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| STATISTICAL AND CONTEXTUAL OVERVIEW

Of al themanifestationsof ill healththat areseenin Aboriginal peoples, thereality of substance
abusemay illustratethemost convincingly, theneed for aconvergenceof thefour componentsof
well-being - physical,emotiond, spiritual and mental - inensuring thehealth of acommunity and
aperson. InAboriginal tradition, thehealthandwell-being of anindividual flows, inlargepart,
fromtheheal th and social make-up of thecommunity.* Thisinfersthat not only must substance
abusebeunderstoodintermsof social behavior, but that itssolutionsliein collectiveaction of the
communities.

Substance abusehasbeen described asamanifestation of *alienation’ of Aboriginal peoples,
whereby their traditionsand stylesof lifearesignificantly different from, and not accommodated
by thepatternsof Canadiansociety.? Theresultsof theenormouscultural changesuch asthat

inflictedupon Aborigina peoplesby Europeaninvasion, areacauseof disorientationandanxiety
whichpervadestheinner reachesof thehuman spirit.2 Althoughadirect connection between
cultura changeand preva enceof substanceabuse (and other formsof ill health) inscientifically
validatedtermsisrare, studieshavelinked ratesof alcoholismandviolencein Aboriginal

communitiestothedeclineof traditional modesof livingfromenvironmental impactssuch asthat
from mercury contamination and major hydroel ectric development* Theseobsarvations, andthe
contemporary history of socio-economic conditionsamong Aboriginal peoplesuggest that
substanceabuseisacoping strategy for poverty, unemployment, poor health, low educational

levels,low or absent community economic devel opment, and negativeresidential school
experiencesand other imposed actionswhich servedto break apart familiesor relocatewhole
communities. Initsfina report, theRoya CommissononAborigina Peoples (RCAP)identified
thethreedimens onsof community healththat need to bechanged sothat thehea thandwell-being
of Aboriginal people can be improved:

C poverty and social assistance
C shelter, water and sanitation facilities, both individual and community infrastructure
C environmental conditions, including pollution and land and habitat degeneration.®

Althoughtheabovetheory of thepsycho-socia and economicoriginsof substanceabuseiswidely
accepted, other suggested theorieshavebeen advanced, including that Aboriginal peopleshave
aninherent geneticand biological basisfor al cohol addictions, or that theuseof alcohol isa
cultural-basedattempt toseek “visions’ inaltered statesof consciousness® Theeffectsof the
introduction of alcohol by Europeanexplorers, fur tradersand merchantshavebeen described as
similar tothosefrom smallpox and other infectiousdiseases, inthat Aboriginal peoplehadno
immunity toalcohol. Inthiscontext, immunity would havebeen aff orded by social normsand
experiencesthat woul d haveprovided protection against over-consumption.” Substanceabuse
thencanflourishif thereareno societal valuesthat view such abuseasnegativeor destructive
behavior, particularly if society istolerant of the use of intoxicants.



Kim Scott’ sresearch hasitemized thereasonsthat Aborigina peoplehavegivenfor substanceuse
or abuse. Theseincludesocia pressure, useasacoping strategy, cultural |oss, defiance, boredom,
andthesdlf-fulfilling prophecy that “ drinkingisIndian.”® Analcohol anddrugabusestudyin
Saskatchewanincluded consultationwithNNA DA P proj ect staff onthe subj ect of thecausesand
consequencesof itsabuse. Therespondentsrankedthefollowing pre-determinedfactorsinorder
of importance (most important to least important):

lost cultural identity

poverty and unemployment

lack of social opportunities

low education levels

availability of the intoxicant

lack of recreational opportunities

peer group pressure, and

family pressure.’

D OO OO OO

A largestudy on predictorsof substanceuseamong studentsinasmall urban community in
Manitobafoundthat thenumber of friendsthat adol escentsreported asusing drugswasthe
strongest predictor of substanceuse(al cohol, drugs, solvents) for both Aboriginal and non-
Aboriginal students. Peer attitudeal sowasapredictor of all typesof substanceabuseamong
Aboriginal students.

Epidemiology

Social indicatorscomprisethemain sourceof datafromwhichresearchershavedescribed
substanceabuseanditseffects. Of these, themost commonindicatorshavebeen Aboriginal

mortality and morbidity, specifically thehighratesof deathfrominjury and poisoningincluding
suicide, and a cohol-rel ated diagnosesand discharges. Other commonly cited social indicators
include rates of incarceration and alcohol sales.

Surveysonal cohol and drug useareamoredirect method of obtaininginformationinthisarea,
however, published survey researchrarely discussesthevalidity andreliability of thesurvey
instrumentsused. Other limitationsto survey dataincludepoor responsedueto apathy or non-
participation, western-Aboriginal cultural differenceswhichcomplicatecommunications, data
collectionandinterpretation, heterogenicity (of Aborigind origins) inthegroupingwhichmakesup
asurvey sample, andandanoverall |ack of identification or participation of urban Aboriginal
populations in national surveys.!*



1. Alcohol Use

Alcohol consumptionhasbeenidentified asamajor problemin Aborigina communities, both
through research surveysand duringthe RCA P consultation process. A survey conductedin57
First Nationscommunitiesin Manitobain 1984-85 used arating scaefrom* no problem” to“magjor
problem” toratemental health problems. Eighty-six percent of thecommunitiesrated alcohol
abuseasamajor or seriousproblem. Solvent abusewasreported asamajor problemin 7% of
thesecommunities. Anindicationof themagnitudeof socid dysfunctioninthesecommunitieswas
suggested by thehigh percentage of communitiesreporting other problemsasaconcern: anxiety
(72%amagjor concern), genera violence(70% major), spousal abuse(69% seriousor mgjor) and
child abuse (51% serious or major).%?

Theresultsof theM anitobasurvey wassubstantiated by the 1991 A boriginal PeoplesSurvey
whichfoundthat 73% of Aborigina personson reservesand settlementsthought that a cohol abuse
wasaproblemintheir community. Aswell, family violencewasaproblemin44%, drug abusein
59% and suicide in 35% of these responses.’®

AnOntariostudy using 1985-86 dataquantified a cohol consumptionincounties, and compared
those countieswith reservestothosewithout reserves* Countieswithreserveshad anincreased
alcohol consumptionratecompared totheremaining counties. Usingregressionanalysis, the
presenceof reservesexplained 25% of thevariationinal cohol consumptionintheprovince. A
further 35% of thevariationwasexplaned when adding in socio-economicand demographic
variables. Therewasadirect relationship between decreasing incomelevel and al cohol
consumption, asevery extra$1,000inincometax per returnwascorrelatedwitha0.3litre
reduction in absolute alcohol consumption.

TheAPSquestioned Aboriginal peopleabout their consumption of alcohol, and hasprovided
interesting results, inthat ahigh usageof al cohol wasnot reported. Thesurvey whichisbasedon
sef-reportshasshownthat alower proportion of Aborigina peoplethan Canadiansgenera ly drink
daily (2% Aboriginal versus 3% other Canadians) or weekly (35% Aboriginal versus46% other
Canadians). Aswell, abstinenceisa most twiceascommon among Aboriginal people(15%
Aboriginal versus8% Canadian). Furthermore, the APSshowed that al cohol consumptionis
hi ghest among thosewith themost education and income, among men, andintheagegroups
younger than55yearsof age® Similar resultsinwhich abstinencewasmorecommon among
Aboriginal peoplewasseeninsaf-report surveysintheY ukon'®andin Creecommunitiesin
northernQuebec.!’ Theselatter tworesearchinitiativesal sofound that among personswho
consume alcohol, heavy drinking was more common than moderate consumption.

IN 1984, the Federation of Saskatchewan I ndiansconducted asurvey of alcohol and drug use
among 898 adultsand 385 high school adol escents, wholived either onor of f reserve. Intotal,



39 of 68 bandsacrosstheprovinceweresurveyed. Amongtheadult population, 83.9% had used
alcohol inthepast year, and 34.6% reportedregular drinking. Binge, chronicor problemdrinking
wasreported by 37.7%. Intheadol escent population, althoughtheusageof a cohol inthepast
year washigh (74.2%), only half asmany reported regul ar drinking aswiththeadult popul ation
(14.8%) and a cohol abuse, asmeasured by binge, chronicor problemdrinkingwasseenin11.4%
of these self reports.

The Northwest TerritoriesHeal th Promotion Survey in 1989 which provided agrouping of 1nuit
and Denerespondentsreported apreva enceof non-drinkersand heavy drinkersintheAborigind
population.’® Thiswasconfirmedinthe1996 edition of thesurvey, asonly 60.1% of NWT
Aboriginal personsstatedthat they had drank al cohol inthe past year (compared to 85.2% among
non-Aboriginal persons) and heavy drinkingwasreportedin 33.0% of Aboriginal persons
(comparedto 16.7%inthenon-Aboriginal population).° Inasimilar vein, the APSfoundthat
withintheAboriginal sub-groups, Inuitweremorelikely toreport abstinencethanthelndian or
M etisgroups. Inuita sodifferedfromthelndianand Metisinthat they most oftenreported that
alcohol abuse was not a problem in their communities.®

Althoughthereasonfor thediscrepanciesbetweenthelevel of concernexpressed about a cohol
abuseandtheself-reporting of consumptionthat hasbeenreportedinthissectionisunknown,
possi bleexpl anationscoul dincludedrug education and treatment program success, community
normswhich preclude substanceabuseor conversely, anunder reporting of consumption by
respondents.

2. Drug Use

Thereislittleavailableinformation ontheuseof prescriptionorillicit drugsby Aborigina people.
Aswill becovered bel ow under treatment centres, thereappearsto beanincreasing use of
narcoticsand prescription drugsinclientsadmittedintotreatment, however useof thesesubstances
has historically been secondary to alcohol consumption.

The1989 Northwest TerritoriesHea th Promotion Survey reported that amongthel nuitand Dene
respondents, 30% of men and 16% of women used cannabisinthelast year beforethesurvey.?
Inthe 1996 edition of thesurvey, unlikeal cohol, use of marijuanaor hashwasgreater for
Aboriginal persons (27.3%) compared to non-Aboriginal persons (10.8%).%2

A comprehensiveand largesurvey on Aboriginal drug abusewasconductedin Manitobaand
comprised Aboriginal (Indianand Metisresidentsoff reserve) and non-Aborigina adolescents?*
Thestudy accumulated dataonfour consecutiveyearsfrom 1990to 1993. Inthefourteen (non-
alcohol) drug groupingswhichwereinvestigated, the Aboriginal group had consi stently higher
usage rates(expressed aspercentages). Inparticular, theseincreased rateswerestatistically
significantineither threeor dl four yearsfor marijuana, non-medical tranquilizers, non-medical
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barbiturates, LSD, PCP, other hallucinogensand crack. For both L SD and marijuana, thefour
year Aboriginal averageutilizationwasover threetimeshigher than the corresponding non-
Aboriginal utilization.

TheFSIN study in 1984 al solooked at theissueof drug abuseamong theadult and adol escent
First Nationspopul ationin Saskatchewan.? Intheadult population, 57.3%reported using drugs
inthepast year, and 26.5% used themregularly. Interestingly, theadol escent resultsof druguse
weresimilar with57.3%and 19.1% usagerespectively. Drug abusewasmeasuredat 20.7%in
the adult populationand 8.7%inamong theyouth. Street drugsand over-thecounter drugswere
thefirst and second most of ten used substancesin both groups. Multipledruguse, aswell as
combined al cohol and drug use, wascommon. Overall, considering both a cohol and drug abuse
(and crossabuse), thestudy concludedthat chronicabuselevel s(regular consumptionof excessive
amounts of alcohol or drugs) were 15% for the adult group and 3% for the adol escents.

3. Solvent Use

A largeCanadian study onsolvent abusein Aborigina childrenandyouthinvolved 2,850 persons
from 25ManitobaAborigina communitiesand 70 Algonguinhigh school sfrom Quebec® Overdl,
20% of Manitobachildrenand 15% of Quebecyouth reported that they hadtried sol vent sniffing,
with 6% of theManitobagroup and 9% of the Quebec group revealing that they had used sol vents
past theexperimentation phase. A regular useof solventswasreported by 3% of Manitoba
childrenand 2% of Quebec adolescents. Themedian ageof solvent usersaveraged 12-13years,
in Manitoba however, children as young as 4-8 years old reported sniffing.

TheManitobastudy which reported drug abusein ManitobaM etisand | ndian adol escentsal so
investigated solvent abuse. Gluesniffingwashigher amongthe Aborigina group comparedtothe
non-Aboriginal groupsfor each of thefour years(1990-1993), and gluesniffingwassimilarly
higher in the Aboriginal group for three of the four years.

The 1984 FSIN study on substance abuseamong First Nationsin Saskatchewan reported that
18.8% of adolescentsinthesurvey had used solventsinthepreviousyear. Surprisingly, 11.3%
of the adult population also reported using some type of solvent.?®

INthe1996 NWT survey which asked about ahistory of solvent use(thesurvey popul ationwas
15yearsandolder, thereforethe survey asked about past behavior including childhood use), the
percentageof Aboriginal peoplewho had used solventswasparticularly high, at 19.0% (some24
times the national rate) compared to 1.7% among non-Aboriginal people.®

Profile of Solvent Users
A 1985 study by theNational Association of Friendship Centresresearched substanceabuse
amongurban Abarigina youth.® Thestudy foundthat almost half of sol vent usersbegan sniffing



solventswhenthey were4to11yearsold. Inorder of prevalence, thefactorsreportedto have
anassociationwith sniffingincluded al cohol and drug abuseinthehome, family conflict,
unemployment, malnutrition or neglect, financial hardship in the home and physical abuse.

Solvent abusershavebeen described asbeing moreoften boysthangirls(however femaesolvent
abuseisincreasing) who havestarted abusing at around 9-10years(theageat onset of use
appearsto bedecreasing), andwho havecomefromdysfunctional familieswithahistory of
addiction, and arelocatedinisolated communities. Furthermore, sol vent abusersoften suffer poor
gradesor drop out of school, and unemployment, illiteracy, poor housingand ahistory of
physical/emotional/sexual abuse is associated with their sniffing.3

The 1994 First Nationsand Inuit Community Solvent Abuse Survey questioned solvent abusers
inAborigina communities. Thesurvey foundthat most youth respondentsbeganto abusesolvents
whenthey were4to11lyearsold(49.3%) or 12to15yearsold(45%). Thesesolvent abusing
youthreported experiencinganumber of difficultiesintheir lives. About half faced neglect or
mal nutrition (43.5%), unemployment (51.7%) andfinancia hardships(42.3%) at home. About
two-thirdswereexperiencingfamily conflict (63.5%) or alcohol and drug abuse(67.2)%. Over
three quarters of the youth respondents (78.4%) also reported using alcohol .*?

4. Urban Substance Abuse

Thereisevenlessinformationavailableontheratesof substanceabuseamong urban Aboriginal

peopl e comparedtothat obtainedfor First Nationscommunities. The1985 study by theNational

Association of Friendship Centresfoundthat themajority of centresdid not havethecapability to
mail ntai nrecordson substanceabuseof clientsastheir clientswerevisitingthecentrefor other
reasons(employment, housing, education). However 56 of 84 participating centresinthestudy
didcompleteaquestionnaireontypesandlevel sof abuseamongtheir communities. These
respondentsdescribed severelevel sof abuseamongall ageandtarget groups, witha cohol being
theprimary substance. SeverewasclassifiedusingtheNNADA Pdefinition of “ abuseiscausing
individual stolosetheability to deal withthebasic concernsof living - seriousproblemsare
occurring in family life, at work, with the law, etc.”*

Substanceabusewasreported by centresamong thefollowing groupsintheir communitiesas
follows:

C 68% reported that abuse was occurring among children

89% reported that abuse was occurring among teenagers

96% reported that abuse was occurring among young adults

76% reported that abuse was occurring among pregnant women

77% reported that abuse was occurring among single women

77% reported that abuse was occurring among unemployed men

84% reported that abuse was occurring among chronic alcoholics

OO O OO OO



5.

