Cronbach
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Table 2
Fit and prevalence of culturally competent practices and culturally sensitive beliefs.

Frequency (%) Latent trait score Infit Outfit

MNSQ ZSTD MNSQ ZSTD

Culturally competent practices
Churches 72.43 29.09 1.09 1.7 1.21 2.5
Spanish language 21.84 45.84 1.07 1.8 1.17 2.9
Cross-cultural training > 6 h/year 45.79 35.75 1.06 1.6 1.09 1.6
African American director 9.01 67.44 1.05 0.5 0.96 −0.1
Community leader 66.89 32.20 1.02 0.5 1.03 0.5
Latino staff (f/t) >15% 2.59 50.01 1.02 0.6 0.98 −0.2
Cross-cultural training > 50% staff 60.84 43.94 1.01 0.3 0.99 −0.3
Ratio  of minority staff/clients 1:2 30.10 51.08 0.99 −0.2 1.01 0
Ratio  of AA staff/AA clients 1:7 30.58 50.81 0.96 −0.8 0.99 −0.1
Same-race counseling 45.62 42.72 0.93 −2.2 0.96 −0.9
Single-race group 10.91 64.34 0.95 −0.5 0.71 −1.8
Latino supervisor 5.86 71.52 0.94 −0.4 0.8 −0.7
Outreach for minorities 41.22 44.82 0.94 −1.8 0.89 −2
African American staff (f/t) 15% 5.98 49.49 0.93 −1.7 0.91 −1.3

Culturally sensitive beliefs
Providing Latinos w/special services 81.83 47.12 1.33 5.3 1.41 5.9
Knowing Latino history 86.08 43.24 1.11 1.8 1.13 1.8
Matching African American dialect 89.81 38.20 0.97 −0.4 1.01 0.87
Matching African American staff/client 60.67 67.60 0.84 −2.9 0.88 −1.4
Matching Latino language 93.52 33.10 0.87 −2.1 0.72 −2.9
Matching Latino staff/client 67.79 61.76 0.82 −3.4 0.84 −2.4
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ote: Lower score in the latent trait score column reflect practices more programs re
ractices or beliefs Infit and outfit MNSQ values between 0.60 and 1.40 reflect adeq

lpha was 0.79, and item separation was 11.10, meaning that par-
icipants were able to differentiate each practice in their responses.
roper fit can also be evaluated using standardized Z scores (Smith
nd Miao, 1994). While three items reported a Z score larger than

 (follow up with churches, Spanish-speaking staff, and same-race
ounseling), they were retained because the items were conceptu-
lly relevant.

The final measures of organizational cultural competence are
ncluded in Figs. 1 and 2, which include a visual representation
f three values regarding each practice or belief: (1) prevalence,
2) difficulty or likelihood of endorsement, and (3) measurement
recision. The size of the “bubble” represents the percentage of
anagers who reported offering the practice or supporting a belief,
ith larger bubbles indicating more prevalent practices/beliefs.

cores in the Y axis indicate difficulty, or the item’s likelihood
o be endorsed by managers. Unlike the descriptive measure of
revalence, which represents the percentage of units offering the
ractice, difficulty or likelihood of endorsing an item is a psy-
hometric measure that is weighted by respondents’ pattern of
ndorsement of a latent trait. Hence, for culturally competent prac-
ices, more difficult to endorse practices or beliefs (higher values
n axis Y) will receive a higher score representing endorsers’ higher
egree of cultural competence. Remember that this measure is
nalogous to measures of intelligence, in which the most challeng-
ng items are used to identify the most exceptional respondents.
inally, scores in the X axis show measurement precision repre-
ented by the psychometric fit of each practice and their proximity
o one, the optimal value.

Fig. 1 highlights the final scale of culturally competent practices
ith all items falling close to the optimal measurement precision

ange. Endorsement of these practices ranged widely. From this
ange, three major categories of organizational practices tended to
ndorsed in tandem: (1) community services and cross-cultural
raining, (2) racial/ethnic representation among treatment staff,

nd (3) diversity within management-level positions. These ser-
ices were most likely to be endorsed, followed by the cluster
f items reflecting employment of minority treatment staff. Yet,
mployment of minorities in management positions (Latino super-
sing. Lower numbers are less representative of the concept of culturally competent
t to the Rasch model. AA, African American.

visor and African American director) were among the items least
prevalent and least likely to be endorsed, while the most frequently
adopted and endorsed practices included involving community
leaders and offering cross-cultural training for staff.

