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Abstract

Research on alcohol and substance use for First Nations populations frequently

describes the problem (nature and severity, risk factors), but does not often address

intervention and what works well for clients who engage in treatment. This thesis

provides a comprehensive participatory evaluation of the six-week residential 'Namgis

Treatment Centre (NTC) program in Alert Bay, British Columbia. Client intake files (n =

218) were reviewed for clients who participated in 17 different six-week sessions over a

two and a half years along with reviewing evaluation forms completed by clients (n =

131) at the end of treatment. Assessing program theory involved developing a program

logic model. Assessing program impact included administering a telephone follow-up

survey, developed in conjunction with all of the NTC staff, with clients who had been out

of treatment for 3 to 37 months (n = 91,52.7% male and 47.3% female participants). In

total, 24 clients were abstinent at the time ofthe interview, and 67 clients (73.6%) had a

relapse on average 155.29 (SD = 167.77) days after completing treatment. Cox regression

univariate and bivariate analysis revealed that pre-treatment variables (age, gender,

education, history of abuse, presence of medical or psychological issue and involvement

in culture) were not associated with time to relapse or what happened after relapse

(abstinence again, harm reduction or resuming pre-treatment consumption levels). Post

treatment variables (aftercare plan, support from friends, family, a drug and alcohol

counsellor, AA/NA meetings, AA/NA sponsor) were not associated with time to relapse

except using the after care plan. However, the aggregate of support items influenced what

happened after relapse. The greater number of supports the client had, the more likely

they were to be completely abstinent, and the less supports the client had, the more likely
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they were to completely relapse. NTC staff and community members were consulted with

for their input into the interpretation and implication of the findings, and

recommendations were shared with key NTC policy makers. Based on the findings in this

project, it is apparent that follow-up and aftercare are critical for effective treatment and

lasting behaviour change.

Keywords: substance abuse; treatment outcomes; Aboriginal; program evaluation



Treatment Centre Evaluation v

Acknowledgements

This research could not have been accomplished without the contributions and
support of many people. First, I would like to acknowledge all of the clients who
participated so generously in this project. It was a privilege to be able to share parts of
your life and I am humbled by your courage and perseverance. I would also like to
acknowledge all of the staff at the 'Namgis treatment centre - your dedication, hope and
sense of humour were inspiring. I would also like to acknowledge the people of Alert Bay
who welcomed me with open arms and for all of your support over the years. I would like
to specifically acknowledge Patrick Davis the treatment centre director, and Peggy
Svanvik, a founder of the treatment centre, a beloved elder, and my grandmother. I raise
my hands to all of you.

I am also eternally grateful to my supervisory committee. An enormous thank you
to my senior supervisor, Dr. David Cox, for all of the years that you encouraged and
believed in me. I have also been so fortunate for the support of Dr. Dennis Krebs who
took a stand for me. I am also grateful for the support of Dr. Dara Culhane, Dr. Jeff
Reading, and Dr. Andrew KInetic - your input was invaluable. I would also like to
acknowledge my external examiner, Dr. Chris Lovato, your evaluation expertise and
perspectives were so helpful. I would also like to acknowledge Dr. Noel Dyck as the
internal examiner and really appreciate your insights and points ofview. I am also very
grateful for the statistical help from Dr. Ray Koopman.

I was also extremely fortunate to have help from two research assistants. I would
like to thank Brittany Dixon from the Sechelt Band who travelled with me to Alert Bay,
spent time with me at the treatment centre and with my family there, spent days making
phone calls, and became a friend in the process. As well to Sasha Kylee Swift, a Metis
student who worked endlessly and tirelessly with me in the analysis of all of the
qualitative data - thank you!

I would also like to acknowledge financial supports. First, I would like to
acknowledge the 'Namgis Band for all of your support throughout my undergraduate and
graduate studies. This research was partially supported by a national research grant from
SSHRC, as well as the CIHR - Institute for Aboriginal People's Health (IAPH) - British
Columbia Aboriginal Capacity and Development Research Environment graduate
research fellowship, and funding through the CIHR - IAPH Operating Grant (Principle
Investigator: Dr. Jeff Reading).

I would not have been able to do this project without the support from friends and
family. First, I would like to acknowledge my wonderful friend and colleague, Jim
Mactier - his on-going encouragement and patience was second to none. Also, to my
friends Karla Jackson and Carolyn Salomons - going through this together and our
special friendships mean everything to me. I also have the warmest thank you and love to
my mom and dad, sister Elly, brother Jim, and late brother Jeff. Finally, words cannot say
enough to my husband and best friend, Ron - this would not have happened without your
patience, encouragement and love.

Gilakasla



Treatment Centre Evaluation VI

Table of Contents

Approval .................................................................................••••...•..•............................. ii
Abstract iii
Acknowledgements v
Table of Contents vi
List of Tables and Figures viii
Introduction 1

Alcohol and Substance Abuse concerns 2
The 'Namgis Substance Abuse Treatment Program .4
Aboriginal Substance use From a Historical Perspective 10
Matching Client to Treatment 13
Best Practices in Treatment models 14
What Influences Treatment Outcomes? 21
Substance use Treatment Aftercare and Follow-up 25
Research on Aboriginal Treatment Centres 26
Conceptual Framework for the Current Study 32

Method 50
Participants 50
Instruments 51
Procedure 55

Results 63
Needs Assessment 63
Assessing program theory 66
Assessing program process 70
Assessing Program Impact. 78

Discussion 101
Needs Assessment 101
Assessing Program Theory 104
Assessing Program Process 106
Assessing Program Impact. 110
General Discussion 118
Limitations 122
Recommendations and Outcomes 129
Future Directions 134
Conclusion 135

References 138
Appendix A 154
Appendix B 156
Appendix C 157
Append.ix D 158
Appendix E 161
Appendix F 162
Appendix G 165



Treatment Centre Evaluation VII

Appendix H 166
Appendix I 167



Treatment Centre Evaluation Vlll

List of Tables and Figures

Figure 1: Client ratings ofNTC program staff(n = 69).................................... 77
Figure 2: Survival Analysis for Time to Relapse From the end of Treatment for

NTC Clients....................................................................... ... 88

Table 1: Substance Use Patterns.......................................................... 63
Table 2: Descriptives of Substance Use Characteristics................................ 65
Table 3: Descriptives of Substance Abuse Affects on Clients' Lives. 66
Table 4: 'N~mgis Treatment Centre Program Logic Model............................... 63
Table 5: Descriptives of Characteristics of the NTC Clients.......................... .... 73
Table 6: Chi-square comparisons on Client variables by Attendance in Residential

Schools 74
Table 7: Chi-square comparisons on Client Variables by Gender..................... 74
Table 8: Interview Participation Rates by Session...................................... .... 79
Table 9: Intraclass Correlations for Follow-up Survey (n = 20) Items.................. 82
Table 10: Kaplan Meier Analysis (with Censoring) for NTC clients................. ... 88
Table 11: Univariate Analysis of Pre and Post-Treatment Variables Impacting

Length of Time Until Relapse.................................................. ... 90
Table 12: Kaplan Meier Analysis for Comparisons Between Dichotomous Pre

Treatment Variables Impacting Length of Time Until Relapse........... .... 91
Table 13: Kaplan Meier Analysis for Comparisons between Dichotomous Post

Treatment Variables Impacting Length of Time Until Relapse........... ... 92
Table 14: Multivariate Hazard Rate Analysis of Length of Time Until Relapse....... 93
Table 15: Chi-square Comparisons on Pre-Treatment Variables and Currently

Abstinent Versus Currently Using Substances............................... 94
Table 16: Post-Treatment Support and Aftercare.. 95
Table 17: Chi-square Comparisons on Post-Treatment Variables and Currently

Abstinent Versus Currently Using Substances.................................. 96
Table 18: Average Number of Support Outlets and Program Objectives............... 97
Table 19: Average Ratings of Program Sessions, Staff and Client Wellbeing.... .... . 98
Table 20: Average Ratings of Post-Treatment Variables.................................. 99



Treatment Centre Evaluation

Introduction

"It takes enormous courage to live without any buffers ... moving to the place
where there is not a hiding place ... the pain ofseeing what reality is."
Eroca Zales, Vancouver Moving Theatre (2007)

Substance abuse is a source of great concern in our society, and its impact can be

measured in both economic and social costs to individuals and communities. While

substance abuse has affected virtually all ethnic and social groups in Canada, First

Nation' populations in particular have perhaps been disproportionately affected, dating

back over two centuries with the introduction of alcohol by the fur traders (York, 1990).

The First Nations populations may be differentiated from other populations in terms of

patterns of abuse and treatment needs (Griffiths, Glackman, Esperson, & Davies, 1995).

In the Native Cultural/Spiritual Model, Linklater (1991) has stated that the etiology of

alcohol-related problems for First Nations peoples was the loss of traditional

cultural/spiritual practices and beliefs, and to ensure healing, traditional Native culture

must be restored. Successful programs for First Nations communities have required

careful consideration of their specific contexts and needs. Treatment programs addressing

issues such as spirituality, cultural involvement, prevention, detoxification, and education

have had a significant impact when dealing with alcohol related problems in First Nations

communities (Linklater, 1991).