77% reported that abuse was occurring among treatment clients
68% reported that abuse was occurring among the elderly

Mortality

Themost commonindicator fromwhichtoindirectly measure a cohol and other substanceabuse
istheprofileof mortality among First Nationspeople. Medical ServicesBranchof Health Canada
collectsannual dataondeathsof Registered Indiansby age, gender and cause. Althoughthe
methodsof datacollectionand popul ationssurveyed vary among theregionsof M SB whichlimit
inter-regional analyss, valuableinformationisavailableonnational statisticsandtrendsinFirst
Nations mortality.3*

Ananalysisof overall First Nationsmortality intheM SB databasefrom 1979 - 1993 hasshown:

C

crude mortality ratefor First Nationshasdeclined by 21.4%from 7.0 deathsper 1,000
populationto 5.5 deathsper 1,000 population. Ma eshavehigher crudemortality rates
than females, however this gap has been closing throughout this 15 year period.
the agegroup which experienced thelargest declineinmortality ratewhencomparing
1979-1983t01989-1993 datawas0- 1 years(45.1%decline), followed by the5- 14
years (38%), and 30 - 34 and 40 - 44 years (each 36%).

the age-standardized First Nationsmortality ratewas 1.6 timesthe Canadianratein 1993,
which was similar to the gap of 1.5 timesin 1979.

The prevalenceof violent deathinFirst Nationscommunitiesisregarded asoneof themost visible
expressions of substanceabuseinthispopul ation, andissupported by statistical correlations.®
The 15 year analysis of MSB data has shown®:

C

throughout the15year interval, theleading cause of deathintheFirst Nationspopul ation
hasremainedinjury and poisoning, eventhoughthiscategory hasseena37%improvement
inmortality ratesfrom 243 deathsper 100,000in 1979-1981 to 154 deathsper 100,000
populationin1991-1993. Injury and poisoningisthecatch-all category for deathsthat are
dueto accidental and/or violentincludingthoseasaresult of motor vehicleaccidents,
sui cide, poisoning/overdoses, drowning, fire, fall s, firearms, suffocation, exposure,
homicide, industrial accident and aircraft crashes.

for mal es, injury and poi soning deathshaveremai ned thel eading cause of death, although
ithasdroppedfrom42.8% of deathsin 1979-19811032.8%in 1991-1993. For these
sametwotimeperiods, femal edeathsduetoinjury and poisoning havedropped fromthe
primary causein 1979-1981 (26.1%) tothesecondary causein 1991-1993 (20.0%), as
circulatory disease deaths have gained more prominence.

withrespecttoage, in 1991-1993injury and poisoningwasthel eading causeof deathfor



theagegroup 1-44years. Thiscategory dropstoathirdrankingfor theyears45-64
years and to a sixth ranking for persons 65 years and over.

C Age-standardizedmortality ratesshow that theinjury and poisoning deathratewas 3.8
timeshigher inFirst Nationscomparedto the Canadian popul ationin 1991-1993. This
isvirtually unchanged from 1984-1988.

C intermsof potential yearsof lifelost (aquantitativeexpress on of theimpact of premature
deathonapopulation), overall in 1993 therewere46,037 yearslostin First Nations. Of
this, injury and poi soning accounted for 55.0% or 25,795 potential yearsof lifelost. On
thepositiveside, in1989-1993 compared to 1979-1983, 60.9% of thedeathsaverted
(duetoalowering of themortality rate) wasduetotheimpact of aloweredinjury and
poisoning death rate.

C aregiond analysisfor 1991-1993 hasshownthat inall regionsinjury and poisoning deaths
arerankedfirst, except the Atlanticand Ontari o regionswherethiscategory issecond
behind circulatory disease deaths.

A detailed analysis of injury and poisoning deaths has shown:

C iNn1991-1993, themost common causesof deathweremotor vehicleaccidents(40.5
deathsper 100,000 population), followed by suicide(38.0 deathsper 100,000 popul ation)
and poi soning/overdose(16.5 deathsper 100,000 popul ation). M otor vehicleaccidents
and suicides combined account for approximately half of all injury and poisoning deaths.

C in1991-1993, although suicideswerel essprevalent amongfemal e First Nationspersons
compared to males, more femal es died from poisoning/overdoses.

C the decreased rateof injury and poi soning deathsoverall (1979-1981 compared to 1991-
1993) isduetoimprovementsintheratesof death from motor vehicleaccidents(39.4%
improvement), drowning (56.8%improvement), fires(44.3%improvement) andfirearms
(78.3% improvement). The death rate due to suicide has not changed, and the
poisoning/overdose death rate has increased two fold.

C suicideratesintheyouth (agegroup 1 - 14) haveincreased by 44.8% when comparing
1979-1983 datato 1989-1993data. Thishasbeen balanced by marginal improvements
intheagecategories15-44years. Themajority of suicidesoccurinthe15- 24 age
group, followed by the 25 - 44 age group.

C themajority of poisoning/overdosedeathsoccur intheagegroup 25-64 years. Inthetime
periods1979-1983 and 1989-1993, theserateshaveincreased significantly inthe65+ age
group (3.6times), the45-64 agegroup (2.6 times) and the 25-44 agegroup (1.8times).

C suicidedeathsamong First Nationsarestaggeringly higher thanfor other Canadians. For
femal esaged 15-24 years, thesuicideratein First Nations(35.0 deathsper 100,000
popul ation) wasalmost 8timesthe Canadianrate. For thesameagegroup of males, the
First Nationsrate (125.7 deathsper 100,000), theratewasover 5timesthe Canadian
rate. Inthe25-34 agegroup, thedisparity isreducedto4.5timesgreater for First Nations
femalesand 3.5timesfor First Nationsmales. Whereastheratefor personsyounger than



15 yearsof ageiszerointhegenera Canadian popul ation (thisdoesnotimply nosuicides
occurred, rather theratewasso small it wasrounded to O deasthsper 100,000), intheFirst
Nations population, the rate for both genders averaged 4.0 deaths per 100,000.

A recent study estimated thetotal number of deathsand hospitalization attributabletoal cohol,
tobaccoandillicit drugsamong Canada sAboriginal population.* Themethodology for this
estimationincludedinformationontherelativerisk of diseaseassociated withdifferent levelsof

consumption combinedwith prevalencedatafromnational surveyswhichwasthen adjusted with
Aboriginal-specificinformation onrel ativerisk and prevalenceof alcohol, tobaccoandillicit drug
di seasesand causesof death, and agestructureof thepopulation. Itisestimatedthatin1992there
were299 deaths (205 malesand 94 femal es) dueto al cohol and 48 deaths (40 malesand 8

females) duetoillicit drugsamong Aboriginal peoplein Canada. Whentrandatedtorates, these
represent consi derably higher ratesthanthat seeninthegenera Canadian population. For alcohol

relateddeaths, themortality ratewasestimatedto be43.7 deathsper 100,000for Aboriginal

peoplecomparedto 23.6for thegeneral population. Therateof deathduetoillicitdrugswas
estimatedtobeover twiceasgreat: 7.0 deathsper 100,000inthe Aboriginal popul ation compared
to 2.6 in the general population.

Anstudy of violent deathin Saskatchewanfor theyears1978-1982foundthat violent death
accountedfor 40% of al Registered Indian desths® Extremevariability wasseenintheratesfrom
different geographi careas, with northern groupsexperiencing far greater mortality ratesdueto
violence than the less isolated southern areas.

Another Saskatchewan study ona cohol useamong the Registered I ndian popul ationfor theyears
1985-1987 whichwasbased ontheinjury and poisoning datafromtheMedical ServicesBranch
databasefoundthat a cohol usewasimplicatedin 92% of motor vehicleaccidents, 46% of suicides
inthe15-34 agegroup, 38% of homicideperpetrators, 50% of fireand drowning deaths, 80% of
exposure deaths and 48% of deathsin the “other” category.®

6. Fetal Alcohol Syndrome

Alcohol consumption during pregnancy canresultinfetal a cohol syndrome(FAS), andtheless
severefetal alcohol effect (FAE). Thespectrum of effectsof FA Sincludeprenatal or post natal

growthretardation, central nervoussystemabnormalitiesandfacial abnormalities. FAE, whichis
amilder expression of al cohol damagetothefetus, affectsmainly theneurological system, andis
seenthrough hyperactivity, behavioral problems, learning disabilitiesand social dysfunction.
Prenatal exposuretoa cohol isnow thought to betheleading causeof birthdefectsandintellectua

disabilityinNorthAmerica. Aswdll, thisprenatal exposuremay causesubtledeficitsinjudgement
and reasoning abilities in people with apparently normal intelligence.”°

Theincreasing useof al cohol by women of child bearing agehasbeen attributed tothechanging



roleof womeninsociety, theconsequencesof socia and cultural breakdown of Aboriginal people
and marketing strategies targeted at alcohol consumption.*

StudiesonFAS, and particularly on Aboriginal peoplearefew, andevenlessareregarded as
reliable. Neverthdess, avery highprevaencehasbeenreportedinsomeAborigind communities,
anditiswidely acceptedthat FASand FAE among Aboriginal childreninsomeregionsareseen
at ratesabovethat seeninNorth Americanchildrengenerally. A review of 10studiesinvestigating
the epidemiology of FA Samong AmericanIndians, Alaskan nativesand Aboriginal peoplesof
Canadafoundthat theprevalenceof FA Sinthelndigenousgroupswasconsistently highacross
the 10studies. Thereviewer cautioned that the studieshad significant restrictionswhichlimited
both the confidence in the rates reported and the generalizability of the findings.*?

7. Morbidity and Treatment

Theabovestudy by Singleet a which estimated mortality rel atedtoalcohol andillicitdruguseaso
providedestimatesof ratesof hospitalization duetotheseactivities® Regardingalcohol use,
Aboriginal personsin 1992 werehospitalizedat arateof 5.1 admissions/1,000 population
comparedtoarateof 3.0for the Canadian population. Ratesof admissionsasaresult of illicit
drug usewere0.6 admissionsper 1,000 populationinthe Aboriginal populationand0.2inthe
Canadian population.

A study of utilization of Ontario a cohol and drug treatment centresby Aborigina peoplein1985-
86foundthat their utilizationwassix timeshigher thanwhat woul d have been predicted based on
the number of Aborigina personsintheprovinceand equal per capitausebetween Aboriginal and
non-Aboriginal people*

TheNational NativeAlcohol and Drug AbuseProgram (NNADAP) providespreventionand
treatment servicesto First Nationspersonslivingonreserves. Theseareresidential facilities
operati ngonapsychotherapeutic modd, incorporatingintensive, non-medicd, culturaly sengtive
programming lasting4to 6 weeks. Thesecentresutilizeatreatment activity reporting system
(TARS). A review of data and published information from TARS has provided the following: *°

C INn1991, alcohoal, narcoticsand hallucinogenswerethemost widely abused substances,
withal cohol being about 4timesmorelikely tobeabused. Thereviewer notesthat there
may bealack of standardizationintheclassification of someof thesubstances, for
example cannabis.

C when1989 and 1991 datawerecompared, thereareclearly stablepatternsof abusein
theinstitutionalized Aboriginal populationincluding themost popular crossaddiction
patterns of al cohol/narcotics, a cohol/hallucinogens, al cohol/prescriptiondrugs, and
narcotics/hallucinogens.

C basedonthe 1991 data, roughly 40% of thecentres’ clientswerefemale, andfor both
genders, thehighest numbersof clientswereinthe25-34 agegroup, followed by the 16-
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24 age group and 36-44 age group.

C whenanalyzed by regionfromeast towest, thereisatrendtoasmaller gap betweenthe
rates of male and femal e participation.

C onaregional basis, thelargest treatment participationinthe25-34 agegroup. Male
participationiscons stently greater than femal eparticipationfor al agecategoriesexcept
childreninOntario. Theseobservationsarestablefrom 1989and 1991. Thereviewer has
hypothesi zed that thiscould bedueto agreater abuse problem among malesor greater
barriersto female participation in treatment (e.g. child care, social stigmatization).

C approximately two-thirdsof thoseentering treetment compl eted theprogram (nosignificant
regional differences). Non-completion of theprogramisprimarily aresult of client
terminations (68%) and staff terminations (21.5%).

A more recent review of TARS datafor 1994-1995 has confirmed the above and also found:

C there is a suggestion of an increasing trend of narcotics and prescription drug abuse
C femd eparticipationinNNADA Pprogramsincreased to45%. Thedight narrowing of the
discrepancy betweenthesexesintreatment participationistheorized toresult frommore
fema e-friendly treatment centres, reduction of attitudinal barrierstowomen, or areflection
of agreater number of women in need.

8. I ncar ceration

Aboriginal personsareover representedinpenal institutionsinall regionsof Canadawhen
comparedtotheir percentageinthe Canadian popul ation. 1n1988-1989, asurvey of Aboriginal

admissions toprovincia andfederd custody verified thisstatement, and found thehighest ratesof
incarcerationinthenorthandintheprairieregions® IntheNorthwest Territories, thesehighrates
(86 and96% for provincial andfederal custody respectively) aresomewhat balanced by the
percentagesof Aborigina peopleinthegenera population (63%), however intheY ukon, athough
thereare28% of Aboriginal peopleinthepopulation, infederal and provincial custody, the
proportionis50and 63% respectively. TheSaskatchewan Aboriginal population presentsaneven
moredramaticdifference: 10%inthepopul ation, comparedto 52-65% infedera and provincia

custody respectively.

Inasurvey by the Correctional Servicesof Canadaonall offendersat intake, itwasfoundthat
approximately 75% of Aboriginal offenderswereassessed withalcohol problemsof sufficient
severity towarrant somelevel of treatment intervention. Over half of thispopulation (53%) also
evidenced adrug problem.*®

9. Homicide

Homicidecanasodemonstratesocia pathol ogy and thusmay beused asanother indirect indicator
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of theeffectsof substanceabuse. 1n1988, theproportion of Aboriginal peoplesbeing charged
withmurder was 16.0 per 100,000, ten-fold higher thanthe Canadian popul ation. Aboriginal
persons were also 8 times more likely to die as homicide victims than other Canadians.*

II. EVALUATION OF SUBSTANCE ABUSE PROGRAMS

Tobeaworthwhileexercise, eval uation must bemorethan simply an objectivel ook at processes
andactivitiesof aorganizationor program. It must exploretheneedsof thecommunity and
individual saffected by theorganization or program being eval uated, and through outcome
measurement, get asenseof how well theseneedsarebeingmet. Most eval uationsareconstrained
by cost andtime, and thechallengetheref orebecomessel ective choicesof what toeva uateinthe
most cost-effective manner.

An organi zation that choosesto undergo an eval uation must consciously accept and wel comethe
processinorder for ittoembrace changeand betransformed and strengthened and thereby more
effectively and efficiently meetitsmission. Aseval uation has(similar to many other aspectsof
Aboriginal programs) itsrootsiningtitutionsexternal to Aboriginal communities, it oftenhhasbeen
adoptedgrudgingly. If theimpetusfor anevaluationcomesfromwithintheorganization, the
attitude and spirit of theprogramwill beacentral concernal ongwiththeoperationand outcomes
of theprogram’ ssystem.® Attimeseval uationisseen asalegitimatemethodfor gettingridof a
program, thereforethecommunity will not wel comewhat isseentobeathreat toaneeded service.
Ultimately, evaluation should beintegratedinto aprogram, sothat eval uation becomesthe
responsibility of the organization, and staff are participants not merely observers of the process.