3.1.2. Managers’ culturally sensitive beliefs. Managers’ culturally
sensitive beliefs,  the second measure of organizational cultural
competence, reported adequate psychometric properties with-
out having to exclude any item. In contrast to the organizational
practices measure, this measure met  the assumptions of unidi-
mensionality and local independence, allowing the use of all six
original items. The principal component analysis (not presented
here) showed that the eigenvalue for the first factor of this model
was 1.9 and the unexplained variance was  6%, suggesting unidi-
mensionality. In addition, Pearson correlations were below 25%,
indicating local independence. Except for providing Latinos with
special services, the Infit statistics were all within the acceptable
range (0.6–1.40), but reported a wider range than the better-fitting
measure of organizational practices. Additionally, managers’ beliefs
achieved an item separation of 10, suggesting that managers ade-
quately differentiated these beliefs. Also, while the measurement
precision of managers’ culturally sensitive beliefs spread more widely
than those of organizational practices, beliefs reported a higher
Cronbach reliability coefficient of 0.99.

Fig. 2 displays a second bubble chart highlighting the preva-
lence among culturally sensitive beliefs (bubbles of similar size) and
the significant variability in measurement precision. The difficulty
scale reveals that while matching language to serve Latinos and
matching dialect to serve African Americans were the best-fitting
and most prevalent beliefs, matching treatment staff and clients
based on their racial/ethnic background was the least common and
more difficult item to endorse.

3.2. Relationship of organization cultural competence to

outcomes

Table 3 presents the results of regression models to predict aver-
age wait time and average retention in the NDATSS sample of OSAT
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ig. 1. Bubble chart of the 14 linguistic and culturally competent practices. Note:
utpatient substance abuse treatment system. Greater scores in the vertical axis 

orizontal axis indicate a more precisely measured item.

rganizations. The results of the regression models provide only
artial support for our study hypotheses. In the case of both out-
omes, only the measure of managers’ culturally sensitive beliefs was

 significant predictor.
The study findings suggest that one of the two dimensions

f organizational cultural competence—managers’ culturally sen-

itive beliefs—was significantly associated with average wait time
o entry to substance abuse treatment. The managers’ beliefs scale
as related to decreased average wait time to substance abuse
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size of the bubbles reflects the overall reported prevalence of the practice in the
ent higher difficulty to endorse the practice, while Infit values closer to 1 in the

treatment entry (  ̌ = −0.008, p < 0.05). No association was  found
between organizational practices and average wait time to treat-
ment entry. The variables included in the ZIP model to predict
the probability of a program having no wait time showed that
methadone programs were less likely to report no wait time
than non-methadone-based programs (  ̌ = −0.466, p < 0.05). Pub-

lic programs were also less likely to report no wait than for-profit
treatment organizations (  ̌ = 0.913, p < 0.05). Among control vari-
ables in the model predicting wait time among programs reporting

Providing Latinos w/ Special 
Svcs

Knowing Latino History

1.1 1.2 1.3 1.4

 Rasch Model

e bubbles reflects the overall reported prevalence of the culturally sensitive belief
epresent higher difficulty to endorse the belief, while Infit values closer to 1 in the
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Table 3
Poisson regressions on clients’ wait time and retention in treatment in 1995.