Concerns about the impact of drugs and alcohol have led many First Nation

communities to begin the road to recovery with intervention strategies. One such program

1 The tenns First Nations, Indigenous, Aboriginal, and Native will be used interchangeably and will all be
intentionally capitalized. This tenninology will be used to define the first inhabitants in Canada, the United
States, Australia and New Zealand. There are various philosophical and political reasons why some terms
are accepted by some and rejected by others (Guno, 2000). It is not the intention to group First Nations
peoples into one homogenous group. I value and respect the diversity of beliefs and attitudes that exist
among First Nations people.
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is the six-week substance abuse treatment program offered by the 'N~mgis Nation of

Alert Bay, British Columbia, and it is this program that is the focus of this dissertation.

This comprehensive substance abuse treatment program was created and directed by

'N~mgis band members and has serviced predominantly First Nation clients. The

'N~mgis Health Board, the Treatment Centre Director and the Health Administrator all

expressed an interest in conducting a number of program evaluation activities for this

program, including a needs assessment, an assessment of program theory, program

process and program outcomes. The intention of this study was to conduct these program

evaluation activities using a participatory approach involving stakeholders ofthe 'N~mgis

Treatment Centre. This begins by first describing alcohol and substance abuse concerns

in Canada and British Columbia for First Nations people, and describing the 'N~mgis

Treatment Centre program. This will be followed by a brief review of Aboriginal

substance use from a historical perspective, then defining possible successful outcomes,

along with factors that contribute to varying levels of success. Following this, attention

will be paid to the conceptual framework for this project including the development of an

Aboriginal research framework, ensuring a participatory process, and the continuum of

program evaluation activities. Finally, the evaluation of the 'N~mgis Treatment Centre

will be described.

Alcohol and Substance Abuse concerns

Giesbrecht, Roerecke, and Rehm (2005) reported that alcohol use in Canada was

responsible for almost 9% of disease burden, when measured according to disability

adjusted life years (DALYs). Use of illicit drugs accounts for 2% ofDALYs. More

specifically, with regard to alcohol use, hazardous drinking accounts for approximately
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50% of the burden of disease, compared to dependent drinking. The Canadian Addictions

Survey (CAS) indicated that drinking levels including hazardous drinking have increased

in Canada over the past few years, and in British Columbia, 42% of the people who drink

experience elevated risk for harm (Stockwell, Sturge, & Macdonald, 2005).

The 2003 First Nations Regional Longitudinal Health Survey (RHS) obtained

national survey data on substance use patterns of Aboriginal people in Canada. Alcohol

use for First Nations people was highest among adults, with 82.9% reporting that they

drank alcohol in the past year (Assembly of First Nations, 2007). Contrary to popular

stereotypes, compared to the general population (21 %), a greater percentage ofFirst

Nations (34%) people abstain from alcohol use. Overall, First Nations males were more

likely to report alcohol use, and Aboriginal people between the ages of 18-29 reported the

highest rates of use of alcohol (RHS, 2003). With regard to illicit drug use, Aboriginal

people reported significantly higher rates use than the general population.

Alcohol and substance abuse has had extensive harmful effects on the health

status of aboriginal people, exacerbating numerous health conditions already prevalent in

Aboriginal communities including accidental alcohol poisoning, diabetes, heart disease

and high blood pressure, and HIV/AIDS (Daisy, Thomas, & Worley, 1998). Health

Canada (2004) found that the influence of alcohol, along with loss of culture have

contributed to identity confusion, boredom, frustration and increased involvement in

aggressive behaviours by Aboriginal girls (Health Canada 2004). Alcohol use has been

linked to involvement in physical violence such as physical or sexual abuse. Alcoholism

has also been related to homelessness, reduced health status and intergenerational family

dysfunction among Aboriginals (Daisy et aI., 1998). Finally, the Provincial Health
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Officer Report of British Columbia (2002) reported that alcohol use was problematic for

Aboriginal populations, implicated in almost 4 out of every 10 violent or accidental

deaths.

Many Aboriginal people report that they encountered waitlists that were just too

long with regard to health care, along with significant barriers to access to health care due

to insurance benefits (Assembly of First Nations, 2007). Health Canada sought to provide

specific programming for substance abuse through the National Native Alcohol and Drug

Abuse Program, sponsors 52 programs across Canada for the treatment of alcohol and

substance abuse for Aboriginal people, including 10 programs in the pacific region of

Canada (Health Canada, 1998). One of the pacific regional programs is the 'N,f!mgis

Treatment Centre.

The 'Namgis Substance Abuse Treatment Program

The 'N,f!mgis Substance and Alcohol Abuse Treatment Centre in Alert Bay,

British Columbia has been in operation for 23 years, opening in 1984. The genesis of the

program began with infonnal Alcoholics Anonymous meetings and the subsequent

recognition that there was the need for more intensive treatment for alcohol related

problems for Aboriginal clients. 'N,f!mgis community members investigated methods for

developing a treatment program by visiting other First Nations treatment centres

throughout British Columbia. Over the years, techniques, philosophies, struggles and

successes have been shared between the different First Nations treatment centres. The

'N,f!mgis Treatment Centre (NTC) staff has endeavoured to facilitate lasting behaviour

change for their clients. The NTC is a regional program serving clients from the entire
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province of British Columbia. Since the formation of the program, more than 2,000

clients have been assisted in their recovery (van der Woerd, 1998).

The NTC has adhered to a holistic approach to health promotion and prevention,

advancing the philosophy that health encompasses more than the physical being, but also

the clients' mental, emotional and spiritual aspects. The NTC has encouraged clients to

accept responsibilities for choice in their lives ('N~gis Treatment Centre, 1996). The

primary objective of the NTC has been to create the conditions where complete

abstinence from substance abuse can be maintained. The second objective has been to

provide active treatment for the clients through which over all harm reduction can be

accomplished (moderate drinking is possible). The third objective has been to provide

health promotion and education/information for the clients, to create a sense of awareness

of the choices and responsibilities in their life.

Clients have been referred to the NTC either by their First Nations Band Council,

Drug and Alcohol counsellor, or medical centre. Together, the client and the referral

agent complete a Client Assessment and Referral package (CARP) and submit this to the

NTC intake worker. This assessment package has been revised at various points in the

past 21 years, with the most recent revision occurring in 2004. The CARP has

consistently included the referral agents contact information, basic demographic

questions and personal history questions (e.g., death in the family due to substance abuse,

residential school experiences, child apprehension) legal issues that the client may be

involved in; sources of social support; spiritual or cultural involvement; history of

substance abuse including patterns of consumption; and the client's perspective on why

this treatment is necessary. In addition to the CARP, since the end of 2004, clients have
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also completed the lO-Item Brief Michigan Alcohol Screening Test (BMAST) and the

20-Item Drug Abuse Screening Test (DAST-20). The BMAST and the DAST-20 have

been effective screening tools to identify substance issues at early and later stages of

abuse (El-Basse et aI., 1997). Finally, a thorough medical evaluation is conducted prior to

admittance, including an assessment of mental health and documentation of tuberculosis

history (van der Woerd, 1998).

Clients must achieve other admittance criteria, such as recognizing that their

alcohol/substance abuse is a problem. Clients must also be drug free and sober for at least

two weeks prior to being admitted to the program, and must attend Alcoholics

Anonymous or Narcotics Anonymous meetings for at least 30 days prior to admittance as

a form of treatment preparation. While this two-week abstinence from substances is

expected for all clients, it has sometimes been the case that some clients have been

abstinent for a year or two, but admit themselves to the program to gain further strengths

in their road to recovery. Client must not have any other commitments that would

interfere with treatment while they are in the program (e.g., medical appointments or

court appearances). If the client has served a prison sentence, incarceration must be

completed at least 30 days prior to entering the centre. When the client meets all ofthese

criteria, and if space is available, the client is admitted into the six-week residential

program. If space is not available at the time the client is approved, the client is put on a

standby list. It is a rare case that the client would wait more than one session to attend,

and more often than not, the client's schedule determines their attendance as opposed to a

waitlist that the NTC (van der Woerd, 1998).
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The NTC program is comprehensive in providing curriculum and support for

many complex issues related to substance and alcohol abuse. The six-week schedule

details activities in which clients participate. A Morning Circle is scheduled for an hour

every morning to address spiritual and cultural needs. In addition, clients are invited to

express concerns with the NTC staff, or to revisit the previous day's sessions if they feel

that they did not adequately cover an issue. Clients are involved in one-to-one

counselling and support groups from week one to five. In addition, clients learn about the

12 steps involved with Alcoholics Anonymous (AA) and Narcotics Anonymous (NA)

('N~:ffigis First Nation, 2003).

The second week of programming provides sessions on the stages of addiction

noting that addiction is a progressive disease, emphasizing choice and recovery as critical

aspects of addiction. Clients also participate in a seminar on medical aspects of substance

use where they learn about the relationship between substances and physical outcomes, as

well mental disorders and risky behaviours. A four hour seminar on survival skills for

when the client completes treatment, and a two hour seminar on anger management is

also offered. During this week, clients are also invited to participate in craft making

seminars, yoga, and AA and NA meetings ('Nf!:ffigis First Nation, 2003).