Thelimitationstowesternevaluationinan Aboriginal context havebeen provided by the Four
WindsDevel opment Project. Althoughtheselimitationsweredirectedat educational evaluations
of studentsand learning, therel ationshipto substanceabuseistwo-fold. Firstly, educationwas
seenasoneof thecentral mechanismstoheal communitiesfromtheravagesof substanceabuse.
Inthiscontext, human devel opment i salearning processfromwhich nativepeoplewill learnto
respond creatively and positively to challengesintheir environment whichhavebeentheroot
causesof acohol anddrugabuse. Secondly, themedical model of substanceabusetreatment uses
similar valuesto education, that isfocussing effortson personsjudgedtobedeficientincertain
areas (asdetermined through assessment) to bring those personsto anormor standard of that
society.

AlthoughtheFour Worldsholistic approachto eval uationwasdevel opedinthemid 1980s, the
perspectivesof thisorganizationarestill relevant when devel oping contemporary evaluation
drategies. Thefollowinglimitationsof existing mode sof eva uation and screening procedureswere
described:

C thefocusof evaluationsontheindividual inwhichastandard or normal personisdefined
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and each personisthen comparedtothisstandard. IntheFour Windsholisticview of
humanity, screening andtestinginstrumentsmust ari sefromaphil osophical basethat
interrelates the physical, mental, emotional and spiritual aspects of the individual.

C evaluations usually focuson just one aspect of asystem - that isthe student or the
treatment client. If thispersondoesnot meet thestandard, theemphasisisonremedial
action. Usualy thesystemitself - staff, curriculummateria's, program philosophy etc. are
not tested or evaluated in any systematic way.

C remedi ati onactivitiesdo not transformthecontext or environmentinwhich certain
behaviorsarise, rather they isolatethebehavior fromitsnormal environment, and attempt
to correct theinadequatebehaviors. Thisiscontrary toacommunity-focused holistic
approach to treatment.

Itisapparent throughthepreparation of thispaper, that few Aboriginal substanceabuseprograms
have beenformally eval uated, althoughitisgenerally recognized that therearegood programsin
exi stencereporting successesinboth druganda cohol abusetreatment. Evaluationisanactivity
that requiresasi zableinvestment of timeand resourceson the part of programs, that may already
beburdened by largeand demanding client popul ationsand waitinglists. Evauationisalearned
skill, and thesporadic natureof it by most organi zationsensuresthat outsideexpertiseisrequired-

again consuming scarce resources.

Theprocessof evaluationiswell establishedin health programs, and will not besummarized here.
Heal th Canadahasprovided aframework for Aboriginal communitiestofollowwheneva uating
healthprograms.® TheHeath Canadapublicationincludeshow to preparefor and conduct an
evaluation plan, and howto carry out theeva uation study. Aswell, scientificliteratureabounds
with information on evaluation in general.

Thispaper will consider theindicatorsusedtojudgeeffectivenessof programs, thetypesof
evaluationand sourcesof information usedinevaluation. Thiswill befollowed by model sof
evaluation seen Aboriginal substance abuse programs.

Indicators of Effectiveness of Substance Abuse Programs

Intreatment program eval uation, thecustomary indicator tojudgeeffectivenesshasbeentherate
of successinachieving abstinencefromal cohol and drugsat somepoint past thecompletion of the
programby individuals. Thishasclassi cally been measured by therateof post-treatment rel apse
among completed clientsor thelong-term“ clean and sober” rate. Themethodsused to measure
arelapserateareoftensubjecttoerror, asindividua squestioned may havereasonsfor hidinga
returntotheir addiction. Aswell, many previousclientsmay havemoved or areotherwise
unavailablefor follow-up. Insomeeva uations, alargecomponent of follow up clientssmply will

not answer questions about abstinence.
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Theemphasison* cleanand sober” asacriterionfor successful outcomehasbeencriticized asnot
recognizingthevalueof programsinreducing consumptionrates, assomeprogramsmay place
vaueonanindividua’ ssuccessincontrollingtheamount andfrequency of drinking or drug abuse.
Thepost-rel apserateisoften not comparableamong different programs, againduetotheinterna
valuesof each program. For example, someprogramshaveachieved successinreducing
consumptionlevel samong personsclassed asnon-compl eterswho haveeither voluntarily | eft the
programor havehadtheir stay prematurely terminated by staff dueto non-compliancewith
program policies. Inthiscase, theratesthat are measured takeinto account all program
participants not just program compl eters.

Thereareanumber of factorswhich havebeen shownincontrolled studiesintheliteraturetobe
correlated withtreatment success(negatively or positively).* Tounderstand andinterpret correctly
theresultsof aprogramintermsof successwithachieving client and programgoa s, andtojudge
compar ability amongdifferent program popul ations, it may benecessary to eval uatethesefactors.
Inthefollowing (n) referstoresultsof researchwhichhavesuggested anegativecorrelationwith
treatment success, and (p) isapositivecorrel ationwith treatment success. Thosefactorslisted
below without accompanying terms have shown variability among studies.

1. Factorsoutside of the program’s control (usually client history and environment)
C demographic variables. age, ethnicity
history of abuse: decreasing ageof onset (n), severity (n), primary drug of choice
criminal history (n)
psychiatric history
education failure and dropout (n)

DO OO

2. Factorsrelatedtothetreatment program: Itisnow widely acceptedthat effectivesubstance
abusetreatment may rely on customizing therapiestoindividual clients. Itisthereforedifficultto
evaluatetheeffectivenessof any onetherapy, rather themodel or directionof theprogramisused
as aproxy for treatment strategies. However, more standardized indicators include:

C residential treatment length (p)
outpatient treatment length (n)
client perceptions about being in treatment and attitudes toward treatment
number of years counselors have worked in program (p)
number of volunteer staff in direct client contact (p)
counselors’ use of practical problem solving approach (p)
provision of special services (recreational, vocational, and contraceptive) (p)

DO OO OO

3. Post-treatment factors:

C drug cravings (n)
C lack of involvement in productive activities (n)
C lack of involvement in leisure activities (n)
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Thisinformation on correl ationsbetween outcomeand other factorswasobtained from studiesthat
werenot directed at Aboriginal populations. A recent client outcomestudy completed by the
Round L ake Treatment Centreinvestigated therel ati onshi p between outcomesof clientswho
reportedbeing cleanand sober at 3months, 1 year and 2 yearswith avariety of demographicand
lifehistory factors.> Demographic characteristicsof personswho had competedtheprogram
(completer clients) consideredinthestudy were: gender, age, marital status, educational status, and
presenceof children. Lifehistory characteristicsweretypesof lifehistory trauma, typesof
substance abuse, andtreatment history (prior toRoundLake). Thefollow upsurveylooked at
theparametersof abstinence(at timeof survey), family rdations, quality of life,and self image. The
following significant relationships were seen with the client data:

C The study foundthefollowingfactorsweresignificantly related to being clean and sober
at one or more of the follow up periods (3 months, 1 year and two years): gender
(female),increasing age(over 41 years), marital gatus(married or common-law),not
raised in foster home, history of sexual abuse, history of physical abuse, spouse or
family with a history of addiction, and no history of arrest.

C Thefollowingfactorsweresgnificantly relatedtoimprovedfamily rel ationsat oneor more
of thefollow up periods:livingwithsomeone(comparedtolivingaone), post secondary
education, never attended residential school, family history of alcoholism, and prior
treatment for substance abuse.

C Withrespect tothesameanaysisfor quality of life, thefollowingfactorsweresignificantly
relatedat one or moreof thefollow-up periods:attendanceat residential school,and
history of physical abuse.

C Withrespect tothesameanalysisfor improved self-image, thefollowingfactorswere
significantly related at oneor moreof thefollow up periods.employment at intake,
presence of legal history, and spouse with a history of addiction.

Theonly factorspredictiveof program completionwererelatedtolifehistory factors: history of
physical abuse(morelikely tocompletetheprogram), history of intimate partner abuse(lesslikely
tocompleteprogram) and clientintreatment before(morelikely tocompleteprogram). There
were no client demographic factors which were related to program compl etion.

I nterestingly, no associ ation between client sati sfactionand any of theoutcomeindicatorswere
found asover 90% of theclientsweresatisfiedwith all treatment components. Therewasno
satisfaction dataon non-compl eter clientsasthe sati sfaction survey wasadministered at discharge.
Thereview attributesthishigh satisfactionratetoberelated toa” positiveha 0” about theprogram
and becauseclientsmay not havebeentotal ly honest about which partsof the programweremost
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successful. Alsorespondentsmay havebelievedthat thisprogramwastheir only optionsothey
had better make it work for them.

The Correctiona Serviceof Canadahasitemized thecharacteristicsof eff ectivesubstanceabuse
treatment programs in correctional facilities> These are:

Multifacetedtreatment: Thetreatment isnot based onasinglemethod, butreliesona
variety of different treatment modalities and uses a number of specific techniques.

Intensity: Servicesshouldbeof sufficient durationand sufficient intensity toensurethat
skills development and change can occur.

Integrity: Theprogramdelivery must conformtotheprogram principleswhich havebeen
established.

Qualitydaff: Thequality of staff will largely determinetheeffectivenessof theprogram,
asthey must motivateclientstocollaborateinexploringtheir skillsand abilitiesand maintain
their interest in training activities.

WA -trained gaff: Staff must havetheskillsrequiredtoimpart theknowledgeor skillsthat
the program aims to teach.

Supportive environment: This includes the staff and actual physical environment.

Goodmanagement: Programsmust bewel | managedintermsof programintensity and
quality control.

Cognitive-based: Theprogramanditsrequirementsaredirected toward changingthe
attitudes of clients which thereby impact behavior.

Proper sdlectionof programparticipants Programsshoul d define, inthemethodsused
and approachestaken, for whomthisprogramisbest suited(i.e. target popul ation), and
under what conditions.

Proper evaluation: Programs should include the means by which the program and
partici pantscan beeval uated (preand post-program) soasto determinewhat, if anything,
ischanged, modified or devel oped. Theevaluation must beabletodetermineif the
program has been successful and for whom.

Types of Evaluation
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Eval uationshould bean on-goingfunction of anorganization, withlinkstotheplanningand
operational componentsof aprogram. However, evaluationisdependent onestablishled
objectives, fromwhich progressin meeting those objectivescanbemeasured. Therearethree
broad types of evaluation:

Needsassessments Thisisconducted at the planning stageof aprogram, and should addressthe
needs of the community and its goals.

Processeval uation: Synonymsof thisincludeoperational review or formativeeval uation.
Althoughthisisthemost commontypeof evaluation asit|ooksat theoperation of aprogram, it
isoftendonepoorly or superficially. Itignoresavital aspect of thesuccessof aprogram-its
outcomeorresults. Thevalueof thistypeof evaluationliesinitsattentiontoimproving quality,
efficiency and cost-effectiveness of operations.

Processeval uationsdescribetheextent towhichthe programwasimplemented asplanned, i dentify
impl ementation problemsfor futureimprovementsin programdelivery, examinethel ogical
sequencing and applicability of program componentsand how effectively they work inthefield, and
describe the subjectiveviewsand experiencesof program staff and participants(e.g. client
feedback).®

Outcomeevaluation: Thistypeof eval uation measurestheimpact of aprogramonthetarget
population, andthereforeiscompl eted usual ly after theprogram hasbeenin existencefor some
time. Inorder toeffectively measuretheimpact of aprogram, itwill benecessary totalk tothe
community and to recipients of services as well asto the program staff.

In an outcome eval uation, there are three types of effectiveness that can be measured: *°

C | ntermediateoutcomes: Did theprogram changeattitudesand behaviorsthat iscrucia to
reducing substance abuse?

C Ultimateoutcomes: Doestheprogram actually reduce substanceabuse? Whatisthe
impact on the community?

C Differentid effectiveness: | stheprogrammoreeffectivewith someclientsthanwith others?

Sour ces of Information for Evaluation

Insubstanceabuse program eval uation, both quantitativeand qualitativedataareimportant.
Quantitativedatawill providehard proof ontheimpact of aprogram such aslowering substance
abuserates, andrecordingimprovementsinindividua functioningandwell-being. Theevauation
of aprogramasawholerequiresqualitativedatainadynamicapproachthat obtainsinformation
from avariety of sources, including clients, staff and community.
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1. Client data

Aninformationsystemisanessential tool toacomprehensiveevaluationof aprogram. Itisa
systematiceffort directed towardstheaccumul ation of quantitativeinformationtoassistwiththe
ongoing operation of aprogramaswell asto providethefoundationforitsevaluation. The
informationsystem can collect demographic, lifehistory and substanceabusedataon clients
enteringtheprogram, whichlater canbeusedtointerpret completionrates, outcomeratesetcfor
trends. AnexampleistheTreatment Activity Reporting System (TARS) of theNNADAP
program which hasprovided valuableinformationon client demographics, including history, type
and severity of substanceabuse. The TARSdataal so providesinformationthatwill allow analysis
ontherelativecost-effectivenessand performanceof i n-patient programsamong regionsand
different programs: bed utilization, non-compl etions, recidivism, and average cost per bed
expended.

Standardized assessment tool sprovideaquantitativeeval uation of client progressduring trestment.
Theseareoften specifictodifferent health professions, e.g. psychiatry and psychology. They can
assstintheevaluation of aprogramif adischargeassessmentisdoneinadditiontotheassessment
at admission to the program.

Toeffectively eval uatetreatment inthecontinuumof care, information systemsmust al'soinclude
dataon community services, outpatient servicesand aftercare. Thiswill requireanintegrated or
seamlessinformation systemthat can beaccessed by variousheal th providersastheclient moves
through the treatment process.

2. Organizational Information

Astheprovider of theservice, theprogramitself isaimportant repository of informationfor
evaluation. Anevaluationshouldincludemission, goalsand objectivesof theprogram, systems
management, standardsof servicedelivery, qualificationsof staff, staff morale, environment,
program policiesand procedures, client and staff satisfactionwiththeprogram, cost of program
(per participant or by other measures) aswell asobservationsabout theactual functioning of the
program.

3. Community Information

Although used moreofteninneedsassessmentsprior to establishing aprogram, thefocuson
community involvementin Aboriginal substanceabuse prevention and treatment suggeststhat
community surveysandforumsshouldformanintegral component of asubstanceabuseprogram
evauation. Someeva uationsof Aboriginal programsmakereferencetotheviewsof community
members, however themethodology israrely included, anditisdifficult toascertain how
comprehensivetheconsultation hasbeen. Ingenera, thecommunity perspectiveisimportant to
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measuretheval ueof theprogram, theconcern of thecommunity over theissueof substanceabuse,
theimpact theprogram hashad onthecommunity, thelevel of persona involvement of community
members, aswell assuggestionsfor improvement to better meet thecommunity needs. This
i nformation canbeobtai ned through surveysor community forums. Alsokey informantinterviews
can behel dwith personsinthecommunity who havefirst hand knowledgeof theprogramandthe
community in general.

4, Focus Groups

Focusgroupsarebroadly defined asatechniquewhereby 8- 12individual sdiscussaparticular

topicof interest under thedirection of afacilitator. Thefacilitator directstheconversationtoensure
that theeval uation objectivesof theactivity havebeenmet. Theprimary dataproduced by focus
groups arethetranscriptsof thegroup discussion. Focusgroupscanaidanevaluationby (1)

obtaining generd backgroundinformationabout aprogram, (2) diagnosing program problemaress,
and (3) gatheringinformation about client’ simpressionsof aprogram. Focusgroupscanbe
comprised of program reci pients(including programclients, family, board membersetc.). By
targetingissuesfor focusgroupsthat areimportant or relevant to clients, the processcan empower
clientsprovidedtheresultsof thesefocusgroupsareshared with the participantsandtheideasare
enacted. Researchhassupportedtheuseof focusgroupsinphysical rehabilitation,> but thearea
of mental rehabilitation such as substance abuse has not been evaluated.

The Evaluation Team

The choosing of evaluatorsisoften adifficult task asalthoughtheneed for anexternal, outside
observer isrecognizedto bringan objectivity totheprocess, thispersonshould hold similar values
to thecommunity and programbeing reviewed, or at thevery least, notimposeforeignvalueson
the evaluation process. External reviewerscanbepeersfromasimilar typeof programor a
professionalsspecializinginevaluation services. Formal eval uationsconducted by external

reviewers, however, do not precludeongoingreviewsof variousactivitiesintheprogramsolely by
staff and community. Thismethod of continuously ngthequality of aprogramby program
staff should becomplementary totheexternal review process, andformoneof thereview
parameters.