Outcome variables

Wait time (number of days waiting) Retention (number of months)

 ̌ (SE) C.I.  ̌ (SE) C.I

Independent variables
Culturally competent practices −0.001 (0.009) −0.019 0.018 0.001 (0.001) −0.002 0.002
Culturally sensitive beliefs −0.008 (0.004)* −0.016 −0.001 0.002 (0.001)** 0.001 0.004
Control variables
% Public revenue 0.129(0.296) −0.461 0.721 0.025 (0.043) −0.060 0.111
Unit  size (number of clients) 0.063(0.141) 0.215 0.341 0.013 (0.007)* −0.001 0.028
Staff  resources −1.146(0.726) −2.572 0.280 0.126(0.089) −0.049 0.301
Number of services 0.029(0.015)+ −0.002 0.059 −0.004 (0.002)** −0.008 0.001
Methadone −0.082(0.177)* −0.430 0.266 −0.174(0.040)*** −0.254 0.094
Urban unit 0.468(0.197) 0.081 0.855 −0.024 (0.019) −0.063 0.015
Ownership
For  profita −0.305 (0.478) −1.278 0.667 0.006(0.041) −0.074 0.086
Non-for profita 0.313(0.179)+ −0.038 0.665 −0.019 (0.028) −0.075 0.035
Affiliation
Unit  in hospitalb −0.278 (0.354) −0.977 0.420 −0.048 (0.046) −0.139 0.044
Unit  in mental health facility −0.369 (0.206) −0.776 0.039 0.017(0.025) −0.032 0.066
Constant 2.91 (0.472) 1.979 0.039 −0.051 (0.075) −0.199 0.097
Observation 363 363

Note. Unstandarized parameter estimates, with robust standard errors in parentheses from two  tailed tests.
a Public is the referent.
b Free standing unit is the referent.
+ p < .10.
*
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p < .05.
** p < .01.

*** p < .001.

t least one day of wait, the number of services provided by OSAT
rganizations was marginally positively associated with wait time

 ̌ = 0.029, p < 0.10), suggesting that the more comprehensive the
reatment program, the longer the average wait time to enter it.

Similar to the findings for wait time, only one of the two  dimen-
ions of organizational cultural competence—managers’ culturally
ensitive beliefs—was significantly associated with average length of
etention in substance abuse treatment. The managers’ beliefs scale
as associated with an increase in average retention (  ̌ = 0.002,

 < 0.01). The organizational practices measure was  not associated
ith average retention. Three of the study’s control variables were

ignificantly related with average retention. Unit size was posi-
ively associated with average retention (  ̌ = 0.013, p < 0.05) while
umber of services provided and the provision of methadone were
egatively associated with average retention in treatment (respec-
ively,  ̌ = −0.004, p < 0.01;  ̌ = −0.174, p < 0.001).

. Discussion

.1. Measurement of cultural competence

In this study, we developed measures that aimed to gauge OSAT
rganizations’ cultural competence along two dimensions: orga-
izational practices and managers’ culturally sensitive beliefs.  This
easurement process enabled us to identify the specific cultur-

lly sensitive beliefs and culturally responsive practices, included
n this study, that were most likely to be endorsed by managers.
t the same time, we identified the set of practices that tend to
e offered in tandem by OSAT organizations. While earlier mea-
ures of organizational cultural competence have tended to rely on
ndex count measures that weigh each practice equally and assume
o measurement error, the Rasch model allows for a more sophis-
icated evaluation of items that considers how likely a particular

ractice or belief is to be used by an organization and with what
ther practices or beliefs it will most likely be used in tandem.

Our results find that OSAT organizations were most likely to
ffer a cluster of practices that included training staff on cross-
cultural issues, matching race/ethnicity and language of staff and
clients, and community involvement in treatment. In contrast,
racial/ethnic minority representation at the management level was
the cluster of practices least likely to be present in OSAT. These
findings are not particularly surprising. Cross-cultural training
and community involvement are practices that many organiza-
tions may  find easier to implement, while research suggests that
recruiting qualified racial and ethnic minority staff to manage-
ment positions is a challenge for many organizations in social
services organizations (Howard, 2003a,b). Yet, the need to increase
the representation of racial and ethnic minority leadership in
OSAT organizations remains a concern, as research suggests that
it can improve implementation of culturally competent practices
(Guerrero, 2010; Harper et al., 2009; Office of Applied Studies,
2009). Moreover, our results indicate that while many organi-
zations reported using race/ethnic matching of staff and clients,
relatively few reported having racial and ethnic minority staff
representation greater than 15%. It is unknown whether OSAT orga-
nizations with a short supply of staff members from racial and
ethnic minority groups face difficulties in consistently implement-
ing race/ethnic matching.