In the third week, clients engage in a four-hour seminar on stress management to

better understand emotional, psychological, behavioural and spiritual responses to stress,

and how stress can be avoided or managed effectively. Clients also participate in a five

hour healing circle, and a five-hour seminar on diabetes and nutrition. Clients continue to

attend AA and NA meetings in the third week, participate in communication and

assertiveness seminars, and go bowling ('N~:ffigis Treatment Centre, 2003).
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In the fourth week, clients attend a two-hour session on effective conflict

resolution and a five-hour healing circle. In addition, they attend a five-hour seminar on

suicide prevention. It is believed that suicide has been a powerful reality for many First

Nations individuals, and that no substance abuse healing would be complete without

addressing suicide ('N~mgis First Nation, 2003). The fourth week also includes a three

hour seminar on relapse prevention where clients are invited to participate in a "dry

drunk" exercise to understand that healing is not simply not using substances. Clients are

encouraged to identify possible obstacles to sobriety once they leave treatment, and

develop a plan for effectively encountering those obstacles ('N~mgis First Nation, 2003).

Clients are also encouraged to continue their one-to-one counselling, attend AA and NA

meetings, and a women's or men's support group.

In the fifth week, clients participate in a five-hour seminar on sexual abuse. This

seminar has clients explore the devastating effects of sexual abuse in the family, how

sexual abuse can be part of a cycle of abuse, and how sexual abuse can be prevented.

Efforts were made to ensure that the environment was safe and nurturing for the clients

and the seminar also focused on understanding the shame and guilt associated with sexual

abuse ('N~mgis First Nation, 2003). Week five also includes two five-hour seminars on

traditional teachings and medicine, where clients learn about the Medicine Wheel's

involvement in healing for First Nations people. The Medicine Wheel is considered an

effective tool for finding balance in life for clients when they complete treatment

('N~mgis First Nation, 2003).

In the final week, clients work on goal setting in a two-hour seminar. This

seminar introduces goal setting as a means to maintain a healthy life, and encourages the



Treatment Centre Evaluation 9

client to set daily goals and acquire a direction in life ('N!!.mgis First Nation, 2003). The

final week also includes a community networking and healing through laughter seminar

and a fun game session. Clients complete the week with a graduation ceremony that the

whole community is invited to attend. Clients are expected to participate in talk circles

and daily exercise throughout the whole six week program. ('N!!.mgis First Nation, 2003).

All of the seminars mentioned above are intended to prepare the client to

successfully deal with life events without using previous problematic behaviours such as

drinking alcohol or using drugs to cope. It should be noted that the schedule is presented

to all of the clients at the beginning of a session, and there is room for modifications to

the order of seminars based on the clients' needs. The community networking seminar is

integral to maintaining behaviour changes for clients who do not live in Alert Bay, such

that the client is capable of seeking out support when encountering an event that would

trigger a relapse. Clients who live in Alert Bay can go to the 'N!!.mgis Health Centre

when they need additional psychological and spiritual support.

Clients are also requested to complete a weekly evaluation where they respond to

questions on what sessions are helping them and what concerns are not being addressed.

Clients are asked to reflect on their progress, discuss what they feel is benefiting them the

most, indicate their plans for the weekend, and identify a 'buddy' who they will spend

time with over the weekend ('N!!.mgis First Nation, 2003). Upon completion of the six

week program, a Six-week Questionnaire (SWQ) is circulated, which the clients can

complete voluntarily and anonymously.
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Aboriginal Substance use From a Historical Perspective

There are many theories about why individuals become addicted to substances.

Maracle (1993) posited grouping theories into three categories: sociological (First

Nations people drink to cope with racism); psychological (drinking behaviours are

learned, from parents and from fur-traders and soldiers); and biogenetic (First Nations

people inherited a defective gene that predisposes alcoholism). It has been thought that

Aboriginal people experience anomie, a sense of powerlessness where First Nations

people have lost their autonomy and retreat into alcohol use, depression and suicide.

While there has been considerable attention paid to why and how Aboriginal people use

substances, it must be remembered that substance misuse affects individuals and their

communities, and is also linked to poverty, colonization, marginalization, isolation, and

racism and historical factors (Waldram, 1995).

To understand complex social issues including substance misuse by First Nations

people, "researchers are expected, by their communities and by the institutions which

employ them, to have some form of historical and critical analysis" (Smith, 1999, p. 5). It

is believed that current difficulties have been rooted in the longstanding, widespread, and

deeply ingrained oppressive ideologies of the Indian Act and other government policies

(Guno, 2001). It is beyond the scope of this study to conduct an exhaustive review of all

the intricacies associated with the Indian Act and the myriad of amendments over the past

century and a half. Instead, this study will briefly introduce key historical events relating

to substance misuse, and the Indian Act impact and policy outcomes.

The goals of the Indian Act were to protect, civilize and assimilate Indians, and it

was established because it was thought that Indians were incapable of negotiating with
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Europeans and should thus have special status. Once Aboriginal people were trained,

their culture eradicated, and were effectively assimilated, Indians would no longer need

special status (Tobias, 1976). In 1815, a policy was adopted to civilize the First Nations

people, as an important aspect of the Euro-Canadian-First Nations relationship. In 1850, a

reserve system for land was conceived where lands that First Nations people lived on

were given special status by protection from trespass by non-Aboriginal people. At the

same time, cooperation between churches and government facilitated expansion of

boarding schools and industrial schools as a means to civilize children by removing youth

from their homes, which were considered unclean and diseased, and from their

uncivilized parents and cultural traditions (Tobias, 1976). Central to this belief was the

notion that Aboriginal women were poor mothers (ifunassimilated), and Aboriginal

parents were negligent as their homes were associated with dirt, disease and death (Keirn,

1998).

The introduction of the fur trade in Canada also introduced alcohol to First

Nations people. Alcohol was often used as gift or trade item, and the demand for alcohol

fueled increased competition as traders threatened to bring their furs to other posts if

alcohol was not supplied (Waldram, Herring, & Young, 1995). Trading alcohol proved to

be disruptive, as it occasionally resulted in fights and fatalities. In the late 1700s,

historians wrote about the breakdown of Aboriginal social norms and marriages, along

with an increase in sexual assault and food deprivation (Waldram et aI., 1995). In 1850,

the Indian Act passed a law to ban the sale of intoxicating liquor (including alcohol,

opium and other intoxicating substances) to First Nations people (Government of Canada,

2002; Tobias, 1976).
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In 1874, intoxication by an Aboriginal person was punishable with up to one

month in prison (Government of Canada, 2002). By 1876, Treaties One through Six were

signed designating reserve land and articulating that First Nations would abstain from

alcohol use and maintain order on the reserves. By 1886, individuals supplying First

Nations with alcohol were subject to fines up to $300.00. By 1936, the Indian Act

specified that possessing an intoxicant on or offreserve by a First Nations person was

punishable. In 1941, Aboriginals enlisted in the military gained the right to drink legally,

but were prohibited from drinking again at the end of World War II (Maracle, 1993). The

Indian Act was revised in 1950 to accord the same rights to First Nations people to

consume intoxicants in licensed premises, but they could not have intoxicants in their

homes or on reserve land. The Indian Act in 1951 included discriminatory off-reserve

restrictions only applying to First Nations people (Government of Canada, 2002). In R. v.

Drybones (1970), the Supreme Court of Canada held that section 95 of the Indian Act

articulating intoxication off reserve as a criminal offence contravened the guarantee of

equality under the Canada Bill of Rights where individuals should not experience

discrimination due to race. Legal conflicts and debates continued, but essentially, no one

should have been charged with liquor offences off reserve. In 1985, Bill C-31 of the

Indian Act gave band councils the right to prohibit the sale, use and intoxication on

reserve, and determine exceptions (Government of Canada, 2002).

Prohibitions in the Indian Act lasted 117 years, and over that time, thousands of

First Nations people were arrested and paid fines. The provisions in the Indian Act were

used for social control and used arbitrarily by Indian agents and police (Maracle, 1993).

The prohibition did not prevent or stop consumption of intoxicants, but influenced how
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substances were used. For example, since First Nations people could not drink in

establishments or their homes, they would drink in alleys or bushes, and drink quickly to

avoid arrest. To gain the right to vote and consume intoxicants, First Nations people had

to enfranchise themselves by becoming full Canadian citizens (assimilate), thereby

splitting Aboriginal people into status and non-status factions (Maracle, 1993). With the

passing of Bill C-3l, reserves were automatically considered "wet" unless they passed

their own acts to be "dry." Nearly 200 of the 600 nations across Canada voted themselves

dry as of 1993 (Maracle, 1993).