Evaluation models

1. Naturalistic M odel
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TheNechi Ingtituteconducted an eval uationin 1987 whichwasbased onthenaturaisticmoded and
whichused four stages: (1) awareness, (2) need identification, (3) knowledgeand skills
development and (4) integration.®®

Awareness: Program partici pantsand community memberswereincluded asboth principal and
associateeva uators. Thisfacilitated thelearning and teaching component of theeval uation, aswell
astheon-going mediation, negotiationsand discussions. Attheboardlevel, awarenesswas
fostered by thedevel opment of apaper oneva uation. Aswell, theteam of evaluatorswerevisible
intheFirst Nationscommunity. Inthechoosing of theeva uators, openness, va ueorientation, skills
and credibility were essential.

Nexdidentification: Theeval uation processwasinternalized asauseful meansof bringing about
positive change, and wasincorporated into theinternal process(workshopand curriculum
evaluation, personal evauation). Throughfamiliarity withtheeva uation, theprocesswasseenas
facilitating expansion and refinement of the program.

illsandknowledgeabout evaluation: Throughtheprocess, Nechi becamemoreskilledwith
evaluation. Therelationship betweentheeval uatorsand partici pantswasoneof mutual teaching
and learning through the process of negotiation and discussion.

Integration of eval uation: Theevaluation processisbuiltintotheinstitutional structure, aspart
of thestrategicplan, theannual report, aswell asoperationally instaff and activity review. The
needfor anoutsider perspectiveremained, andwasincludedintheformal evaluationteam. The
evaluationteamincluded anativeeva uator with sengtivity totherel ationship of theprogramtothe
wider First Nationscommunity, aneva uator fromapreviousreview who could visibly notechange
and progress, an eval uator new to the programto bring fresh objectivity, and the program
administrator astheagent of change, who could motivatethe organi zationto accept theresul tsof
the recommendation.

In the Nechi evaluation, a successful approachwas to begin the evaluation without any
preconceived systemsof eval uationto govern perceptions. Asbehaviors, systemsand patterns
emergedfromtheobservation process, they werediscussed with staff and administration, anda
mutual understanding about observationsand recommendationswasconcluded. Thispractice
empowered staff and increased their sense of ownership in the process.

TheNechi Instituteconducted two naturaistic eval uations, and found that thefirst eval uationwas
importantinbuilding relationshipswithin Nechi and devel oping anunderstanding of theva ueswhich
underpinned peoples’ sbehaviors. Thisallowedthesecond eval uationtobemorevaluable. The
organi zationa sofoundthat by spreading theeval uation processover aperiod of monthsrather
thanrelyingonanintensiveshort-termvisit, arel ationshipandtrust devel oped whichwascrucia
to the success of the process.

20



2. Best Advice M odel

Thetypeof evaluationusedinthe1989review of NNADAPwasa“ best advicemodel”. This
best advicemodel looked at what ideally should bedoneintheareasof treatment, preventionand
training. Thedevel opment of thismodel wasbased on previousworkinthearea, inthiscasethe
AddictionsResearch Foundation which undertook thereview used their ownwork and rel ated
workinthefieldtocomeupwiththeir model. Oncethemodel s(covering prevention, treatment
andtraining) weredevel oped, they wereused astempl atesto eval uatehow selected NNADAP
projectsweredesigningand delivering services. Aswell asthisprocess-based eval uation by the
best advicemodel, casestudieswereconducted of 37 selected NNADAPprojects. Thissecond
approachrelied oninformationgatheringfromstaff, review of caserecords, and consultationswith
other stakeholders.

Thisevaluationapproachwassubject to cost constraint and thereforelimitedinthatitdid not
undertakeindependent researchto quantify thesuccessnational ly of programsdirectedtoreducing
alcohol anddrugabuse. Itdidnot evaluateall programs, rather 37 programsinthreeprovinces
wereselectedfor thereview. Thereviewersfelt that without anational perspectivegainedfrom
afull evaluationof all programs, theability of NNADA Ptoreducetheincidenceand prevalence
of substanceabusecould not be properly addressed. Thereviewersal soacknowledgedthe
following limitations in the study design that was chosen:

C itwasdifficulttomakegeneral recommendationsonanational programbasedona
selective review in three provinces.

C theeval uationwasasnapshot intime, and therefore could not capturewel | theeffectsof
change and devel opment over time on the program.

C respondentswereconcerned over poss blefunding repercussionsof areview andtherefore
could be reluctant to relay negative information.

C the evaluationdid not interview clientsof theprogramsto gainan understanding of the
positive benefits of the programs on individuals.

C the sel ection of programsto beeval uated wasnot random, and therewasnot anequal

chancefor workerstobeinterviewed. Theeva uationteam had noinputintotheselection
process thus there were limitations as to the validity of their conclusions.

C thesurvey questionnairewasnot designed appropriately, asmany of thetermsusedwere
unfamiliar to the field workers questioned.

Overall, thisevaluationwasheavily processoriented, withlittleattention devoted totheactual
outcomesof theprogram. Emphasi swason employeedtatistics(number of staff, timeonjob, time
devotedtoprogramactivities), congruenceof programwith contribution agreement, and alignment
with best advice model.

The criteriathat were evaluated in the prevention program were:

C a community-based policy
C a comprehensive action plan
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C training and orientation regarding programming for Band |eaders, Band staff and other
social services staff and community volunteers should be in place

C the presence of an integrated prevention effort

C areview process for prevention activities prior to implementation.

The criteriathat were evaluated in the treatment program were;

C easy access to detoxification services

easy andtimely access, comprehensiveassessment, and asound, clientinvolvedreferra
system

the option of a number of treatment methods so as to meet individual client needs
existence of case management services where appropriate

an aftercare component

comprehensive record keeping

D

DO OO

3. Outcome Analysis

Outcomeanalysi sisaquantitativemethod whichfocuseson stati sticsconcerning programoutputs.
Thisisoftenused asamethodfor comparing variousprogramsthat offer thesameservice. A
recent exampleof an outcomefocused analys swasconducted on solvent abusecentresintheFirst
Nationsand Inuit Health Program of Health Canada. Inresponsetotheneedfor sol vent abuse
prevention andtreatment among First Nationsand I nuit, Heal th Canadaestablished fundingin 1995
for sxinterimprogramsof residential treatment inexisting sol vent abuse programsacross Canada.
Theseprogramswereclassed asinterim, asfunding hasbeen announcedfor thecreation of six
permanent solvent abusecentres. Thecentreshavevariousapproachestotreatment, and not all
arerun by First Nationscommunities, although all receiveahighnumber of clientswhoareFirst
Nationsor Inuit. Theprogramsvary fromacultural ly-based program setinabush campto solvent
programsinexisting substance abusetreatment centreswhich may operateonamedical model,
useal2 step philosophy, incorporate medicinewheel teachings, or includebehavioral model
components. Theprogram operatinginthebush camp had a28 day defined length of stay, the
others were considerably longer or open ended.

Anevaluationwasdoneonthetreatment outcomesof thesecentresin 1996%. It wasbased on
quantitativedatafrom previousclients, and for many of theparameters, al fiveof theparticipating
centreswereeval uatedtogether. Thisisdespiteconsiderabledifferencesinthefew centre-specific
characteristicswhichwereincludedintheeval uationreport (e.g. averageageof client variedfrom
16to25years, averagelengthof stay variedfrom25to 284 days). Aswell, theprogramshad
differencesintheir policy for ruleinfractions(including theuse of substances) and thereforehad
different policies on discharge.

A key weaknessof theeval uation methodol ogy wasdetermined to bethemethod of collection of
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datafrom personswho had been clientsof thecentres. Theclientswereinterviewed by program
personne who by virtueof their professiona relationshi pwiththeclientscould haveinfluencedthe
truthfulnessof their answers. Aswell, theprogram managersdetermined whowouldbethebest
personto contact - theclient or significant caregiver. If an appropriate person could not be
contacted, and file notes were used to complete the client data sheets.

Despitetheselimitations, theprograms’ datawaspresented together, presumably becauseof low
client numbersinsomeof theprograms. Datawasprovided however, onthe percentageof solvent
use abstainersafter treatment by program. Theratesvariedfrom40.9%1t060.0%- differenceof
almost 50%- althoughthereviewersdidnot valuethe60% result asthesamplesizewaslow (15
clients). They stated that thetypeof treatment program attended appeared to havemadelittle
discernabledifferenceinthenumber of post treatment abstai ners, based ontheother programs
rates which varied from 40.9% to 46.2%.

Thestudy concluded that the personswho compl eted their entire program had aconsiderably
higher trestment abstinenceratethanthosewho did not complete. Interestingly, theprogramswith
the longest (284 days) and shortest (25 days) length of stay had thebest abstinencerates(60.0%
and 46.2%) respectively, whichwould suggest that successof programsislargely independent of
the physical time spent in treatment .

4, Community Evaluation

The viewsof thecommunity areimportant to determining theeffectivenessand va ueof aprogram
inmeetingacommunity’ sneeds. The 1993 survey of theRegional Advisory Board of for
Saskatchewan NNADA P providesan exampleof community input i nto theeval uation process®:
Community memberswerequestioned about whomthey would contact if they had aproblemwith
drinkingor drugs, aswell aswhomthey actually did contact when they had an al cohol problem.
Respondentswho had attended treatment centreswereasked about their opinionsonthefacility,
itsprogram, staff and physical condition. Regarding treatment success, thetwoindicatorsused
were completion of the treatment program and changes in drinking patterns after treatment.

Inmany of the Aboriginal substanceabuseprogramsreviewedfor thisreport,acommunity
eval uation componentisnot included or themethod to obtain community input hasnot been
described.

5. Accreditation

Accreditationiswidely usedin Canadian health carefacilitiesto measurethequality of service

delivery. Itisaclient-focused processby whichfacilitiesareeval uated against standardsof care
andservicedelivery. Typically, anaccreditation processutilizeexternal reviewerswhowill
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interview al level sof management and staff, aswell asclientsand family membersof clients. The
review teamwill alsoevduatetheprogramsinthefacility against national standards, andwill review
statisticsand other relevant program data. Theaccreditation processisnot areplacement for
ongoingevauationactivitiesinthefacilities(peer review, quality assurance, eva uation of utilization
statisticsetc.), andit providesacomprehensivereview of al activitiesinrelationtothemission of
the organization and their relevance to community and client needs.

TheNNADAP program devel oped national treatment program standardsin 1992, alongwithan
accompanying framework for an accreditation processof treatment centres. Theaccreditation
processwasdefined asasystem designedtoimprovethequality of NNADAPfundedresidential
addictiontreatment programsthrough aprocessof assessment of theservices, resource
management, organization and operationsagainst national standardsand criteria.® Todate, this
accreditation process has not been implemented.

1. THEORETICAL MODELS OF SUBSTANCE ABUSE
TREATMENT

Effectivetreatment of clientssuffering from substanceaddi ctionsisfounded onaspectrumor
continuum of carewhichincudesearly intervention strategies, an accesssystemthat ensuresclients
receivetheappropriateintensivecare, provision of treatment, and afollow-up supportivesystem
whichlimitsrecidivism. Thehighrateof relgpseandrecidivismof First Nationsclienteleinavariety
of treatment modalitiesfor substanceabusehasbeen attributed to al ack of follow-up and after-
care. Inthiscontext, after-carerefersnot only to support providedtothetreated client, but also
tothereceptivity of thefamily and community toareturning community member. Inparticular,
clientswhoreturnto asubstanceabusing environment areoften unabl etoretaintheir sobriety or
drug-free status, particularly without contined support from the treatment program.®

Thedisciplineof alcohol and drug preventionandtreatment hasseveral theoriesor assumptions
fromwhichvariousapproachesto serviceprovisonarebased. Themost commontheories'models
include:®

Disease or Medical Mode

The diseasemodel of substanceabusewasbornout of the Alcoholics Anonymousmovementin
the1930s. Alcoholismwasofficially recognized asadiseaserequiring medical treatmentin 1956
by theAmerican Medica Association. Asadisease, a coholismhassymptomsand may beacute,
chronicor progressive. Thismodel doesnotincludeacurefor al coholism, thusthereisan
emphasisonabstinence. Thismodel isemphaticthat asalcoholismisadisease, aperson should
not beheldresponsiblefor their dependence. Althoughthishashel pedremovethestigmaof
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addi ctedpersonshavingweak characters, thediseasemodel hasbeen criticized by someasnot
promoting afedling of persona responsbility inrecoveringindividuas. Thereforeincritical periods,
suchasarelapse, apersonmay feel powerlessasdrinkingisassociated withasymptomof a
disease and therefore not controllable.®

Genetic Model
Thepredispositiontoaddictionisgenetically based. Thismodel issmilar tothemedical model in
that abstinence is the only successful treatment.

Psychological or Psychiatric Model
A deepunderlying psychol ogical problemiscaus ngthea coholism. Removal of thisproblemcould
cause the alcoholism to diminish or disappear.

Behavioral or Social Learning Model

Thismodel whichisbased on scientificresearch holdsthat al coholismor other addictionsarea
learned behavior, aspeopl elearnthat al cohol hasanumber of reinforcing effectslikereducing
anxiety, increasing sociability, reducing shynessandincreasing one’ sown senseof personal power.
Thetreatment component of thismodel liesin controlling thisbehavior and moderating substance
use.

Moral or Religious Model

Thismodel believesthat drug abuseresultsfromamoral weaknessor lack of willpower Itisbased
onapunitiverdigiousapproach, astheaddict hasabad or evil character and only throughreligious
salvation can addictions be treated.

Native Cultural/Spiritual Model

Thenativecultural model isaform of sociol ogical model , whichisfounded onthebelief that social
and cultura factorsact asdeterminantsfor addictionsamong themembersof asociety. hisisquite
different fromthe model sdescribed abovewhich havefocused onmorality, psychol ogy and
physiology astheprimary determinantsof addition problems. Inan Aboriginal context, thismodel
statesthat Aboriginal peopleturnto substanceabusebecause of thelossof cultureandtradition.
Thesemust berestored beforeal coholismand addictionscan beresolved. Thefollowingisone
adaptation of the sociological model:

Cultural Congruence Model

Thetheoretical and phil osophical basi sunderpinningthemoveto culturally integrated and
appropriatepreventionand treatment activitiesin substanceabuseisbeyondthescopeof this
report. Many of thetreatment programsnow in practiceareintegrating culturally-specific
componentsintotheir service, or deliveringtheentireprogramthrough Aborigina therapies. The
cultural congruencemodel providesatheoretica framework for menta healthcareinavariety of
cultura contexts®Itisdefinedinculture-neutral terms- that is, it canbeadaptedtoany culture
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or ethnicity. Inthismodel, acultureisenvisioned asanorganicaly functioning systemintowhich
hedlth careisnaturally and harmonioudly integrated. Culturally-specificservicestakepriority over
mainstream services, andall serviceelementsmust bederived fromand harmonioudy integrated
into the overall cultural context.

Cultural identity notonly isintegratedintotrestment activities, thecultura context of thetherapist-
client relationship shoul d becons dered and discussed during treatment if appropriate. Wherever
anambivalence, conflict or deval uation of oneself or culturegroupisseen, apositivecultural

identity should beatreatment goal. Thismodel strivesfor abi-culturalism, whereby theorigina

cultureispostively valued and actively maintained whileat thesametimecomfort, familiarity and
competence in mainstream culture is achieved.

Althoughthismodel doesnot deval uethebenefitsof counseling, medication or other formsof
treatment that arenot cultural ly-specific, any culture-specific aspectsof aperson’ sproblemmust
betreatedinaculturally-specificfashion, soasto ensuresuccessof theother formsof treatment.