Interestingly, OSAT organizations showed much less variation
in their endorsement of specific beliefs regarding cultural compe-
tence than in their use of particular culturally competent practices.
This may  reflect the reality that OSAT organizations may not be
able to actually implement all of the practices they feel would be
beneficial to racial and ethnic minority clients. Yet, although rather
subtle differences, managers were more likely to believe that spe-
cific knowledge about racial and ethnic minority groups was more
important for successful treatment than the actual race/ethnic
background of the treatment staff. For example, managers were
more likely to endorse the need to provide treatment in clients’
language and/or dialect than the need to match clients and staff by

race and ethnicity. This finding is of particular interest in light of
the finding that matching staff and clients by race and ethnicity was
one of the most commonly used practices among OSAT organiza-
tions. Perhaps this suggests that while managers do not believe that
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roviding same race/ethnic matching is essential for effective treat-
ent of a racial or ethnic minority client, same race/ethnicity staff
ay  be more likely to have in-depth knowledge of the language,

ulture, and history of the client.
Overall, the study findings indicate the need to increase the

verall adoption of culturally competent practices in OSAT. Best
stimates suggest that while more than 50% of clients belong to an
thnic minority group, 85% of treatment staff are white (Mulvey
t al., 2003). In addition, less than one half of organizations train
heir staff on cross-cultural issues and less than a third offered
reatment in Spanish. In light of the growing racial and ethnic
iversity in OSAT clients, there is a continuing need to enhance cul-
ural competency—as reflected in more aggressive recruitment of
acial and ethnic minorities to positions among treatment staff and
nvestment in programs’ capacity to recruit and retain promising
ulturally diverse leaders. It is also necessary to increase cross-
ultural training for the non-minority workforce—both staff and
eadership.

.2. Relationship of cultural competence to treatment outcomes

The study findings suggest that organizational cultural com-
etence may  play an important role in reducing wait time and

ncreasing retention in OSAT organizations serving Latinos and
frican Americans. Managers’ culturally sensitive beliefs—one of two
imensions of organizational cultural competence included in the
tudy—was linked to both average client wait time and reten-
ion. There are at least a few possible reasons why only managers’
ulturally sensitive beliefs proved important in predicting these
utcomes.

One possibility is that managers’ beliefs serve as a kind of proxy
or the quality of implementation of culturally competent prac-
ices in OSAT organizations. Managers who more strongly endorsed
elief in the importance of culturally competent practices may  also
e more committed to their adoption and implementation in their
rganizations. Whereas the scale of organizational practices mea-
ures what practices have been adopted, the scale of managers’
ulturally sensitive beliefs gauges how important organizational
eaders believe implementation of such practices is for effective
reatment with racial and ethnic minority clients (Guerrero, 2010).
his line of thinking relates to recent literature examining the
mplementation of evidence-based practice in substance abuse
reatment, which has made an important distinction between
doption and implementation of evidence-based practices (Roman
nd Johnson, 2002). Whereas adoption indicates organizational use
f given practice, implementation gauges the extent to which the
ractice is received by clients for whom it is appropriate.

It also possible that the relationship we found between man-
gers’ beliefs and client outcomes is a spurious one. Because our
nalysis was cross-sectional, we cannot eliminate the possibil-
ty that some other unmeasured organizational factor could be
elated to both managers’ beliefs about cultural competence and
ur outcomes of interest. Despite having controlled for many orga-
izational factors that have been linked to wait time and retention

n the literature, it is possible that certain organizations—perhaps
ue to some unmeasured aspect of quality—could be more likely to
mploy culturally sensitive managers and to have better treatment
utcomes.