Matching Client to Treatment

Waltman (1995) found that effective substance abuse treatment includes good

therapists, flexible treatment plans, motivated clients, and matching clients to key client

variables. Mattson and Allen (1991) proposed four dimensions of client variables to

consider when assessing the substance abuser. The first dimension is demographic

variables such as gender, age, social economic status, marital status, and cultural

background. The second dimension of characteristics are related to the type of treatment

needed and include alcohol-specific characteristics such as age of substance abuse onset,

patterns of drinking, severity of dependence and client specific cues that trigger

consumption. An individual who consistently drinks heavily may require restrictive

inpatient care (Mattson & Allen, 1991). The third dimension is the presence of a

significant psychopathological condition, such as depression, anxiety, or psychopathy,

which could complicate intervention. For example, if a client suffers from depression and

has a history of sexual abuse, they may need one-to-one therapy in addition to substance

abuse intervention. The final dimension is personal and social characteristics such as
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cognitive style, personality variables, social support, intelligence and self image.

Considering these characteristics has ultimately maximized treatment experiences and

benefits, by facilitating the development of the client profile and designing an effective

program. The NTC has gathered information on many dimensions of their clients' lives

through the Client Referral and Assessment Packages (CARP). The data gathered from

the CARP files have been used to provide background information to guide treatment.

Best Practices in Treatment models

"What's most important to me is that I continue to carry on, one day at a time, to
be sober and to heal and recover and live life to the maximum and be happy. I
sure the hell didn't sober up to be miserable" (Maracle, 1993, p. 254).

Treating substance abuse can be a lengthy process. The first stage of sobriety

involves physical withdrawal from substances including emotional anguish. The pain is

exacerbated by the fact that the client cannot use substances as painkillers while they

recuperate (Maracle, 1993). Changing attitudes and behaviours is challenging for anyone,

but even more so for clients who have been surrounded by substance misuse for many

years. Many clients endure those rough stages and embrace their sobriety wanting to

become a better human being, "they are wonderful company and beautiful people and the

world is a better place because of them" (Maracle, 1993, p. 255). Sobriety has been one

outcome in treating substances, but it is important to first discuss treatment approaches

and then what success means in substance abuse treatment.

The NTC Director and Health Administrator expressed interest in a follow-up

process for their clients who have completed the Treatment program. Concern was

expressed over how success would be defined. As noted earlier, the Treatment Centre

objectives are: first, to accomplish complete abstinence; second, to have the client engage
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in harm-reduction or controlled drinking; and third, to increase education for the client as

preliminary steps in the path of recovery (van der Woerd, 1998). These objectives are in

alignment with two prevailing paradigms in substance abuse treatment models: complete

abstinence as advocated by the Alcoholic Anonymous (AA) model, and the Harm

Reduction/Controlled Drinking Model (Peele, 1983).

The AA Model. The AA model describes alcohol addiction as a disease in which

individuals have a biological allergy and lose control when they drink. AA is intended to

be a program for life as members are believed to have the disease for life (Peele, Bufe, &

Brodsky, 2000). The AA model has been based on a l2-step fellowship where members

affiliate with other members to achieve spiritual growth, recover from addictions and

abstain from alcohol (Dupont & McGovern, 1994). The first three of the 12 steps require

that members admit they have a problem. The next three steps are intended to provide the

clients with the skills to recover, including making amends with individuals in their lives,

and maintaining their abstinent lifestyle. Members of AA are encouraged to complete the

cycle of the l2-steps by helping others in their fellowship (Dupont & McGovern, 1994).

AA has been enormously helpful to thousands of First Nations people recovering from

substance misuse. AA is credited with being open to all races and flexible enough to

include other cultural practices. However, it has also been found that AA's formal

structures and literature were beyond what many First Nations people could benefit from,

due to lack of education (Maracle, 1993). Abstinence as a criterion for success has also

been criticized as it does not consider the value of an overall reduction in consumption

for the client (Health Canada, 1998). It should be noted that 90% of the treatment
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programs in the United States, and all of the 50 programs for First Nations clients in

Canada adhere to a l2-step type program (Maracle, 1993; Peele et al., 2000).

The Harm Reduction/Controlled Drinking Model. The Harm

Reduction/Controlled Drinking model describes alcoholism as a behaviour disorder

where alcohol misuse represents a continuum of problems, and moderate drinking

(controlled drinking, or reducing harm) is an alternative goal to abstinence (Heather,

2006; Hore, 1995; Larimer et al., 1998; Peele, 1983). Harm Reduction or controlled

drinking is found to be particularly effective in brief interventions when the client

engages more in hazardous drinking patterns and exhibits low levels of alcohol

dependence (Heather). The basic principles of harm reduction include: an alternative to

the disease model or moral/criminal model; that abstinence may be the ideal outcome, but

there are alternatives to reduce harm; a "bottom-up" rather than "top-down" approach

that includes outreach, advocacy and client input; the provision of lower thresholds to

access services; and is compassionate rather than moralistic (Marlatt, 1998). Daisy et al.,

(1998) have stated that using a harm reduction model with First Nations people would

mean that there has to be consensus in the community that this is a viable approach first,

with the assurance that there is support for community and family, readily available

health care, stable living environments and strong connections to spirituality. Harm

reduction would have to be a "bottom-up" process where substance use would not be

considered a moral or criminal act, but a public health concern. Furthermore, it was

speculated that as First Nations people attained greater levels of self-determination and

self-governance, a harm reduction model could be more viable as it parallels the

principles of personal choice, self-empowerment, and individual goal setting (Daisy et
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aI., 1998). In sum, a harm reduction model with First Nations people should advocate a

gradual elimination of substance use and at the same time, build capacity in the client by

increasing life skills, connection to family, community and culture, and encouraging

responsible mature lifestyles (Daisy et aI., 1998). It was posited that family and social

support are crucial in effective behaviour change.

Comparing the Two Models. Most treatment programs adhere to an abstinence

model, but prevention programs adhere to principles of harm reduction (Daisy et aI.,

1998). Whereas the AA approach was born out ofa medical model in which clients are

treated when presenting with severe problems, the Harm Reduction/Controlled Drinking

approach grew out of the notion that alcoholics can be treated when they present at earlier

stages of the addiction (Hore, 1995). While the AA model is disease-based approach in

which the client has no responsibility for their condition and need treatment to avoid

continual progression, the Harm Reduction/Controlled Drinking model has viewed

alcohol problems as something that can be stable for years without deterioration, or

spontaneously remit without treatment (Marlatt, 1985; Larimer et aI., 1998). The AA

model considers alcoholism to be "chronically relapsing," and the only treatment is the

moral commandment to not drink (Marlatt, 1985).

It is estimated that approximately 10 million Americans are alcoholics who are

not participating in treatment of any kind. Proponents of the Harm Reduction/Controlled

Drinking model have indicated that offering clients a choice between AA and reduced

harm would increase participation rates in treatment in general, and enhance motivation

to make change by simply getting the client "through the door" with a lower threshold to

aspire to (Larimer et aI., 1998, p. 75). Some clients have alternated between abstinence



Treatment Centre Evaluation 18

and controlled drinking after treatment, but clients who control their drinking tended to

shift more to abstinence or relapse than those committed to abstinence and did not shift at

all (Peele, 1985; Vaillant, 2003). In some cases, the client may be initially abstinent, but

then "controlled drinking increases over longer follow-up periods" (Peele, 1991, p. 93).

Controversy about what is considered 'success' reflects adherence to the

philosophies of the AA model or the Harm Reduction/Controlled Drinking Model. The

AA model represents mainstream and alcohol specific strategies, while the Controlled

Drinking Model reflects a specialized public health approach where moderation has been

advocated, and societal norms about drinking have become modernized (Weisner, 1995).

An increased focus on primary prevention and environmental factors such as health,

social factors, crime, traffic accidents and neonatal defects have also influenced the

evolution from an abstinence to a harm reduction model.

With regard to paradigm efficacy, AA administered a Triennial Survey

(administered every three years) as part of their program monitoring. At the l2-month

point, 5% of the participants continued attending fellowship meetings, giving AA a 5%

success rate (Peele, 2000). It was further speculated that some AA members were not

abstinent while attending meetings. As such, Peele et aI., (2000) estimated abstinence

rates to be no better than rates for spontaneous remissions (1 % - 33%). Explanations for

these claims include the observation that many members are coerced into participating in

AA and actually resist the program. It is beyond the scope of this thesis to review all of

the merits and limitations of these two models, but it has been reported that 14 to 18% of

clients in any substance abuse treatment (with abstinence or harm reduction models)

obtain abstinence for long terms, while the remaining clients relapse (Peele, 1983).
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While this section focused mostly on the two prevailing paradigms in substance

abuse treatment, there are many approaches to treating alcohol or drug abuse. Miller et

aI., (1995) conducted a meta-analysis of the effectiveness of various treatment

approaches found in the literature. The most effective form of treatment noted in the

literature was brief interventions, followed by social skills training and motivation

enhancement. The lowest rated treatments included relaxation training, psychotherapy

and alcohol education programs. Finally, approaches that could not be included in the

meta-analysis due to too few reliable studies included acupuncture, developmental

counselling and AA. Miller et ai. noted that the legal courts have uniformly

recommended the most ineffective treatments including AA, alcohol education and

counselling.