InAborigina culture, thehelpingroleisdefined differently fromnon-Aboriginal culture. Helpers
areexpectedtobeof thesamecultural system, asthey will beaccepted by Aboriginal peoplenot
basedontheir training or experience, but because of their personal connectionstothecommunity.
Thishasimportantimplicationsfor theroleof menta heathworkersin Aborigina communitiesas
well as for the credibility of mental health services.

Many treatment approachescurrently inuseinboth Aboriginal and non-Aboriginal programs
combineanumber of modelsintheir strategy of care. Contemporary theory acknowledgesthat
thereisnoonesingleapproachtotreatmentfor all individual s, and by matchingindividual sto
treatment options, the effectiveness and efficiency of treatment may increase.

Of theabove, thediseasemodel and thebehavioral/socia learningmodel areseenmost oftenin
treatment programs, often in combination. Table 1 liststheir major differences.

Tablel: Comparison of the Social L earning and Disease Models

TOPIC SOCIAL LEARNING MODEL DISEASE MODEL

Focus of Control Person is capable of salf control | Person isavictim of forces
beyond one's control

Treatment Goal Choice of goals: abstinence or Abstinence is the only goal
moderation

Slip isseen as afailure
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Treatment Philosophy

Fosters detachment of self from
behavior

Educationa approach

Equates sdlf with behavior

M edical/disease approach

Treatment Procedures

Teaching behaviord skills

Cognitive restructuring

Confrontation and conversion
Group support

Cognitive dogma

General Approachesto
Addiction

Search for commonalities across
addictive behaviors

Addiction is based on
mal adaptive habits

Each addiction is unique

Addiction is based on
physiological processes

Examples

Cognitive-behaviora therapy
(outpatient)

Sdf-control programs
Controlled drinking

Hospital treatment programs
(inpatient)

Aversion treatment
AA and Synanon

From: Correctional Services Canada. 1992. Creating an Informed Eclecticism: Understanding and
I mplementing Effective Programs: A Focus on Substance Abuse. Ottawa.

Follow-up and Aftercare Model

A recentinitiativeby theNNADA P program hasbeento devel opamodel that acknowl edgesthe
importanceof aftercareandfollow upinthecontinuum of carefor substanceabuse. Thismodel
was devel oped after consultationwith Aboriginal peopleincommunities, and completionof an
extensive literatureand programreview onthesubjectsof follow upand aftercare. Theauthor
of thismodel hasdescribedita® neutral” inthat itisnot based on any of thetheories/model sof
alcohol and drug abusedescribed above. Good assessment, treatment and aftercareareseenas

integrally related and dependent upon each other for success.

Inthisaftercaremodel, threestagesof recovery post-treatment havebeenidentifiedinthe

treatment/recovery continuum:

early stage of sobriety. focus of client on not drinking and learning not to drink.
middlestageof sobriety: focusof client on sobriety (tostopdrinkingandtolearntobe

sober.

advanced stageof sobriety. anew phaseof growth and devel opment of theclient, who
isnolonger preoccupiedwith sobriety. Inthisstage, thereisagreater senseand degree

of healing and restoration of health and equilibrium to one’slife.
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The treatment/recovery continuum usedinthisaftercaremodel ispresentedin Appendix 1. The
treatment phase is comprised of:

C
C

C

an assessment of the effects of drinking.

apre-treatment phase where the client is prepared for the treatment process and
understands what will be needed from them to get maximum benefit from the process.
treatment, either resdentia or out-patient wheretheclient iseducated about a coholism, and
understands that the only recourse is abstinence. Here the client learns to stop drinking.

The recovery component of the model includes:

C

C

post-treatment stabilization: thisisacontinuation of thetreatment phasewheretheperson,

who no longer is drinking, is helped to make the necessary adjustmentsto hisor life.
follow up: extendsthroughout therecovery phaseandisaddressed to obtai ninginformation

about thesuccess, progress, and problemsthat will assi st theperson and theprogramto
measure the degree and extent of recovery

aftercare: the process of providing on-going help and assistance in maintaining sobriety.
transformation: clientsgothrough deep and profound changesintheir lives, wherethey are

now comfortable with their sober state.

growthand devel opment: thisisthefina phasewhichmay not beachieved by all persons,
whereinterestsother than drinking becomedominantintheir lives. Thepreoccupationwith
sobriety no longer exists.

Harm Reduction Model

Thisisarelatively recent approach to substanceabusetreatment. Asthenameimplies, thefocus
of thisinterventionisto reducetheharmassociated with useof drugs, not tonecessarily reducethe
level sof use. It canbeusedinapractical sensetohelpdrugusersfirst usedrugsinasafer fashion,
before a drug-cessation strategy is attempted.

K ey conceptsinharmreductionthat arerel evant to policy devel opmentinthisareahavebeen

described:

C Abstinence is not always the only appropriate objective of policy

C Prohibitionand enforcementinand of itself cangeneratecertaintypesof harms, at boththe
individual and societal level

C The substanceabuser isviewed asamember of society, not asan outsider, and may need
treatment and other assistance to re-integrate into the community

C Itismost oftenacommunity-based strategy, andit placesasmuch or moreresponsibility
for effectiveness on strategic partnerships rather than formal institutional interventions

C Theremay beaneedfor someformsof legal controlsand their enforcement, but thisshould

be integrated into the overall strategy.®’
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Examplesof harm reduction measuresdirectedto drug useareneedleexchangeprograms(to
prevent thespread of disease) and methadonemaintenance. For alcohol users, asimpleharm
reductionstrategy isto openalcohol retail storesearlier to prevent al coholicsfromusing al cohol
alternatives, such as shoe polish. The benefits of harm reduction strategies can include
destigmati zati onof users, improved outreach, prevention of AIDSandadeclineincrimina activity
by users.®® Themajor barrier toharmreductionfor alcohol i stheabstinence orientation of many
Aboriginal decision-makers and treatment staff.

29



V. PREVENTION PROGRAMS

Prevention strategiesareincludedin substanceabuse continuum of carefor anumber of reasons.
Effectivetreatment of substanceabuseisalong, complex process, with post- rel gpseratesinthe
literaturevaryingfrom35%to85%.2 Itiscanbeextremely expensive, evenmoreso if treatment
issought out of country duetoinadequateserviceslocally or provincialy. Theeconomiccostsof
substance abusein Canadaarethought to beenormous, however therehasbeen no study that has
provided anoverall estimateof thetotal costsassociated withtheuseand abuseof al psychoactive
substancesinCanada. Alcohol costshavebeen estimated most often. Thesecost estimatesuffer
from numerous methodol ogical and conceptual problemsand may beunreliableand lack
credibility.”

Governmentshavewidely adopted popul ation health strategieswhich aredesignedto affect the
entire popul ation and which addresstheentirerangeof factorsthat determinehealth. Prevention
isaninvestment whichinvolvesall determinantsof health, andisnot preoccupiedwith solely health
care. Inthisapproach, prevention strategiesaretargeted not only at educationa materialswhich
inform about therisksand consequencesof substanceabuse, but al so at theenvironment which
predisposes an individual to use and eventually become addicted to alcohol and other drugs.

Costisamajor considerationinall health careservices, and prevention hasoftenbeenheldupas
acost-effectiveapproachtomany health problems. However preventionprogramshaverarely
been eva uated with respect to cost-effectiveness. Educationa programshavebeenreviewedthe
most and have concentrated on short-term knowl edgeretention and attitude change, rather than
long-term behavioral change.”

Typesof Prevention Programs

Thereareanumber of approachesto substanceabuseprevention, fromtheclassical education
strategy tomorecontemporary psychosocial alternatives, such asresistanceskillstrainingand
personal and social skillstraining. Thefollowing strategiescommonly usedin Canadaandthe
United Stateshave been detailed inSubstance Abusein Childrenand Adolescents S. Schinke,
G. Botvinand M. Orlandi.”?, and are summarized briefly here. Thisisfollowed by some
observations on prevention programs specifically tailored to Aboriginal people.

I nformation Education

Thisstrategy isbased onthe concept that onceindividual sare educated about the adverse
consequencesof alcohol and drug usethey will devel op attitudesthat areanti-drugandthusbeable
tomakeaconsciousdecisionnot tousedrugs. Informati on educati on of thissortiscarried out by
public campaignsby advocacy organizationsand government, and morelocally in schools.
| nformationprogramsmay includefear-inducing componentsthat graphi cally show theserious
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consequences of substance use. Themany studiesand reviews of traditional educational
approachesto substanceabuse prevention hasshownthat thismethodol ogy islargely ineffective.
It appearsthat the presentation of factual knowledgewill increaseknowledgeand changeattitudes
to substanceabuse, however itwill not reduceor prevent theactual abusefromoccurring. Infact,
some studieshaveindicated theopposite, asincreasing knowledge can stimulatecuriosity in
teenagers.

Based onareview of Canadianand Americanresearch, it hasbeensuggestedthat in order for
educational programsto beeffective, they must belinkedto broadly based community changesin
norms reinforced by public policy, and to mass media and parent-organized campaigns.”

Affective Education and Alternatives

Thesetwo strategiesaremainly gearedto children and adolescents. They arecomplementary inthat
bothattempt to steer childreninto non-drug environments. Affectiveeducation programsareoften
classroom based, andaregearedtoincreasing salf-esteem, responsibledecis onmaking, andinter-
personal growth, inadditiontolearning current factsabout al cohol and education. Theaternative
approachisjustthat - itistargetedtoproviding alternativesto drug-use, suchasyouthdrop-in
centres, and other recreational services. Thedanger intheseprogramsisthat someentertainment
andvocational based programsmay actually increase substanceabuse, presumably duetogroup
interactionintheseenvironments. Overall, eval uation studiesonthesestrategieshaveshownno
impact on reducing substance-abuse behaviors.

Resistance Skills Training

M or e successhashbeen seenin preventing substanceabuseusing resi stanceskill strainingwhich
focusesonthesocial influenceswhich shape perceptionsof normal, acceptableand desirable
behavior. Thistraining givesstudentsthetool storecognize, handleand avoid situationswherethey
will experiencepressuretodrink or usedrugs. It canincluderoleplaying, peer leadersas
facilitators, and awarenessof messagesinal coholicbeverageadvertisements. Theseinterventions
have had success in reducing the rate of smoking as well as alcohol and marijuana use.

Personal and Social Skills Training

Personal andsocial skillstrainingisclosely relatedtoresistanceskillstraining, butinstead of a
program-specific content, theindividual isgivenabroadrangeof skillsfor copingwithlife. Typica

componentstothese programsincludeproblem solving skills, general cognitiveskillsfor resisting
peer pressureor advertisements, skillsfor increasing self-control and self esteem, general

assertiveness skills, and interpersonal skills.

Thisprevention gpproach hasshownsignificant behaviord effects, primarily inreducing experimenta
use of tobacco. Thereisalso some evidence that it may also reduce the level of regular use.
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Community-Based Approaches

Therearefew examplesof community approachesto substanceabusepreventioninthenon-
Aboriginal environment, except for parents movements, suchasMADD (MothersAgainst Drunk
Driving). Ingenerd, thesestrategiesincludeparents, school s, and community-based organizations,
andfocusondirect training of youthintheacquisition of drugresistanceskillsandthetraining of
teachers, parentsand other community membersasprogramimplementers. Onecommunity
initiative in the United States - Communities That Care - is described below.

Early I ntervention Strategies

Earlyinterventionstrategiesaredirected toidentifying peoplewhoareus ng a cohol or drugsand
may beexperiencing early problems. Theobjectiveistohel pthesepeoplebeforethey reacha
chronicor habitual stage. Inadditiontoidentification by health careprofessional swhomay use
standar dizedteststo evaluatehighriskindividuals, other early intervention strategiesinclude
programsfor impaired driversandwellnessor empl oyeeassi stance programsintheworkpl ace.
Therehasbeen somesuccessinearly intervention strategi es, such asreduced drinking or abstinence
in “problem” drinkers who are not yet alcohol dependent.’

Prevention Strategiesfor Aboriginal People

Programstargeted specifically to substanceusearetheformal mechanismtoreducethisproblem
insociety. IntheAboriginal context, however, itisimportant to acknowledgethat oneof thebest
prevention programsisdirected at improving thedismal socio-economicconditionsthat facemost
Aboriginal people, whether inreserve, rura or urbanlocations. Thelink between socio-economic
statusand substanceabuse hasbeen established. For example, the Saskatchewan Alcohol and
Drug Commissioninareview of 1991 datashowedthat their clientsexperienced much higher
unemployment level sand lower educational |level scomparedtothegeneral Saskatchewan
population.”™

Control policiestargeted at al cohol consumption, such asgovernment regul ationsontheminimum
drinking age, and priceincreasescanreduceal cohol -rel ated fatalitiesor al cohol consumption.
However, onFirst Nationsreserves, ‘ dry reserve’ policieshavelargely not beeneffective. Thishas
beenlinkedtoalack of enforcement by Band Council resol ution or acommunity mediation/policing
service.’

Prevention programsfor Aboriginal peoplearenot highly differentiated fromtreatment programs.
Thiscouldbeareflection of theimmediacy of need now intreating addicted persons. Since
effectivesubstanceabuse programsappear to beclosaly linked with support fromthecommunity
androlemodeling by community leaders, thechanging societa normsinthesecommunitiesmay have
an unevaluated but important prevention role.
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Examples of Prevention Programs

InAborigina communities, prevention strategiesaremost commonly funded by theNNADAP
program. Theprimary roleof NNADAPworkersincommunitiesisal cohol and drug education.
Past reviewshavecriticized NNADA P prevention programsasinadequate. Thishasbeenascribed
toafocusontreatment, counseling and aftercarefor personsidentified assubstanceabusers, inthe
activities of the NNADAP staff.

1. Round Lake Treatment Centre
Early Intervention Strategy

The Round L ake Treatment Centrei mplemented ademonstration project onanon-residential
sol vent abusecommunity interventionin 1994.” Four communitieswereinvolvedintheprojectand
have provided varying perspectivestotheinitial threemonthpilot. Only onecommunity took full
advantageof thecommunity resources, andinternalized astrong senseof ownership, commitment
and empowerment to address sol vent abuseamong theyouth. Thiswasfacilitated by closework
withcommunity agencies, el ders, youth andfamiliesto undertake community changeand ongoing
community action.

Intheother threecommunities, theattention brought to solvent abusewasbeneficial, asindividuals
acquired new skillsand madevis blecommitmentsto hel pthecommunity addresssol vent abuse.
Community intervention planswerebegun, and youthwereidentified and referred out to sol vent
abuseresidentia programs. However, theeffectivenessof thedemonstration project inthesethree
communitieswaslimited by alack of aserious, time-intensivecommitmentintwo, and aconstant
crisisof youthsuicideinthethird. Overall, aneva uation of thedemonstration project showed 10
key elements critical to the successful implementation of this type of program:

A clear set of principles, plan and strategy.

Visible commitment by Chief and Council through word and action

A qualified full time community liaison worker

A specialist team which is skilled and cohesive

Clinical and project management support

Availability of external resources, particul arly treatment resourcesfor solvent abusersand
their families.

A realistic time frame for the project (up to one year)

proficiency in Aboriginal language by the Specialist team members.

A holisticcommunity-based trai ning program (including team building) for thecommunity
interventionteam, Chief and Council, police, medica personnel, and other health personnel.
10. Aninterna andexternal agency coditiontocollaboratively addresssol vent abuseand other
related health problems.
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2.

Communities That Care
Community-Based Prevention

Resear chfindingshavesupported comprehensivecommunity-wideinterventionsasoneof themost
promising approachesto adol escent drug abuse prevention. The Communities That Caredrug
reductionstrategy devel opedintheUnited Stateshasbeenheld upasamodel interventionina
conferenceof social scientistsand eval uators.”® TheCommunitiesThat Carestrategy uses
community mobilization processestoreducerisk factorsandincreaseprotectivefactorsagainst drug
abuse. Mobilization consists of four phases:

1.