The findings that managers’ beliefs about the importance of
ultural competence in influencing wait time and retention are
ongruent with prior research. Organizations with greater levels
f cultural competence may  be able to better assist clients in navi-

ating the intake process and facilitating quick entry to treatment.
s research suggests that members of racial and ethnic minority
roups may  face special barriers to treatment, including linguis-
ic challenges and limited knowledge of payment systems and
ol Dependence 119 (2011) e13– e22

processes (see Institute of Medicine, 2003; Agency for Healthcare
Research and Quality, 2008), programs that are better attuned and
responsive to client needs may  be more likely to produce shorter
wait times. Moreover, the finding that increased organizational cul-
tural competence is associated with retention is congruent with
studies in other areas of health care, which have found that staff
investment in culturally responsive treatment was linked to suc-
cessful retention for racial and ethnic minorities (Betancourt, 2006;
Sue et al., 1991).

4.3. Study limitations

One limitation of this study relates to the use of data aggregated
at the organizational level. The NDATSS survey did not collect data
on individual clients, but instead obtained reports by supervisors of
client averages. This impacts our analysis in at least two  ways. First,
collection of data via supervisor reports of mean client estimates is a
rough indicator of outcomes and provides no information regarding
client-level variability in each organization. Second, we  are unable
to disaggregate client data by race and ethnicity. As such, we  could
not limit our analysis to African Americans and Latinos, the popu-
lations of interest in this study. While we could not exclude whites,
non-Latinos, and other racial groups from the study, we were able
to limit our sample to include only organizations that reported a
past-year client base of at least 20% African American or 15% of
Latino clients. Collection of data via supervisors also increases the
bias associated with social desirability, which can compromise the
validity of responses. To reduce the effect of inaccurate responses,
survey administrators corroborated responses between supervi-
sors and directors (Adams and Herringa, 2001). Another potential
limitation of the study is the age of the data; Wave IV of NDATSS was
collected in 1995. Yet, this is the only national survey with compre-
hensive data on cultural competence in substance abuse treatment.
These data allowed us to offer preliminary baseline measures of
practices and beliefs to inform future directions for measurement
of cultural competence. Finally, it is important to note that the two
outcomes of interest—wait time and retention—are aggregate mea-
sures based on supervisor estimates. Survey administrators made
several efforts to encourage accurate reporting of these variables,
including providing questions to respondents in advance of the
interview; checking for clear discrepancies across questions (for
example, comparing reports of wait time with reports of wait lists);
and following up with respondents to address these issues. Despite
these efforts, it remains possible that some supervisors made inac-
curate estimates.

4.4. Conclusions and implications for further research and policy
development

In this paper, we  developed empirically derived measures
of organizational cultural competence and, using a nationally
representative sample, tested its utility in predicting important
treatment outcomes in OSAT. Cultural competence in the OSAT
system relies on providing cross-cultural training, involving spiri-
tual and other community leaders connected to racial and ethnic
minority populations in treatment, and matching staff and clients
based upon racial and ethnic background when possible. Fewer
OSAT organizations reported significant representation of racial
and ethnic minorities in staff and leadership positions, poten-
tially reflecting difficulties in hiring and retaining such staff. While
programs may  adopt culturally competent practices, managers’
culturally sensitive beliefs appear to have limited but significant

influence on treatment outcomes. Cultural sensitivity may  repre-
sent a domain-specific capacity in managers to reduce the barriers
that clients from racial and ethnic minority groups face to enter
and remain in outpatient substance abuse treatment. Such findings
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re of particular importance when considered within the context
f prior research, which has documented the importance of rapid
ntry to treatment in facilitating access and the role of retention in
educing addiction severity.

Further research is required to corroborate and expand upon
he findings of the current study. It could be useful to examine
he testing and application of these measures with other sam-
les of treatment organizations, with varying treatment modalities
nd populations. Further, there is a need for additional research
o understand the mechanisms by which managers’ culturally
ensitive beliefs are related to client wait time and retention in
SAT organizations. While this paper has demonstrated a relation-

hip between managers’ beliefs and these outcomes, the reasons
or this relationship are not revealed in this study. We  suspect
hat managers’ beliefs may  moderate the relationship between
se of culturally competent treatment practices and outcomes
y influencing the quality of implementation of these practices.
lthough such moderational analysis was beyond the scope of

he current paper, testing these interactions, as well as multilevel
rogram–client effects would allow for a more explicit examina-
ion of the impact of the context of OSAT programs on the response
f racial and ethnic minorities to treatment.
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