Interestingly, brief interventions were considered the most effective treatment

approach in the literature, but there has been no evidence in the literature that this

approach has been a best practice approach with Aboriginal populations (Anderson,

2007; Miller et aI., 1995). Anderson noted the overall effectiveness of brief interventions

and questioned whether brief interventions would be effective for treating hazardous

drinking for Aboriginal populations. It was noted that the historical toll of alcohol on

aboriginal communities served as a major barrier to the effectiveness of brief

interventions.

What about relapse? The term "fall off the wagon" dates back to the American

Civil war when troops carried water in water wagons, and when they fell off the wagon,

they were drinking alcohol from the alcohol wagon rather than water (Marlatt, 1996).

Marlatt (1996) has extended the metaphor of wagon and driver by noting that the driver
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takes the water-wagon on a route that could have risks and cause transitory problems

(lapse - a slip where the driver has a drink), or encounter more serious roadblocks and

lasting setbacks (relapse), or have a total breakdown in their efforts (collapse). The most

effective way to guide the water wagon would be to equip the driver with an effective

roadmap to navigate difficult terrain (information and knowledge), give the driver basic

skills in maintenance and repair if there were breakdowns (coping skills), and learn how

to deal with unmotivated horses who pull the wagons to keep them moving (motivational

strategies). Past breakdowns (pre-treatment relapse patterns) would not influence post

treatment breakdowns.

The NTC has advocated both the AA and Controlled drinking models with the

understanding that clients have the responsibility of making choices for how alcohol and

drugs fit into their own lives. The NTC program was designed to provide clients with the

skills to deal effectively in their life through having the necessary coping skills and

motivation available to them to maintain their behaviour changes ('Nflmgis First Nation,

2003). The NTC adopting both treatment models mirrors the movement in addictions

research of considering alcoholism and treatment outcomes as more than a dichotomy of

sobriety or non-sobriety, to considering addictions as a continuum of physical and mental

health issues (Larimer et aI., 1998).

Can we Trust the Outcome Data? Because of the movement away from

abstinence being the only successful outcome with alcohol use, reliability of measures

has been particularly important (Sobell, Maisto, Sobell & Cooper, 1978). There have

been a total of four studies that have examined test-retest reliability of follow-up surveys.

Sobell et aI., (1978) examined the reports of drinking and drinking related behaviours for
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12 alcohol abusing men with six-weeks between interviews. It was found that the

retrospective self-reports of daily drinking for the 12 months prior to treatment and the

drinking problem history were reliable. This study did not consider post-treatment

drinking behaviours. McLellan (1985) examined the test-retest reliability of the

Addictions Severity Inventory (ASI) with 181 clients in treatment. The ASI was

administered twice over three days and was found to be reliable. Rice and Longabaugh

(1996) administered the Perceived Social Support Inventory (PSSI) 40 item Friends and

Family scale to 222 outpatient clients twice to clients two days apart. The Friends and

Family scale is a brief paper and pencil survey that assesses friend and family support in

substance abuse treatment outcomes. It was found that the Friends and Family Scale was

reliable from Time one to Time two. Finally, Marsden et al. (1998) administered the

Maudsley Addiction Profile (MAP) (60 item) to 240 in-patient clients with 4 groups of

raters. The MAP demonstrated sufficient test-retest reliability over an average of 3.1 (SD

= 2.7) day period of testing. While there has been little research in this area, it has been

demonstrated in these four studies that responses were reliable from time one to time two

regarding treatment outcome variables. Little research has been conducted that

considered the test-retest reliability of surveys administered after treatment. StOffelmeyer,

Mavis and Kasim (1994) noted the difficulties in engaging in a test-retest study when

clients are dispersed over the State that the study took place in and decided not to test the

test-retest reliability of the ASI.

What Influences Treatment Outcomes?

Marlatt (1985) has noted that relapse is the most common outcome for substance

use treatment, as research has indicated that less than 10% of the clients who were in
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treatment maintained abstinence for greater than two years. Moos and Moos (2006) found

that anywhere from 5% to 45% of clients achieved remission or abstinence. When

considering short-term abstinence post-treatment, 21 % of the clients on waitlists attained

short-term abstinence, in contrast to 43% of clients who participated in some form of

treatment. It was noted that overall, clients who received treatment or participated in AA

programs were more likely to abstain than those who did not (Moos & Moos, 2006).

Some clients do well after treatment. This section will fIrst review relapse and abstinence

predictors, considering them from the perspective of pre-treatment factors and post

treatment factors. It should be noted first that predictors were also found to be different

depending on how relapse was defined: time until fIrst slip, reduced drinking (controlled),

or un-remitted impairment (collapse) (Miller, Westerberg, Harris & Tonigan, 1996).

Pre-treatment variables, such as whether the client endorsed the disease-model of

addictions, age at treatment, gender, ethnicity, substance use patterns, personality traits,

readiness for change, criminal history, and family history (Health Canada, 1998; Miller,

et aI., 1996), tend to be static. Miller et al. (1996) found that more recent events prior to

treatment (rather than distant events), along with the client endorsing a disease model of

addiction (rather than behavioural model) to be predictive of relapse, more so than any

other pre-treatment variables. In a review of the literature, Moos and Moos (2006) found

that for both treated and untreated populations, clients who were married women with

higher levels of education who had later onset of substance use, and were employed were

more likely to abstain or not remit to substance misuse. Harrison and Ache (1999) found

similar outcomes with older clients who had stable families, less severe alcohol use

patterns and psychiatric issues were more likely to abstain. In addition, clients who used
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substances more frequently and more severely were found to relapse sooner. Health

Canada (1998) found criminal history and dropping out of school or having lower levels

of education to be predictive of relapse. Finally, with respect to age, Arean, and Weisner

(2004) found that older clients tended to present with lower levels of alcohol and drug

dependence, had longer treatment session retention, and were more likely to have more

favourable long-term outcomes than younger adults. Sinha, Easton, and Kemp (2003)

found that older substance abusing clients were rated higher in motivation and treatment

readiness than youth adults who were referred for treatment, noting that younger adults

were less likely than older adults to perceive their substance use was problematic.

Treatment outcomes are also influenced by events that occur after treatment, as

well as the emotional or mental well-being of the client. Contemporary relapse models

include a variety of variables that predict relapse. In particular, negative mood states,

stressful life events, self-efficacy, coping behaviours, drug expectancies, and social

support outlets were found to influence relapse (Miller, et aI., 1996). It was found that the

experience of stressful life events alone did not predict relapse, but the combination of

stressful life events and coping behaviours - if the client had the necessary coping

behaviours, stressful life events would not influence relapse. Humke and Radnitz (2005)

administered the Alcohol Abuse Coping Response Inventory (AACRI) and found that

behavioural coping skills were more effective at preventing relapse than cognitive coping

skills. Furthermore, it was found that longer abstinence times were associated with lower

AACRI scores, meaning that clients used more and perhaps different coping skills when

they first left treatment, and as the abstinence period lengthened, it was likely that fewer

coping skills needed to be used. In addition, depressive symptoms post-treatment were



Treatment Centre Evaluation 24

predictive of relapse (Miller et aI., 1996; Moos & Moos, 2006). Mattson and Allen (1991)

found that outcomes for substance abuse treatment in individual clients with co-occurring

psychiatric disorders were less favourable. Furthermore, clients who approached their

problems (rather than avoided them), along with clients who had supportive relationships

with friends and family, were more likely to abstain. Clients who were actively involved

in productive and leisure activities were also more likely to abstain (Health Canada,

1998).

Given that participating in treatment has been shown to influence abstinence rates,

one last factor related to treatment success is retention. Many AA programs claim as high

as 95% retention rates. This is contrary to the results from the AA Triennial Survey

(Peele et aI., 2000). The Substance Abuse and Mental Health Services Administration

(1999) reviewed the Treatment Episode Data Set (TEDS) for admissions and utilization

of services. It was found that overall, 47% of clients completed treatment, with an

additional 12% transferring to other programs (it is unknown if these clients complete

treatment). Overall, treatment programs retained and completed treatment service for

anywhere from 50-60% of the clients. Mattson et ai. (1998) found that retaining clients in

treatment and treatment compliance was predictive of abstinence for outpatient clients.

Sullivan (2002) found that being female, a non-minority and employed was predictive of

staying in treatment 79% of the time. Ross, Dermatis, Levounis, and Galanter (2003)

found that clients who had co-occurring personality disorders such as borderline or

antisocial personality disorders, were less likely to comply with after-care treatment.