2.
3.
4

community key leader recruitment and orientation

community advisory board formation

risk and resource assessment by the community board to identify priority risk factors
action planning andimplementation of family, school and community interventionswhich

have been devel oped by the community and which reducerisk factorsand enhance
protective factors.

Inthestrategy, aminimum of threeinterventionsaredevel opedfor each of threedomains: school,
family and community. Thefollowing general prevention principlesformthecoreof the
Communities That Care strategy:

C
C

interventions should focus on known risk and protective factors.

interventions shouldtarget risk and protectivefactorswhichareappropriatefor different
levels of development.

prevention of drug abuseshould start early, including major componentsthat aredelivered
before drug use initiation occurs.

interventions should reach people at high risk.

interventionsmust addressmulltiplerisk factorsacrossmultipledomains- individua, family,
school, peer group and community.
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V. TREATMENT PROGRAMS

Characteristics of Substance Abuse Treatment Programs

A treatment program in substance abuse should typically have the following components:

C detoxification: Inadetoxificationprocess, all physiological tracesof alcohol and other
drugsarecompletely removed fromanindividual. Inthepast, thiswasaccomplished by
close medical supervision, however, therehasbeen atrend away from hospital -based
detoxificationtohome-based carewith out-patient support services. Thismay not be
suitablefor many Aborigina people, asresidentia detoxificationisthepreferred method
whenitisnecessary toremovetheindividual fromanabusingenvironment. Theendresult
of what ever method i schosen shoul d beclientsseeking treatment after they havebeen

detoxified.

C system access, assessment and referral: timely accesstotreatment, comprehensive
assessments and referrals which reflect client needs.

C treatment: arangeof treatment optionswhich can providecustomized caretoindividual

clients. TheseoptionscanincludeAlcoholicsAnonymous, nativecultural treatments,
resi dential treatment and outpatient counseling. Out-patient counselingisanattractive
optionfor substanceabuse primarily becauseof thehigh cost of residential care. Aswell,
in-patient caredoesnot haveagoodtrack record regardinglong-term abstinence, as
individua smay rel apseuponreturntotheir former environment. Outpatient programsare
moreflexible, offer theindividual theopportunity tobecomesober whilelivinginthe
community, and hasno community re-orientation period. Out-patient carealsoprovides
the optionfor long treatment periodsthat arenormal ly not availableinmany residentially-
based programs.

C case management: coordination of various aspects of care from different health
professional stoensurecontinuity of careand clear communication. Optimally thecase
manager shouldassstinre-intigratinganindividua intothecommunity after resdentiad care
and in providing access to support services in the community.

C aftercare acritical element of an effectivecontinuum of carein substanceabusetreatment
isensuring that clientsrece ve continuing ass stanceduring theperiod of recovery. A forma
aftercareprogramisnot seeninmany established treatment programsand hasbeen
identifiedasamajor problemwithNNADAPIn-patient programs. Therearetwomain
typesof aftercarewhichhavebeenfavourably reviewed®: case management (seeabove)
andrelapseprevention. Thelatter isarelatively recentinitiativein substanceabuse
treatment andistargeted directly to dealingwiththedifficultiesof long-term changesin
addictivebehavior. Strategiesareempl oyed to counteract thefactorswhich can precipitate
relapse such as interpersonal conflict, social pressure and depression.

C programdocumentation: acomprehensiveinformation systemisrequiredtofacilitatethe
care process and allow continuing monitoring of the effectiveness of the program.
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Treatment Modality Approaches

Inarecent extensvereview of theliteratureon substance abusetreatment modalities, 25trestment
approacheswereevaluated. Of these, eight weredeemedtobeeffective. Thefollowingisan
overview of the results of research into these eight modalities which support their effectiveness.®

Assertion Training

Assertiontrainingisastandard component of substanceabuseprograms, providing participantswith
toolson how torespondtodifficultinterpersonal situationswith assertiverather thandrinking/drug
usingbehavior. Thistypeof trai ning hasshown behavioral gainsinal coholics, however the
effectivenesswith drug abusershasnot been ascertained. Reportsof the positiveimpactsof such
assertivenessareequivocal. Despitethis, thebenefitsof assertiontraining particularly inachronic
population whose profile can impede recovery, are thought to be critical.

Recognizing High Risk Situations

Theconcept of highrisk situationsisbased on observationsthat even personswith severeal cohol
problemsdo not drink incessantly whenever a cohol isavailable. 1dentifying high-risk situationsand
devel opinginterventionsisfundamental to behavioral treatment of any problem. Research has
shownthemost common categoriesof highrisk behavior commonwitha cohol abusersandheroin
addicts to be negative emotional states, interpersonal pressure and social pressure.

Relapse Techniques

Inthisformof relapseprevention, individual shouldbeabletoanticipateandidentify highrisk
situations, possessskillstodeal withthosesituations, and should havetheexpectationsthat using
theseskillswill resultinabeneficial outcome. Oneof themain contributionsof rel apseprevention
totheaddictionsfieldisthat it hasbrought into open discussionthefact that rel apseisafrequent
event followingtreatment. Theavailableevidencelargely supportstheefficacy of relapse
prevention, although improvements attributable to this technique tend to be modest.

Social Skills Training

Social skillstrainingisanother common component of substanceabusetreatment programs. It

ass gtsdrugand al cohol usersinfunctioning moreeffectively insocia situations. Therearevarious
approachestothisfieldincluding teaching moreeffectivecommunicationsskillstoimprove
interpersonal relationshipsand social skillstrainingtoimprovesocial functioning. Social skills
trainingingeneral hasbeenfoundto bean effectivecomponent intreatment programs, andis
supportedfrom conclusionsof several studiesshowing positiveimpactson substance-abusing
behavior after treatment dischargeand at |longer follow-upintervals. Social skillstrainingcanbe
used as a single component program or as part of more comprehensive treatment approach.
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Problem Solving

Problem solving skill trainingisgenerdly usedinasonecomponent of trestment programstheat utilize

other approaches(e.g. social skillstraining). Intheresearchliteraturetheevidencesupporting
problem solvingskillstrainingispositive, yet must beconsidered asindirect asitisdifficult to
separatetheindividual benefitsof onecomponent of amulti-component strategy. Regardless, the

lack of adverseeffectsandthepresenceof beneficial outcomeshasbeenused asjustificationto
recommend the incorporation of problem solving in procedures totally lacking in evaluation.

Methadone

M ethadonetreatment wasdevel oped asan dternativeto heroin, andwasoriginally intended asa
mai ntenancemedication. For physiologicreasons, apersononmethadonehaslittleincentivetoa so
useheroin. Methadonetreatment isusually accompani ed by behavioral counseling. Multiple
eval uationshavesupported theeffectivenessof methadoneinreducingusers' consumptionofillicit
drugs, reducing criminal activity and allowing usersto become socially productive and
psychologically stable. Intheliterature, researchresultswhicharenot supportiveof methadoneuse
aregenerally explainedintermsof aninadequate methadonedosage. Onetheory onmethadone
usagesupportsthecontinued useof thisdrug, rather thanagradual withdrawal , an approach that
has becomepart of amoral debate. North American programsgenerally arereservedfor those
severely addicted to heroinand havethegoal of withdrawal from methadone. Inmany programs
inGreet Britain, Europeand Austraiamethadoneisavailabletolessseverel y addicted casesaswel |
and maintenance is socially accepted.

Employment Training

Generdly, personswho present seriousdrug and a cohol problemsal so havedifficultiesfindingand
retai ning employment. Follow-upsof substanceusing offendershasshownthat securingand
maintai ning employment after incarcerationwill lower recidivismrates. Thepurposeof employment
trainingin substanceabuseprogramsisto devel op or enhanceskillsnecessary to secureand
mai ntai nempl oyment upon completionof treetment. A number of studieshaveshownimprovements
in employability of individuals post-treatment.

Provision of Aftercare

Researchhasshownthat about 66% of all rel apsesfoll owing substanceabusetreatment will occur
withinthefirst90days. Aftercare, generally providedinthecommunity,isdesignedtoprovidea
continuumof carewhichwill alow themai ntenance of goal sof functioning achieved through
treatment. Theprofileof anaftercareprogramwill reflect thecomponentsof thetreatment program,
whether it bebased onthe Alcoholics Anonymous 12 stepsmodel or on cognitive-behavioral

treatment (problem solving, highriskidentificationandrelated skills). Aftercarecanbeprovided
throughinformal discussionor support groupsto moreformalizedinterventionsthat continuethe
development of specificskills. Asthebehavioral changesin participantsenrolledinaftercarehave
beenquitedramaticintheliterature, itisrecommendedthat aftercareshould beviewed asan
essential treatment modality.
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Examples of Treatment Programs

Thisreview waslimitedto anexamination of publishedand unpublished documentationon substance
abusetreatment programs. Few formal eval uationshavebeen doneonthevariousprogramsnow
available to Aboriginal people.

1 National Native Alcohol and Drug Abuse Program
Medical/Disease Model

Themainvehiclein Canadafor substanceabuse preventionandtreatment programdirectedto
Aboriginal peopleisNNADAP. Thegoa of NNADAPistosupport First Nationsand I nuit people
andtheir communitiesin establishing and operating programsaimed at arresting and of fsetting high
levelsof dcohol, drug and sol vent abuseinthesecommunities. It hasfour componentsof prevention,
treatment, training, and research and devel opment. Ingenera at thecommunity level, most of the
NNADA Pfundsareallocated to community-based programsandtoresidential treatment, with
lesser funds directed to out-patient treatment and training.

NNADA Pcommunity-based programsemphasi ze prevention asacentral component. Despitethis,
asal994 Saskatchewan NNADA Preview hasindicated, theexpectationsof what community
NNADAPworkersshould provideinreality extendfar past prevention. Inadditiontoalcohol and
drug abuseeducationinthecommunity, theseexpectati onsinclude providing counseling, doing
assessment andreferrals, and providing aftercareservicesto Band members. Theseexpectations
may have evolved out of practice and the sometimes limited skills of workers.

Nationally, theprofileof theservicesprovided NNADA Pby program variesamong theover 400
community programsandthe49treatment facilitieswhich providealmost 700 residential trestment
spaces. Thetreatment facilitiesoperate primarily onamedical model (withthediseasemodel of
causationand anemphasisonthe Al coholics Anonymousapproach) and within eachthedegreeof
integrationof an Aboriginal componenttotherapy varies. Thetreatment centresareorganizedin
non-hospital model, however they wereoriginally fashioned after exi sting programsinnon-
Aboriginal centres, andthereforeacultural componentisoftenanadd-on. Inthe1989review of
NNADAP, thefour treatment programswhichwerereviewedillustrated two different approaches
to integrating an Aboriginal component to therapy:

Aboriginal component isan add on to established treatment program: Thisapproach
isfounded onthebelief that somecultural practicesand ceremonieswill not beaccepted
by theFirst Nationscommunity, and that participation should not bemandatory. Other
optionsincludeorientationto culture, suchaslearningan Aborigina language, crosscultura

education and cultural awareness.

38



Aboriginal cultureisintegratedintothetherapy process: Inthismodel, thetreatment
processisdominated by atraditional orientation, using ceremonies, spiritual activities,
traditional therapeutic techniques and involvement of elders.

The most extensiveeval uation conducted to dateontheNNADA Pprogramwasundertakenin
1989. It evaluated 4 NNA DA Ptreatment centresand 32 community prevention programs. The
treatment centresreviewed offered programswhichwere4to 6 weekslong and whichwereseen
tobehighly structured andfixedfor al clients. Thereview found many inadequaci esinthetreatment
centres. Themethod of eval uation useby thereviewerswastheBest AdviceModel andisdetailed
inthesectiononevaluation. Thecentreswerefoundto haveinadequate outpatient treatment
(constrained by thefunding formula), an unorgani zed approachto aftercare, alimited spectrum of
treatment options, al ack of outcomeeval uation and standardized assessment instruments. Many
of therecommendationsof thereviewersweredirected to remedying thelack of continuity of care
inthetreatment centres, whichwasduetoinadequateattention and resourcespaidto boththepre-
treatment and aftercare systems. In particular, the need for resourcing to encourage the
development of non-residential trestment optionswashighlighted aswere suggestionsto broaden
the scope of treatment alternatives overall.

The absenceof aorganized approachto preventionwasamajor review observation, asmany of
the32NNADA Psteswhich offered prevention servicesweredevotingthemajority of their efforts
totreatment activities, including assessment, counsdling, self-hel pand aftercare/follow-up services.
The review recommendedthat a prevention model be devel oped and become part of the
requirementsof contribution agreementswhichfund preventionactivities. Thelack of formalized
community involvement wasnoted asonly oneof thefour programsreviewed had apolicy statement
from the band council which addressed the issue of substance abuse.

Withrespect to eval uation, thereviewersrecommended funding beset asidefor outcomebased
reviews, sothat boththe on-going treatment programsandinnovationsto programscan be
assessed. Thereview notedtheabsenceof scientificevidencetojudgethesuccessof treatment
models, in particular Aboriginal substance abuse treatment.

Thereviewersal soadvisedthat staff skill level sshould beupgraded, but cautioned that without
other changes, many of theworkerscurrently inthesystemwereunlikely to benefitfromthelevel
of training requiredtomakeanimpact. Thiswasbecausethequdity and quantity of supervisionthat
wasavailableat preventionand treatment siteswasoften solow or absent that it could prevent the
professional growth and development of persons who had received training programs.

Community-based Evaluation of NNADAP

Treatment for a cohol and drug addictionisacomplex area, anditisdangerousto generalizeabout
gapsandinadequaciesaswhat worksfor onecommunity may beentirely inappropriatefor another.
ThefollowingareobservationsfromtheAlexisFirst Nationwho devel oped aplanto address
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substanceabuseintheir community .8 Themost common deficienciesintheexistingNNADAP
substance abuse services were cited as:

Inadequatetraining: InFirst Nationsand I nuit communities, itisnot uncommonfor NNADAP
workers to be untrained in the field of addictions counseling.

Waitinglists Thelack of sufficient bedsinresidential treatment facilitiesisaseriousproblemas
most addicted personsseek treatment whenthey areincrisis. InAlexistwoout of threeindividuals
who seek treatment for their addictionsexperiencearel apsebeforethey areadmittedtoa
residential treatment program.

Lack of support programsincommunity. Thisisoneof themajor deficienciesinthetreatment
system. Community support isneededinrel gpseprevention, lifeskills, in-homesupport, and on-site
resource people to continue therapy.

Lack of coordination between addiction and other therapies: Persons with addictions are
typicaly experiencingcrisesinother areasof their life, suchasfamily violence, crimina behavior or
suicide. Thereoftenisinadequateor nocommunication between drug and al cohol counselorsand
other community service providers.

Role of traditional healing and medicine not acknowledged: Traditional healing has proven
effectiveindrugand alcohol addiction, but therearemany barriersand concernswhich preventan
acceptance of this approach.

2. Selkirk Healing Centre®
Native cultural model

TheSd kirk Healing Centreisdescribedinitspromotiond literatureasatherapeutic community that
strivestoaffect positivechangesintheenvironment, peer groups, family rel ationships, work habits,
attitudesandvaluesof itsresidents. It focuseson abstinencefrom substanceabuseanduse. The
centreadmitsAboriginal clientsonly andthereforeplaceimportanceonindividualsgainingan
understanding and confidenceintheir roleasAborigina people, includinganincreased responsbility
for their actions and behaviors.

The program not based onamedical or diseasemodel and doesnot subscribetothe Alcoholics
Anonymous s12 step approach. Thehealing centre’ sstaff includesacontracted physiciananda
consulting psychologist. Programand community activitiesareenhanced by pipeceremonies,
healingcircles, springandfall ceremonies, naming ceremonies, round dances, sweat lodgesand
traditiona pow-wows. Eldersareemployed ascultural and spiritua |eadersof thecommunity and
alsoasvisitingguests. Aswell, theCouncil of Eldersisanationally-represented committeewhich
advises on Aboriginal traditional, cultural and spiritual programming.

40



Thereisnoforma treatment length of stay asthisisbased onindividua need. Therearefour criteria
to judge completion of the program:

1. Maintenance of adaily routine (e.g. going to work, getting up on time etc.)

2. Substance-free during entire course of treatment

3. Completion of 66% of personal goals. Thesegoalsaresetinthefirst4-6 weeksof the
stay, and can be changed by individuals at any time.

4, Areadlisticplanfor exit. Thisincludesaplanforwhat peoplewill do, whowill betheir
community contacts etc.

Thesecond criteriaaboveiscompulsory. For therest, theindividua must havecompl eted two of
theother threecriteriainorder to have been judged assuccessfully compl eting the program.
Aftercareisnot formalizedinanoutreach program, however amonthly graduategroupexists, and
personsareinvitedtoreturnto Centreevents. Thepersonwhoreferredtheindividual for treatment
i salso contacted upon program compl etion, and support isprovided throughtelephonecallsas
needed.

Anevaluationof thefirst 15monthsof operation (January, 1995to March, 1996) hasbeen
completed. A sixmonthfollow-upwasundertakenfor all personsenteredintotheprogram,
whether or not they wereactually judged to have compl eted the program. Two quantitative
evaluationswerecarriedout. Thefirstlookedat thereduction or abstinencefrom substanceabuse
comparedtoinitia entry intotheprogram (daily use, weekly use, monthly use) and foundthat 75%
of personshad either eliminated useor reduced their useat six monthscomparetotheir level sat
admission.

Thesecond component of theeval uation used anoverall treatment needsassessment. Individuals
wererated at entry intotheprogramonascaleof 1- 6 regardingtheir emotiona and physical needs
relatedto substanceabuse. Atsix months, theassessment wasrepeated and resultsshowed that
98% of theseindividua shad achieved apositivechangeintheir level sof treatment need towards
being more self-reliant.

The centreiscurrently facingafiscal crisisduetolack of federal fundingfor First Nationsclients.
Theadultandfamily programisending at theend of February, 1997 andtheyouth program has
been reduced and limited to sol vent abusersonly. Thefutureof theyouth programisa souncertain.

3. Okunongegayin
Native cultural model

Thisisamodel of treatment for chronic solvent abusewhich hasbeen devel opedinnorthern

Ontario® It seessolvent abuseasasymptom of awiderangeof problemsaffecting communities
where suchabuseoccurs, andthereforethetreatment programinvolvesindividuals, families,
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community organi zationsand agencies. Thestrength of thisagpproachisnot inbuilding apermanent
ingtitution, but rather indrawing resourcesfromal theinstitutionsand agenciesaround theproblem
of solvent abuse.

Althoughthismodd utilizesa® trestment centre” gpproach, itisrecognized that asacommunity heals
andyoung peoplearenolongerill, theremay not beaneedfor thisparticular structure. Thefirst
periodof theproj ect (ademonstrati on period) saw theprogram operateout of abushcamp. Inthe
lifeof thisprogram, therewill beadeclining needfor acentral camp, and moreinitiativesat theloca

level.

Description of program

Thismodel isfounded on A nishinaabeg philosophy, beliefsand practices- itisemphasized that it
i snot based on behaviora changetheoriesseeninpsychology, social work and addictions. The
program identifiesthecauseof aclient’ sillness, andtail orsactionstoimprovethecondition. In
additionto offering healing sessionsfor youthwho abusesolvents, it actsasaresourceto hel p
communitiesdeveloptheir owninitiatives. Asacommunity-driven program, thismodel isseenas
aexpression of self-government.

Theprogram combinestherapeuticinterventionwith apreventative, harmreductionand health
promotionframework. Theindividual isseennot only intermsof their needs, but alsointhecontext
of the larger extended family and community. The components of the program are:

C clinical hospital assessment at admission, that verifiestheclient’ sfitnessfor thebush
program and screens out violent or medically unstable individuals
formal opening ceremony and a week of detoxifying sweat lodges

three weeks of intensive therapies, chosen based on individual need.
follow-up assessment by the shaking tent ceremony.

OO O OO

Operational evaluation

Two evaluationswerecarried out onthedemonstration project: an operationally-focusedreview
of theprocessand theoutcomesof the project and, secondly aformal peer review amongthe
consulting professionals.

Theresultsof thedemonstration phaseof thisproject showed that of the 136 candidatesadmitted
to the program, 68% (92 persons) stayed for theduration. Almost all of the personswho
compl eted the programunderwent aformal eval uation at theend of theprogram, and 50% were
judged healthy, with a further 41% were in need of further treatment.

Seventy personswereavailablefor follow-up, and at theend of thedemonstration period were
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evaluated. Thirty -five(50%) showed|ongtermsignificant change, of which 30 personswere
judgedtobeof noconcerntosocial workersor weredoingwell withregular, supportivevisits.
Over half of these 35 personshad | eft thetreatment for over ayear previoudly. Almost 40% of the
70 clientswho were foll owed showed no discernabl e change, with the remainder (11%)
unevaluated.

Theresultsof theeval uation programjudged thetreatment program successful, however the
reviewerscautioned that successwasdependent on proper referral and admi ssion proceduresso
that thecandidatehad asupportivefamily and environmentinwhichtoreturn. Theprogramwas
judged | east successful with candidatessuffering from severecognitiveimpai rmentsfrom solvent
abuse.

Theeva uation noted that community effortscoul d a so beindependently successful inloweringthe
incidence of solvent abuse, but this was beyond the scope of the evaluation.

The programwaseval uated to be cost-effectiveandinnovative. It cost $9,000 per candidate
compl eting theprogram, or based onthefoll ow up samplesuccessof 50%, $12,000- $24,000 per
longterm successful outcome. Thelengthof theprogramat 4 weekscompared favourably to other
solvent abuseprogramswhichweretypically 6- 8monthslong. (TheOntarioMinistry of Health
reimbursement for out-of-country addiction treatment was up to $400 per day.)

Thedemonstration project conclusi onsincluded that thisprogram showed that itisnot necessary
tofollow thedominant ingtitutional model sfor a cohol abuseinterventions, butinstead other options
suchastraditional medical models, harmreductionand brief interventionsmay besuccessful. In
fact, oneof theconclusionsof therecommendationisthat effectivesol vent abuse programscannot
follow theusual modelscommonto substanceabuseprograms. Theprogram successfully integrated
institutional resourceswherenecessary, and wasnot preoccupiedwithestablishingapure
community-based program. Programming must beflexibleandintegrateanindividua’ streatment
intoalarger community framework. Aspart of thedevel opmental process, theprogramwas
extending its expertise and services to other communities.

4. O’Chiese Community Rehabilitation Program
Mobile, community-based treatment

The O’ ChieseProgramisamobil etreatment for al cohol abusewhichwasimplemented by
Poundmaker’ s LodgeandtheNechi Ingtitute® The O’ Chiesebandwhenit started the program
had arateof alcoholismof well over 90%. Theaverageageof mortality for thecommunity was
under 25years. Theprogram’ smodel isbased on community strengthfromwhich ateameffort
arises. Thisteam approach includes a spiritual component, and consists of a circle of
interrel ationship betweentheperson, family, thecommunity andtheband. Theprogram steps
include:

43



C acquiring and cultivating a vision of positive end results: i.e. sobriety

C developing a commitment towards achieving thisvision

C establishing a supportive and loving sobriety team

C incorporating intotheteam, Elders, youth, bandworkersinall areas, and outsidehedlthand
social agencies

C a28day treatment programwhi chincludeseducation about al coholismand how it canbe
treated

C organizinganon-reserve programwith al cohol counsel orsfromboththe Band and
Poundmaker’ s lodge.

C aftercare- rebuilding or learning how tolivewith sobriety, enter thework force, find sober
entertai nment

C beyond sobriety

Thisprogramrelied on heavy community support. Pre-conditionsfor establishingthemobile
treatment programweresober community |leadership and band staff. Aswell, asubstantial number
of theband had to voluntarily enter treatment at Poundmaker Lodge. Oncethepre-conditionswere
satisfied, planning for the mobile program began with the establishment of aCommunity
Devel opment Team. Thiswasaworkingcommitteecomprised of Elders, and representativesfrom
thehealthandsocial programareas. Thestrength of thisteamwasseento betheorganic structure
whichvaued al memberscontributionsand minimizedthehierarchia aspect. Thisteambecamea

focal point of the program’s vision and the members were role models in the community.

Inan evaluation of theprogram®, it wasconsi dered successful for boththeindividual swho
participated asclientsand thecommunity asawhole. Thiswasfelttoresult from strongcommunity
|eadership, avisionof community devel opment and health, abase of personswhoweresober or
had at | east beentreated beforefor al coholism, extensiveplanningandacultural basistothe
treatment program. Thisassessment waslimitedtoaone-day on-sitevisitand did not ook at
guantitative data on outcomes of the program.

5. Beauval, Pinehouse and Cumberland House Community Treatment
Mobile community-based treatment

Anevaluationwasconducted by the Four WorldsHealth Promotion Programin 1992 onthree

mobi | etreatment servicesin Saskatchewan.®” These programswerebased onthe Four Worlds

model whichisbased on community development, not just in substanceabusetreatment, butinall

facets of learning and development. In the Four Worlds approach:

C themedicinewhed isan effectiveand powerful analytical tool for looking holistically at
human and community development.

C development comes from within the community, which responds to a vision of health.

C individua, family and community level processesmust beinterconnected. Learningisthe
key to health promotion.
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community development isseenasalong process, takingfrom5to 20 yearsbeforeall key
issuesmay beaddressed. Community personnel must betrainedtothink and enhance
peoples’ involvement in the community health development process.

strong political will and program leadershipisneededto establishanew coreprogramming
pattern that integrates all program efforts into a single organic comprehensive approach.
community development isinside-driven, but outside hel perssuch asFour Worlds
personnel arecrucial inthebeginning of aprogram, not toimposeoutsideideasonthe
community, but to mirror the devel opment consequences of behavior back to the
community so people can see the effect of their words and actions on the process.
toensurethereisnot|ongterm dependency of thecommunity on Four Worldsfield officers,
aformal mentorshipandtraining approachisusedthat coachesstaff and volunteersintheir
day-to-day work in community health development.

Theeval uation of themobil etreatment programswasconducted through face-to-face (one-on-one)
interviews with former clients. The evaluation found:

C

therewerevarying degreesof sobriety achieved among thethreecommunities, varyingfrom
20% “ compl etely sober” to55%* sober after oneyear”. For all communities, these
percentages improved if persons who relapsed but regained their sobriety were included.
all communitieswereencouraged by theresults, astheserateswere seen asmuch higher
than those achieved by residential treatment outside of the community.

al participantsinthethreecommunitiesreported animprovementintheir lives, directed both
to community relationships and community interaction.

thelack of an“ organizationa or ingtitutional” fed totheprogramwasimportant. Holdingthe
programinthecommunity wasseento beinnovativeand successful, however theevaluation
noted alack of aftercare support and community involvement in one community.
a special mobile program for youth was recommended in one community.

better communicationwasneeded bef orethe program begins, for both the participants
(pre-treatment sessions) and the community (awareness and understanding).

Ka-Na-Chi-Hih Solvent Abuse Treatment Centre
Combined medical and cultural model

Thissolvent abusecentrein Thunder Bay hasjust recently opened, thereforeno eval uation exists
onitsprogran® It doeshowever highlight thedirectionbeingtakenin sol vent abusetreatment for
Aboriginal people, towardsamerger of traditional and contemporary approaches. Inrecognition
of theextensiveneurol ogica damagethat can occur with chronic solvent abuse, amulti disciplinary
program hasbeen devel opedincluding occupationa therapy, physiotherapy, counsding, lifeskills
training, education, individual counsalingwhichismelded withtraditional teachingsfrom Elders,
spiritual healing ceremonies, trapping, recreationand rehabilitation and groupwork (anger
management, self-esteem, abuse, communication).
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Assessmentsaredoneinthefollowing areas: cognitive/neurol ogical, psychosocial, functional,
physical and education. Other servicesincludepurification and readinessand consultationwith
traditional healers. Theassessmentsaremonitoredfor cultural appropriatenessandthetreatment
team uses the information from the assessments in developing a comprehensive treatment team.

Table 2 illustrates the contributions of the two approaches used in the treatment centre on the
individual, group, family and community.

TABLE 2
PROGRAM COMPONENTS
Ka-Na-Chi-Hih Centre

TRADITIONAL CONTEMPORARY APPROACH
APPROACH
Individual Individual healing sessions with Individual medical treatment with sfaff

traditional medicine people

Individual spiritual counseling with| Individual counseling with
sweat lodges psychologist, psychiatrist, or member
of clinical team

Individual counseling with elders | Individual counseling with
pastor/minister

Group Greeting circle/talking circle Discussion group
Healing circle/sweat lodge Group therapy

Family Family healing circle Family counseling

Community Community healing circle Community development

7. Round Lake Treatment Centre
NNADAP program

TheRound Lake Treatment Centre’ sClient Outcomestudy whichwasdetailed earlier inthisreport
al so conducted alongitudinal study of thecentre’ sprogramover twotimeperiods. Thestudy
evaluatedtheoutcomeof thetreatment centreduring thecurrent period of theoutcomestudy
(1991-1995) withapreviousstudy that had been carried out on clientswho hasbeenintreatment
from 1797-1985.
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The centre’ sgoa sincludehigh-quality andinnovatieve, in-patient and community-based treatment
andtreatment services, and acommitment to devel op andimplement programsthat invol vethe
family inprevention, interventionandtreatment. Althoughthestructureof theprogramremainedthe
sameover theprevious10years, several key changesinapproach andtreatment methodshave
evolved. These changes related to:

C increasedscreening of clientsprior tointakeinorder toensuregreater suitability and
readiness for an intensive in-patient treatment program.
C increased emphasisin treatment on cultural awareness building and spiritual guidance
C i ncreased emphasi songroup support and hedling circlesasaninterventiontechniquerather
than primarily one-on-one counselling.
C decreased use of confrontational authorative AA techniques.

Table3comparesthefollow-up outcomestatusfor thoseclientswho completedtheprogramin
1979-1985 and 1991-1995.

Table3
Follow Up Outcome Statusfor Completer Clients, 1979-81 and 1991-95
(Clean and Sober)
1979-1985 1991-1995

% clean # clean %clean # clean

and sober | and sober | and sober | and sober
3 months post completion 73.3% 148 86.9% 218
1 year post completion 64.9% 131 68.8% 119
2 years post completion 59.1% 114 65.1% 82

Table4

Follow Up Outcome Status for Completer Clients, 1991-1995
(family relations, quality of life, self image)

Improved Family Improved Quality of Improved Sdlf-
Relations Life Image
3 months post 69.3% 72.1% 54.2%
completion
| year post completio 53.2% 65.3% 64.2%
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2 years post 65.9% 73.0% 67.5%
completion

Theprogram showed higher ratesof cleanand sober clientsin 1991-1995at al| periodspost
completion. Thelargest differencewasat threemonths(13.6%), which narrowedto4-5%for the
1 and 2 year follow up periods.

Thestudy alsolooked at other outcomevariables, however thisinformationwasavailablefor only
1991-1995. Thesevariableswere: improvedfamily relations, improved qudity of life, andimproved
self image(Table4). Theonly variablewhichhad cons stentincreaseover thethreetimeperiods
of 3months, 1 year and 2 yearswasimproved self image, whichincreased by 13.3%from 3months
(53.4%) to 2 years (67.5%).

8. Natitch Salallie Y outh Residential Treatment Program #
Combined medical and cultural model

Thisadolescent program basedin Keizer, Oregon, isbased ontheprincipal that recovery will occur
by building sl f-esteemthroughthesocial, culturd. physical, and spiritua holisticapproach. This
i sanabstinencebased programwhichusesthe 12-step approachinindividual counsgling. Cultura
programmingisintegratedintoal aspectsof theoverall program, andincludescompul sory studies
into tribal government, tradition and history.