Finally, Satre, Mertens, Arean & Weisner (2004) found that treatment retention and

longer treatment periods are predictive of longer abstinence rates post-treatment.
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Substance use Treatment Aftercare and Follow-up

The completion of treatment is a critical time for a client. At this point, the client

is primarily concerned with preventing a relapse, and incorporating the education and

changes made in treatment, into the home environment (Prochaska, DiClemente, &

Norcross, 1992). According to Linklater (1991), the client has entered the Post-Treatment

Stabilization stage of the Treatment/Recovery Model. Mixed emotions are experienced 

there may be feelings of a new-found confidence and hope, or doubt and anxiety about

the benefits of sobriety, or their ability to maintain abstinence (Linklater, 1991). After

care is the next stage in the Treatment/Recovery Model, where the client "continues to

require help with sobriety by taking certain actions to help them cope with sobriety on

their own outside a controlled environment ... the point at which one takes control of their

own recovery" (Linklater, 1991, p.33). It has been essential for clients to have clear goals

and objectives so that success can be monitored. Unfortunately, in most cases, clients

who have participated in intensive substance abuse treatment programs do not participate

in after care programs (Lash, Burden, Monteleone, & Lehmann, 2004; Linklater, 1991).

In a study with 30 Native American clients who had completed residential treatment,

participation in six-month telephone aftercare was associated with decreased drinking and

involvement with the criminal justice system, and improved family relationships (Chong

& Herman-Stahl, 2003). Lash et al. (2004) found that clients who were socially

reinforced for participating in aftercare group sessions were more likely to abstain from

substance use. It was also noted that for treatment to be effective, seven months of

treatment should be required, and aftercare was considered part oftreatment. Finally,

Brown, Seraganian, Trembley and Annis (2002) sought to determine whether matching
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client variables to aftercare program would produce better outcomes for clients. Clients

were matched based on age, gender, substance abuse profile and psychological profile.

Overall, the AA model of aftercare was most favourable to all clients, and most

successful outcomes occurred when clients actively participated in the selection of their

aftercare program. After-care has been a critical component of the recovery process, as it

is at this stage that success or failure is determined.

Follow-up is also fundamental for treating substance or alcohol abuse (Linklater,

1991). Clients may experience difficulties at critical time periods after treatment. The

three, six and 12 month time frames after treatment can serve as benchmark points where

the client will require extra assistance to avoid relapse (Linklater, 1991). The

measurement of abstinence or cessation of substance abuse is only one aspect of

treatment benefits, but has been identified as a fundamental outcome and a primary

objective of treatment. Harrison and Ashce (1999) decided that outcome should be

measured six months after treatment, indicating that this time period is consistent with

analyses of other programs. Vaillant (2003) found that five years is an appropriate

follow-up time when assessing AA outcomes. Follow-up should be an ongoing practice

incorporated into routine clinical practice. Follow-up also ensures regular data collection

which aids in defining the clientele and determining program efficacy (Domelas, Correll,

Lothstein, Wilber, & Goethe, 1996).

Research on Aboriginal Treatment Centres

Very few studies have discussed substance abuse treatment results specific to

First Nations clients (Health Canada, 1998). British Columbia has ten Aboriginal

treatment centres funded through the federal program - National Native Alcohol and
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Drug Abuse Program (NNADAP). The 'N~mgis Treatment Centre is one of the 10

NNADAP programs. NNADAP has advocated abstinence as the number one objective

for treatment outcomes. Each of the NNADAP treatment centres have had varying levels

of follow-up included in their program ranging from no formal follow-up to fully

implemented follow-up programming (Dixon, 2007; Health Canada, 1998; van der

Woerd, 1998). This next section will review follow-up studies by three NNADAP

programs with a greater emphasis on the 'N~mgis Treatment Centre.

Round Lake Treatment Centre. The Round Lake Treatment Centre in the North

Okanagan of British Columbia continues to engage in follow-up with their First Nations

clients. Their follow-up includes demographic and life history variables. It was found that

gender (being female) and age (over 41 years old) were associated with increased

abstinence over the various follow-up periods (Health Canada, 1998). In addition, having

no history of abuse or criminal activity was predictive of abstinence. There was no

association with client satisfaction with the program and treatment outcomes. It was also

noted that 81 % of the clients who were contacted for follow-up had not had any relapse

(the total number of clients contacted was not noted in the report) (Round Lake

Treatment Centre, 2004).

Tsow- Tun Le Lum Treatment Centre. The Tsow-Tun Le Lum Treatment Centre in

Lantzville, British Columbia has engaged in three follow-up projects. The ftrst was in

2003 where 25 of 250 clients (l0%) were contacted to participate in a follow-up survey.

Approximately 75% of the contacted clients had remained abstinent, noting that the

support of family and friends, utilization of support services and client speciftc recovery

plans (aftercare plans) and participation in the program itself helped (McLaughlin,
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Marshall, Beran, & McLaughlin, 2003). These results should be interpreted with caution

given the small sample size. The second project was conducted by Reid (2006) where

costs and benefits were assessed related to employment, education levels, incarceration

rates, hospitalization visits, and suicidal thoughts. It was found that on average, clients

attended treatment centres in British Columbia 3.5 times before they achieved long term

abstinence and behaviour changes. The third follow-up project occurred in 2007 where

31 of 75 (44.3%) clients were contacted to participate in a follow-up survey developed by

the treatment centre staff. Clients had been out of treatment anywhere from 3 to 10

months. All clients who participated in the survey felt they benefited from treatment, and

16 clients (51.6%) had not had a relapse since they had left. Using Cox regression

methods, it was shown that age and gender were not associated with time until relapse.

This study utilized a participatory approach to evaluation ensuring staff participation and

utilization of findings (Dixon, 2007).

'Namgis Treatment Centre. The author has conducted research with the 'Nf!mgis

First Nation community since 1994. A meeting was held in 1994 with the 'Nf!mgis Band

Council and 'Nf!mgis Health Board where community research interests were expressed.

At the time, there was interest in working with the NTC. The first project included an

evaluation of program curriculum using behaviour change models. This project

illuminated the need for a client profile, and a total of 206 client CARPs were reviewed

between 1991 and 1996 (van der Woerd, 1997, 1998). There were 58% male and 42%

female clients, and the average age was 33.23 (SD = 11.14). A total of 70.1 % clients were

unemployed, and 57.4% attended substance abuse treatment prior to that current session.

A total of 66.2% had a death in the family due to substance abuse, and 35% ofthe clients
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had a child apprehended (van der Woerd, 1997). These data were presented to the NTC,

and there was interest from the community in further evaluation research of the program.

The goal for the next project was to follow-up with clients who had been in the

NTC in the previous year to determine whether they had maintained sobriety since

leaving the program. Staff from the NTC were interviewed in order to develop a follow

up survey, asking staff to identify key treatment issues to include in a survey of former

clients. A total of 77 CARP files were reviewed fIrst including 45% male and 55%

female clients, and the average age was 32.82 (SD = 8.85). A total of 57.7% had been in

treatment previously, 68.9% had a death in the family due to substance use, and 22.5%

had a child apprehended (van der Woerd, 1998). Of the 77 clients who were in treatment

that year, 25 clients (32.5%) were located and participated in the telephone survey (52%

female clients, 48% male clients). With respect to types of substances abused by the 77

clients, 29 clients (37.7%) abused one type of substance (two ofthe 29 reported that they

only abused narcotics and did not abuse alcohol), 42 clients (54.5%) abused two types of

substances (alcohol and street drugs), 6 clients (7.8%) abused three or more substances.

The majority of clients (N = 53,68.8%) identifIed themselves as binge abusers, and 18

clients (23.4%) identifIed themselves as daily abusers (van der Woerd, 1998).

Of the clients who participated in the telephone follow-up survey, 40% claimed

that addiction to alcohol was their primary treatment concern, while 60% needed

assistance with drug and alcohol addictions. A majority felt that their communication

with others had improved since treatment, along with their ability to deal with stress. A

total of 11 clients (44%) maintained sobriety, fIve clients (20%) indicated that they had

reduced harm having the occasional alcoholic beverage, and nine clients (36%) reported
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that they had gained a sense of awareness of the choices and responsibilities they had in

life, but were engaging in substance misuse and desired more treatment (van der Woerd,

1998). It was noted that 77% of the contacted clients out of treatment for up to four

months were abstinent, but 100% of the clients out of treatment for 10 to 12 months had

relapsed. Through discussions with some of the referral agents who had referred these

clients, it was learned that of the 52 clients not contacted, at least five clients had resumed

similar substance abuse levels as before treatment, and at least five clients had still

maintained abstinence. This information was not considered for analysis because

personal contact was not made with these individuals (van der Woerd, 1998).

Finally, clients were asked to report on how the NTC met their needs. Examples

of responses included: "have a better understanding of myself and what happens to the

body when drinking," "more confidence and clout in my community now that I'm sober,"

"now have more self-esteem." Responses to how the NTC did not meet their needs

included: "had difficulty understanding the twelve steps of AA," "need more time to

breathe between the heavy seminars, very emotional," "literature too advanced, should

included a glossary to understand large words." Final comments in the interview

included: "1 was suicidal but not anymore," "moved to a new home and environment to

reduce temptation," "feel like 1 have more courage and I'm doing well even if 1have had

the occasional drink" (van der Woerd, 1998).

There were many limitations to this project. First of all, limited statistical analysis

was conducted due to the number of clients contacted for the follow-up interview. Results

were confounded without input from the 52 clients not contacted. Maracle (1993) has

suggested that marginalized existence, poverty and homelessness could possibly account
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for the voices that are not heard. In this case, many clients who were not contacted did

not have a home or a phone (as advised by the Drug and Alcohol counsellors).