Asanintensiveresidentia treatment, theprogram variesfrom 30-90 daysdepending uponclient
need. Inadditiontotheindividua counsdling, other servicecomponentsincludecoordinationwith
theclient’ sschool to ensurethat education needsaremet, family counseling, andfollow-upand
aftercare(beguninthelast week of thestay). Uponcompletionof theresidential program, clients
at highrisk for relapsecan participateinthe Transitional Living Component (TL C) for aperiod of
30-90days. WhileintheTL C program, aclient must beworking on education or employment
goals. Activitiesincluderel apseprevention, establishing support systems, self-esteembuilding,
decision making and life skills.

9. Rediscovery I nternational Foundation %
Wilderness cultural model

Rediscovery | nternational Foundation began asasinglecampin British Columbia, butinresponse
torequeststo hel pdevel op programsinother locations, it hasexpanded to numeroussitesin
westernCanadaandtheUnited States. Rediscovery hasbeendescribed asreversingtheprocess
of residential schools. Throughthewildernessexperience, peoplearebrought back intouchwith
the land, their cultural roots and themselves.

Eldersareinvolvedinevery aspect of theprogram, asleadersand counselors. A guidingprinciple
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isauthenticity asthe programmust berun by Aboriginal peoplein Aboriginal communities.
Participantsareencouragedtotakeleadershiproles, aretaught tolivefromthebounty of theland,
andarerecognizedfor personal achievements. Thisisatwoweek program, butfollow-upis
attempted during the winter months, through elders’ hospitality and traditional dance groups.

10.  Symposium on Monitoring Outcomesfor Substance Abuse Treatment Systems

Althoughtheimportanceof outcomemeasurement on substance abusetreatment iswel | understood,
itisonly recently that anintens vefocuson des gning and testing outcomemeasureshasoccurred
inmaingreamtrestment. The Sympos um onMonitoring Outcomesfor Substance Abuse Treatment
SystemswasheldinTorontoinFebruary, 1997 and drew together international expertson
substanceabuseoutcomeresearch. Thissympos umrecognized theval ueof traditional measures
of classification, such asdemographicinformation, socia support, menta hedth statusof clientsand
severity of dependenceon substances, but went onestepfurther toexplorethemulti-dimensional
measuresof outcome, includingimprovement in persona and social function, reductioninpublic
heal thand safety risks, and reduction (not necessarily abstinence) ina cohol anddruguse. The
accuracy andvalidity of theselatter outcomemeasuresarehighly dependent ontheinstruments
(assessments, surveysetc.) used. They arealsoinfluenced significantly thecircumstances
surrounding thecollection of information, such astheamount of timeto berequested of theclient
and whether face-to-face or telephone interviews are utilized.*

Outcomemeasurement tool stypically includeassessment instrumentswhich areused at admission,
discharge, andtogaugeprogressthroughtreatment. A client-perceivedimprovement questionnaire
should monitor satisfactionandimprovement - twoimportant dimens onsfor theclient whichmay
belinkedto perseveranceand motivation.®? The AlbertaAlcohol and Drug Abuse Commission
(AADA C) hasimplemented an outcomemonitoring systemfor thecontinuum of care® It hasthree
mai nsubsystems (detoxification, treatment and trai ning) each with their own set of outcome
measures and procedures.

Outcomes which are measured in the AADAC system are in the following programs:

C outpatient individual counseling
C day treatment

C short term residential counseling
C long term support services

All the above treatment services have the same outcome measures, clustered in three areas:

C client satisfaction with the treatment services
C post treatment alcohol, drug and gambling use (three months past treatment)
C post treatment life functioning

AADAC staff and managershaveidentified threemainissueswhenimplementing outcome
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monitoring: timeand cost of theprocess, integrationwiththework flow, and procedura compl exity.

Thecall for better information on outcomesisnow being heard fromfunding sources. For example,
AADAC isnow facing pressurefromtheAlbertagovernment toimprovetreatment successrates.
Inthefuture, theremay beademandfor return-on-investment goal s(health careand crimeoffsets),
however,thegovernment now i srequesting recovery-oriented goals* Theorganizationis
guestioningwhether or not they know how to changerates, and assertsthat theliteraturehasnot
demonstrated that treatment outcomeshaveimproved over thepast thirty years. Inaddition,
AADA C hasdebated theappropriatenessof abstinenceasatreatment goal andthelevel sof post-
treatment abstinencecurrently beingachieved. Asthereisnocommonaccreditation processfor
measuring and reporting performance such asabsti nence, compari sonsmay beinappropriateamong
certain centresin AADAC

Outcomes must not only be measured but also managed. Outcome management consists of:

< a common patient-understood language of health outcomes

< anational databasecontaininginformationandanalysisonclinical, financial and health
outcomeswhichtriesto estimatetherel ationship between medical interventionsand health
outcomes, as well as resources and health outcomes

< anopportunity for decision-makersto haveaccessto analyzesthat arerelevant tothe
choices they must make.®

The Toronto symposiumdid not include presentationson Aboriginal approachesto outcome
measurement. Somenon-Aboriginal treatment programswerehighlighted which havetracked
outcomeintheir client popul ation. Onestudy |ooked at thelength of timeinmethadonetreatment
and its relationship to outcome. The study found:

< improvementsinillicit drugabuse, a cohol use, and criminal involvement occurred from
beforetoafter treatment, withlonger retentionintreatment (especially ayear or more) being
significantly related to better outcomes.

< ageover 35years, lower injectionfrequency, and higher motivationfor treatment wereeach
associated with two fold increases in the likelihood of having favourable outcomes.

< patientsstayingintreatment ayear or longer werenearly Stimesmorelikely to havebetter
outcomes

< length of stay intreatment was predi cted by higher patient motivationat intakeand early

program involvement.%

A longtermmulticentreoutcomestudy of treated al cohol dependent personsin German speaking
Switzerlandwasasopresented.” Thestudy popul ationwereinpatientsin centresspecializingin
alcohol addiction. Clientswerefollowed up 7 yearsafter treatment. Therewaslittleinformation
suppliedinthepaper presented tothesympos umonthetypeof treatment that wasprovidedinthe
eight centres, other thanthey wereaimed at achieving abstinenceandweredesignedtoresultinthe
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“rehabilitationof theaffectedindividuas.” Thecentreshadvaryinglengthof stays, rangingfrom6
weeksto 12 months, although most patientswereadmitted for medium-termtherapeutic stays
(undefined). Inthereferencetreatment of thestudy, themean length of stay was5.5 months, with
arangeof between 1and 567 days(s.d. =90days). Thefollow-upinvestigationused aself-
administeredquestionnaire, or ashortened tel ephonesurvey to non-respondersof theinitial
guestionnaire. Thereferencetreatment clientscomprised 15% of all theclientswhichwere
admissible to the study. Results obtained included:

< 63% of former clientsreported at | east oneepi sodeof rel apseduringthesevenyearssince
the index treatment. 15% reported relapses of more than three years.
< themortality rateof clientsfollowed upwassix timeshigher thanthegeneral population.

Principlecausewasliver damageandinternal bleeding of thegastrointestinal tract. The
second most frequent causes of death were suicide and cardiovascular disease.

< employment waspositively related to abstinence- among theemployed, therate of
abstinence was 3 times higher and the relapse rate 20% lower.

< study popul ation suffered from considerably moreheal th problemsthanthegeneral
population (this, however, was not related to age)

< peopl einastablerel ationshipweresignificantly morelikely to havean unproblematic
relationship with alcohol or drugs (unless the partner also had dependence problems)

< i ngeneral abstinenceor low consumption of alcohol post-treatment wasaccompanied with

a positive assessment of quality of life.

Theauthorsof the Switzerland research point totheneed for adequateeval uationintheal cohol field
- evaluationthat i sabl eto di stinguish minor lapsefrom heavy rel apse, and controlled consumption
from uncontrolled consumption. Thereforeboth patternsof drinkingandtherelated situationsare
important, and creategreat challengesto designing complex eval uationtools. They suggest that
knowledge of theoverall evol ution of consumption patternsmight beanimportant tool when
evaluating the dynamics of the recovery process.
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|. OBSERVATIONS

Thepurposeof thisreview wasnot torecommend onetypeof eval uation or treatment programin

substance abuseamong Aboriginal people, but rather to present thedifferent approachesto

preventionandtreatment that arecurrently being used, andtoidentify theindicatorsof effectiveness

these programs have used in evaluations. The following observations are pertinent to thisreview:

1. Evaluations of Aboriginal substanceabuseprogramshaveconcentrated oncompletion
rates, abstinenceratesor decreasesin substance consumption asoutcomeindicatorsof
effectiveness. Thisquantitativeapproach suggeststhat comparisonsshouldbepossible
among programs, andthereforethesuccessof different programscanbedetermined.
Therearemany differencesamong Aboriginal substanceabuseprogramsthat will preclude
thistypeof comparison. Theseincludean absenceof benchmarksinoutcomestatistics,
differing program gpproachesbased onvariousmodd s, differing policiesregarding program
completion, varying severity of client populations, differinglengthof stays, differingviews
onpositiveoutcome(i.e. abstinencevsreductioninconsumptionlevels), and differing
populations evaluated (inclusionof dl participantsingtatisticsor just thosejudgedtohave
completed the program).

Thereareno established benchmarksfor programsto usewhen eval uating treatment or
preventionof Aboriginal substanceabuse. For acommunity embarkingonaformal
intervention programor mobileservice, initially at | east, any successin achieving sobriety
appearstobewelcomed. Theissueof how successful the program should bebecomes
secondary, and in most cases, impossibleto estimate due to the varying program
approachesseen among communitiesandthelack of acommonbenchmark value. Inthe
eval uationscontai nedinthisreport, reported outcomemeasuresincluded: eliminated or
reduced useby participants(75%), significant long term change of compl eters(50%) and
sobriety (20% - 87% depending on length of time of follow-up.

Someprograms(e.g. Selkirk Healing Centre) arechall enging theabstinence-focusto
outcome measurement, saying that effectivenessof treatment should beevaluated by a
reductioninthelevel of alcohol consumptionor druguse. Aswell, thebenefitsof the
programto non-compl etersisal sorecognized by thisprogram, asall participantsnot just
completers are followed to determine post-program success.

National evaluationdatafrom TARSusedintheNNADAPprogramincludestrendsin
abuseof different substancesand crossaddictions, bed utilization, numbersof admissions,
number of compl etions, reasonsfor non-compliance, client recidivismand treatment costs
per day. TheTARSdatahasbeenjudgedtobelimited by inconsistency of reportingand
lack of accuracy. Thereisaneedtoensurethereliability of theTARSdata, andalsoto
extend the data collection efforts to encompass the continuum of care.

2. Contemporary Aboriginal substanceabuse programming emphasi zestheroleof the
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community indevel oping, delivering, and supporting programs. Thiswouldinfer that the
community, asanintegral part of thetreatment program, should alsobeeva uated. There
aretwo aspectsto community eval uation: (1) theeffect of community involvement onthe
program, and (2) effect of program outcomesonthewell-being of thecommunity. There
appear tobenoformal evaluationsthat havefocussed thefirst aspect. Themost commonly
usedindicator of community invol vement i sthe presence of asupportiveBand council
policy supporting thetreatment goal sof theprogram. Thesecond aspect regarding effect
on the community has been commonly inferred from client outcome rates.

Informationonthequality of servicesprovidedthroughprogramsisalsolackingin
evaluations. Undoubtedly some programs must include client satisfaction exit
guestionnaires, however thesearenot obviousintheliteraturereviewedfor thispaper, with
the exception of the Round Lake Treatment Centre client outcome study.

Thereisno evidence of on-going continuousquality improvement or total quality
management strategiesintheprogrameva uationsreviewed. Infact, quality of serviceisa
rarely usedindicator intheseevaluations. Theobjectiveof thesemethodsaretoensure
quality andincreasetheeffectivenessof servicesinorganizationsand programs. CQI and
TQM conceptsand model sarewel | establishedinboththeprivateand public non-profit
sector. Thequality circleapproach of thesemethodsusesteam problem-solving that val ues
contributionsof al level sof staff, and would becomplimentary totraditional Aborigind
consensus-building.

Demographicfactors, previouslifehistory and prior trestment for substanceabusehaveal
been showntohaveaninfluenceon programoutcome. Ideally, aprogram should capture
thisdatainaninformation system, so asto shedlight onthereasonsfor theoutcomerates
whichhavebeen achieved. Thesedatarequirementsshouldbein placeduring program
implementation in order to obtain baseline data on clients.

Therewereno evaluationsamong thosereviewedfor thisreport that |ooked at staff burn-
out, overwhelmed case-workersor other staff-rel ated factorsthat might prevent anoptimal
program outcome. Other areasthat could bemeasuredincludenon-Aboriginal and
Aboriginal conflict (programdesignor direction), community rejectionor lack of support.

Therewaslittledifferentiation by severity of a cohol or drug abusewhen presenting outcome
results. Contemporary approachestotreatment strategiesin substanceabusearebecoming
increasi ngly sensitivetotheimportanceof thelevel sof useasanindicator of severity.
L evel sof usehavebeen suggested toincludeexperimentation, recreati on (seeking drugs
out), habituation (psychol ogical dependence), abuse (negativeeffectsignored) and addiction
(acompulsiontoseek drugs). Theselevelsmay havebenefitindeterminingearly
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intervention strategies as well as appropriate treatment approaches.

Follow up outcomedataon clientswho arere-integratedinto thecommunity aresubjectto
thetruthful nessof respondentswho may wishto not disappoint program staff. Therecan
bean appreciablenumber of clientswhorefuseto answer questionson sobriety (particularly
if thefocusof theprogramwassol ely on abstinence, asintheAlcoholicsAnonymous
approach). Thiscanleadtotwo statisticsbeing presented on client outcomewhichare
oftengreatly different: abstinencein respondents, and abstinenceamong personswho
answered that particular question.

Thereisnoformal mechanismto ensurethat minimum standardsof careareadheredto.
Although program standardshavebeendevel opedinNNADAP, thesehavenot been
formally usedinan accreditation processnor isthereacommonly accepted processby a
recognized body which conducts evaluation.

Aboriginal approachesto substanceabusetreatment appear to bemoving away fromthe
AlcoholicsAnonymousmodel, which seesabusersasnot responsiblefor their actions, and
whichusesconfrontational techniques. Rather acombined medical and nativecultural
model isfavoured. Intheseprograms, componentsof western gpproachestotreatment that
arecomplimentary and cultura ly-neutrd areutilized. Itisrecognizedthat notal clientsmay
feel comfortable with a program that is based solely on traditional culture.

Theissueof costisrarely broachedinevaluations. Thisisnot specificto Aboriginal

programsasthereisageneral lack of cost-effectivenessstudiesin substanceabuse
treatment. Reasonsfor thisincludeconceptual problemsindesigningtheevaluation,

disagreement over treatment goal s, di sagreement about outcomes, uncertainty about the
appropriatelength of stay intreatment, vari ability among trestment programs, high drop-out
rates and reliance on self-reporting by clients.%®

Areasthat areimportant to eval uatewith respect to costinclude: What typesof clientsare
most costly totreat? What client typesbenefit most fromtreatment? How do benefits
comparetocosts? Inthefiscally constrainedfield of Aboriginal health carewhereeach
preciousdollar must dodoubleduty inmeeting thegreat health needsof thepopul ation, this
information becomes even more relevant than for the general population.

The most common units to evaluate costs are abstinence or reduced substance use, but
equally important are the indirect benefits which are more difficult to measure and value.
These include quality of life improvements, increases in employment, and reduced
criminal activity.

Effective evaluation requires a commitment by all persons associated with the delivery of
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10.

11.

12.

a program, including staff, volunteers and administration. Evaluation must be seen as a
beneficial aspect of the program design, not as athreat to either the individual staff or the
continued existence of the program. Ideally, staff and volunteers should actively
participate in the design of an evaluation and its implementation.
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