Abstinence, harm reduction and relapse rates may have been over or underestimated

without input from these clients.

The Follow-up survey had limitations as well. Through the interview process, it

was discovered that time until relapse and associated triggers should have been recorded,

and questions about ability to deal with stress were vague. The questionnaire should have

been developed considering the clients input. Finally, comments made about how the

NTC did not meet their needs were idiosyncratic, such as the client wishing for more

emphasis on a particular component. This information, unfortunately, did not provide

clarification on how the program could be improved.

At the completion of the project, results were presented and discussed with the

NTC staff, 'N~mgis Band Council and 'N~mgis Health Board. Recommendations for a

permanent follow-up program were discussed. One concern expressed during the meeting

was the perception that drug and alcohol issues were becoming a greater issue for youth,

and there was interest in obtaining a better understanding of youth issues. A project of

this sort was undertaken that included the administration of the 127-item Aboriginal

Youth Health Survey. The purpose of this project was to determine how family and

school connection were associated with health promoting and delinquent behaviours,

whether attending school was associated with health status and delinquency for First

Nations youth, and what contributed to decisions to leave school early. In total, 131

Aboriginal youth (55% female, 45% male) from Alert Bay, RC. participated. It was

found that higher levels of school connection (not family connection) were associated
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with lower levels of delinquency. School and family connection were not associated with

health and well-being measures. Both participants who were currently in school or had

graduated and youth who dropped out reported similar levels of health and well-being.

Participants who dropped out reported many reasons for dropping out including

pregnancy, problems at home or at school, and employment. In total, 57% of those who

dropped out of school reported that they did not talk to anyone about the decision. Of

those youth who did talk to someone, most reported that they talked to their parent or a

friend. Results from this project were presented to the community (van der Woerd,

2002a; van der Woerd, 2002b; van der Woerd & Cox, 2003; van der Woerd & Cox,

2006).

Conceptual Frameworkfor the Current Study

An Aboriginal Research Framework. To many Indigenous populations, the term

research is "probably one of the dirtiest words in [their] vocabulary" due to the

exploitative experience of being "researched" and the bad memories which that

experience conjures up (Smith, 1999, p. 1). Smith stated that her cynicism about research

should be "strong enough to deter any self-respecting indigenous person from being

associated with research" (p. 3). While this cynicism has been shared by many Aboriginal

people, there are still many indigenous and non-indigenous organizations and individuals

involved in a variety of different research programs and approaches.

A large component of social science research takes place within the community

setting and there has been growing evidence that the relationship between university

researchers and communities is marked by friction and strain (Amen, 1996; Maurana &

Goldberg, 1996; Roesch & Dion-Stout, 2003). In the past, social scientists investigated
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hypotheses on the differences between marginalized communities (e.g., Aboriginal

communities) and mainstream society by targeting marginalized communities with

impersonal and 'scientific' research that predominantly described and quantified social

issues, but had little to do with redressing concerns (Dickson, 1999). Many Aboriginal

communities have viewed university-based research apprehensively, suspecting that the

research process did more for the advancement of the researcher's career rather than

benefiting community members or facilitating community development. As such, it

appears as though the relationship between researched communities and university

researchers is unbalanced with respect to power (Hoare, Levy, & Robinson, 1993;

Rappaport, 1977). In addition, researchers were considered to be incapable of

understanding customs outside of their Eurocentric perspectives. For example, it was

thought that non-indigenous researchers did not understand the real meaning of many

traditions such as orality and ceremony (Johnson, 2001).

Despite difficult relationships, Aboriginal scholars have entered the research field

questioning how research is being conducted, and have developing methodologies that

are culturally sensitive and appropriate for communities settings (Smith, 1999).

Indigenous researchers who have worked in the social sciences field have had very

different relationships with communities than those who have worked within the

'scientific' field. Very few indigenous scientists have remained close to their own

communities, yet it is very important to discover the benefits of western science/social

science and determine how it can work for community development (Smith, 1999).

While some individuals have rejected social science research, others have

reflected on how this approach could be improved. Swisher and Tippeconnic (1999)
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stated that it is necessary for First Nations people to be involved in producing research

rather than participating merely as subjects. Smith (1999) echoed this concern in calling

for increased participation in research by Indigenous peoples. Furthermore, First Nations

researchers are encouraged to become self-determined by articulating specific rejections

of Western methodologies, improve practices, and include culture and tradition in

research. Maori researchers have engaged in radical action of contesting, debating,

developing, refining, and prioritizing issues in research and how to conduct research

sensitively, noting that many young scholars are leading the way (Smith, 1999). It is

appropriate to pepper these disapproving perspectives on social sciences with some

encouraging viewpoints as it is unreasonable to claim that all social science research has

been detrimental. One First Nations Elder said that he did not uncritically accept the

white man's education, but he spoke highly about it. This elder said that education was a

spiritual process that included moral choices and dignity. Furthermore, this elder felt that

the white man's way of acquiring knowledge was powerful and should be respected

(Akan, 1999). While the Indigenous individuals noted here have rejected social science

approaches, many have worked within the research paradigm to develop more culturally

sensitive methodologies.

Indigenous researchers have also been expected by the Aboriginal community to

follow a code of conduct. The role of the researcher includes developing a close, long

term, involved and trusting relationship with those whom they are researching

(McMillan, 2004). Researchers are expected to present themselves face to face to

community members, to listen and then speak, to share with and host people, to be

generous; be cautious; and not to flaunt their knowledge (Smith, 1999). This respect
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should then be reciprocated, and should be shared constantly in all aspects of social

conduct. In addition to these expectations for researchers, various organizations have

articulated more formalized codes of conduct. The Royal Commission on Aboriginal

Peoples (RCAP) (1996) included an appendix in their seminal report outlining ethical

guidelines for research. These guidelines specified that the purpose in imposing such a

code was to "ensure that ... appropriate respect is given to the cultures, languages,

knowledge and values of Aboriginal peoples, and to the standards used by Aboriginal

peoples to legitimate knowledge" (p. 325). Many Aboriginal and non-Aboriginal

organizations have developed protocols, and it is beyond the scope of this study to

describe all such ethical guidelines. The point is, Aboriginal scholars, universities, and

organizations are sensitive to the notion that researchers who work with Aboriginal

communities must engage in specific protocols that are respectful, protective, and

inclusive. The implications of such research methodologies are the survival of cultures,

languages, and the people (Smith, 1999).

Kirkness and Barnhardt (1991) outlined the "4 R's" as a framework for

developing academic research and procedures, including: respect, or valuing the diverse

Aboriginal individual, cultural and community knowledge; relevance, that research is

relevant to community and cultural needs and experiences; reciprocity, where both the

community and university benefit from a two-way process of learning and research; and

responsibility, where there is active empowerment for community members through full

engagement and participation (Kirkness & Barnhardt, 1991). The current dissertation is

based on respect for community members and knowledge, community needs, and has
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included community members in the development and implementation of the project as

outlined below.

Finally, Smith (1999) articulated a series of questions that researchers must ask

when conducting research with Aboriginal communities: "whose research is it? Who

owns it? Whose interests does it serve? Who will benefit from it? Who has designed its

questions and framed it scope? Who will carry it out? Who will write it up? How will its

results be disseminated" (p. 10)? This dissertation research is supported by the 'N~mgis

First Nation, serving the interest of and benefiting the NTC, designed and carried out in

conjunction with community members, prepared by the author, and disseminated to the

'N~mgis First Nation.

A Participatory Evaluation Framework. Aboriginal communities have expressed

dissatisfaction with some of the ways that research has been conducted in their

communities. Health status has been inextricably linked to poverty, racism, inadequate

housing, unemployment, and powerlessness. Given these relationships, it is suggested

that health research be based on a clearly delineated conceptual framework that considers

context and methodology. At a minimum, health research should identify contextual

factors (environmental, social, and economic factors), explain the connection between

research and practice, ensure a high level of community involvement, ownership and

control of research, use quantitative and qualitative approaches, and ensure that

researchers have training and expertise in working with diverse or marginalized

populations (Israel, Schulz, Parker, & Becker, 1998). To obtain maximum benefit from

future research, Aboriginal people must be considered full partners in the project (Royal

Commission on Aboriginal Peoples, 1996).
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Building on the notion of partnership, evolving research methods have included

terms and methodologies such as participatory, collaborative, participatory-action,

cooperative inquiry, feminist research, or action research (Israel, 1998). It is beyond the

scope of this thesis to review all of these approaches, but will briefly review the essence

of a participatory-action approach where the community or organization would directly

benefit from research conducted. It is important to first define community-based research

in which research is conducted in a community setting where academic, but more

importantly, nonacademic researchers are involved in the development of knowledge

(Israel et aI., 1998). Principles of community-based research have included: build on the

strengths, social structures and resources in the community; partnerships continue in all

phases of the research project; information gathered is incorporated with local knowledge

and informs decision making or action; health is researched considering contextual

factors; and dissemination of findings with all involved, including consultation for

permission for publication and presentation (Israel et aI., 1998).

Participation or collaboration implies that community members, organizational

representatives and researchers are included in the development of the research project,

have ownership of the project, that local knowledge and insight of the research problem

is included, and that community members be involved in the whole process of the

research project sharing responsibilities such as interpreting results and dissemination

(Israel et aI., 1998; Israel, 2000). By making community members partners in the

research process, one has the opportunity to develop an effective research design,

produce relevant information, and develop skills for all those involved (Wadsworth,

1998). Community-based participatory research also has the potential to increase the
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validity and benefits to a specific program, and also increase a community's trust of

research which is particularly important to Aboriginal communities who have expressed a

distrust in research (Israel et aI., 1998; Israel, 2000).

With respect to program evaluation, evaluators were often criticized for never

visiting the program or considering the human element, relying only on program statistics

for their recommendations (Worthen, Sanders, & Fitzpatrick, 1997). The 'participant

oriented evaluation approach' grew out of these criticisms and emphasized the inclusion

of individuals and groups involved with the program, and the use of quantitative and

qualitative research methods. This evaluation approach is synchronous with principles of

community-based participatory research. A participatory approach to evaluation should

have as its goal to improve the program overall, rather than proving the efficacy. As such,

an evaluation ofthis type is utility-driven (Provincial Health Services Authority, 2006a).

Riecken, Scott and Tanaka (2006) noted that participatory approaches with First

Nations people should include partnership in planning, research and final presentation of

research. It was noted that a participatory approach contributed to resiliency through the

development and enhancement of relationships between students and communities.

Riecken et aI. concluded that their participatory approach contributed to decolonization,

and building resiliency and capacity. Fletcher (2003) developed a framework for a

community based participatory research approach when working with Aboriginal

communities noting that the researcher should: acknowledge power imbalances between

community and institutions; focus on relevant research topics; foster autonomy and

develop capacity in the community; engage community members; consider research as an

opportunity to provide public education about research; and respect the ethical guidelines
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of that community and organizations that represent the interests of First Nations people.

Fletcher also suggested that the research ensure that their research objectives are

transparent, respect local politics and structures, recognize authorities in the community,

listen closely, ensure confidentiality, use culturally appropriate tools, and develop a

comprehensive dissemination strategy. Finally, Delormier et ai. (2003) outlined strategies

for ensuring participation in Aboriginal communities. These strategies included using

incentives for participation, be present at already scheduled events in the community,

respond to concerns raised throughout the process, and collaborate with other community

organizations and groups.

Limitations and challenges to the community-based participatory approach have

been identified. It is important to note that what could be a challenge in one community is

not necessarily a challenge in another community, and a challenge at one phase of the

research may not be a challenge at a later stage of the research (Israel et aI., 1998). The

first challenge is related to relationship building and the potential for a lack of trust or

respect. Relationship building can be complex when "people come from different

professional, racial, or ethnic cultures; have little experience working together; are

skeptical of each other's motivation; or are not accustomed to sharing resources of

power" (Lasker, 2000, p. 13). It may not always be appropriate to have equal control

when one individual may be more qualified in one area than another (Israel et aI., 1998).

Another challenge has been related to individual differences with respect to

priorities, points of view, values and beliefs, and varying perspectives (Israel et aI.,

1998). Community-based projects sometimes provide the first opportunity for

stakeholders to work together in an equal capacity, and each part of an organization can
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have competing priorities. Buchanan (1996) found that community members were more

interested in the process, while academics focused more on completing research tasks.

Engaging in a community-based participatory approach is time consuming and involves a

commitment beyond merely completing a research project. Long lasting respectful

relationships need to be developed that include participating in community events.

Finally, ensuring accurate representation or definition ofthe community can be

challenging. For example, is there a community representative? Who is included or not

included in the program being researched? Are there politics between particular families

that would influence how the project is being conducted (Israel et aI., 1998)?

Despite these limitations, community-based participatory principles and practices

align with an Aboriginal research framework where Aboriginal people should be

involved in the research process. Lantz, Israel, Shultz, and Reyes (2005) identified the

community-based model to be appropriate when doing the following activities: obtaining

a better understanding of the relationship between health status and various

environmental or contexual factors (e.g., what are the health needs); demonstrating health

disparities for marginalized populations by giving voice and power to marginalized

groups; identify needs or problems within a particular community; and developing,

implementing and evaluating policies and interventions. Finally, it should be noted that

many facets of community-based participatory approaches share common features with

empowerment evaluation approaches. Empowerment evaluations are participatory and

collaborative, but the evaluator also has the role to consult with community members and

facilitate continued evaluation by the community, building capacity to engage in the

evaluation without the evaluator. There is overlap between features of the participatory
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approach, empowerment evaluation and the community based approached with

Aboriginal communities. In sum, a community-based participatory approach is therefore

appropriate for the evaluation activities of a residential substance abuse program.

Program Evaluation Activities. Program evaluation activities have been described

in a variety of ways, such as formative or summative evaluations. A formative evaluation

is generally designed to assist with the development of a program, where a summative

evaluation provides information on the effectiveness of the program (Weiss, 1998).

Posavac and Carey (2003) and Rossi et al. (2004) have described program evaluation in a

more detailed continuum of activities which will guide the evaluation of the NTC and is

described briefly below.

The first type of evaluation activity is the Needs Assessment, where one

determines whether there is a need for a program, identifies the needs, and specifies the

conditions to address the needs including what programs exist to address the needs, and

gaps in programming (Posavac & Carey, 2003; Rossi et aI., 2004). A program is not

effective if there is no need for that program or if the program services do not address the

need (Rossi et aI., 2004). Conducting a needs assessment is an essential first step in

program development, but is also useful in making changes in an existing program.

It should be noted that the needs assessment for this project was limited to

identifying the needs of the client by considering the nature and magnitude of the

substance abuse problem. It has already been stated that 10 programs exist in the pacific

region. All of these programs are residential, and include programming on grief and loss,

residential school trauma, substance abuse treatment, family programs, and programs

specifically for men or women (Health Canada, 1998). Health Canada (1998) also noted
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that most of the substance abuse prevention efforts were tertiary, with less focus (gaps)

on primary preventions.

The second type of evaluation activity is Assessing Program Theory, or

examining program conceptualization and design (Rossi et aI., 2004). The program

theory should be subject to scrutiny as should any other part of the program, and is

crucial for articulating program goals and objectives, and determining how well-defined

and evaluable the program is. A well-defined program theory would include assumptions

about program impact; how to reach target populations, what services are needed and

how long the services would be needed; and an organizational plan that includes

interaction between program resources, staff and administration. Articulation of this

program theory is often conducted with the assistance of key stakeholders (Rossi et aI.,

2004). Assessing the program theory includes the development of the Program Logic

Model which will be further described below.

The third evaluation activity is Assessing Program Process, where one examines

the operations, implementation and delivery of the program. This evaluation activity

focuses on the day to day program management, assessing client satisfaction, and if the

program reached who it intended to reach (Rossi et aI., 2004). The assessment of program

process articulates: information relevant to the program mission or theory; the current

program state such as types of services offered, number of people who participate, and

how extensive the program is; the link between participants and services, including a

client profile; and a description of program staff and administrators' qualifications. Holt

(1993) has suggested that information collected in process evaluation be quantitative and

qualitative in nature for the following reasons: quantitative data can state results in
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measurable terms while qualitative data can be flexible, interactive and holistic. Holt

(1993) also encouraged integrating recommendations and suggestions from clients and

personnel in evaluation development.

The fourth type of evaluation activity is Assessing Impact, or determining whether

the program is achieving its specified outcomes or having an impact with the intended

target group (Rossi et aI., 2004). More specifically, the outcomes measured should be

associated with benefits from the services, not simply the utilization of the services.

Outcome measurement could be a one-time event, or occur at regular intervals after

participation in a program to determine whether program effects persist or attenuate over

time (Rossi et aI., 2004).

The final evaluation activity in the continuum is the Efficiency Assessment, or the

cost of a program. Information from this sort of assessment can help to determine where

to allocate valuable resources, what the cost-benefit ratio is, or whether the program is

cost-effective (do the costs of the program justify the effects) (Rossi et aI., 2004). The

cost-benefit ratio includes direct and indirect costs, and tangible and intangible benefits.

Indirect costs and intangible benefits have been difficult to measure as they might include

the patient's time or output lost in work, volunteer or leisure activities due to the health

issue (Brown, Hodgson, & Rice, 1996; Posavac & Carey, 2003).

The sequence of these evaluation activities has been critical in developing

meaningful and useful evaluations. One first needs to determine what the problem is, was

there a need for the program, what was the best way to programmatically deal with the

problem, how the program would be implemented, is the program achieving its
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outcomes, and is the program cost effective (Rossi et aI., 2004). In essence, each

evaluation activity is developmental in nature and each builds on the other.

The Program Logic Model. The program logic model (PLM) is a tool often used

in program development and program evaluation as a means to assess program theory

and identify basic program elements (Schmitz & Parsons, 2005). The PLM has been used

in this dissertation to assess the program theory for the NTC.

Coffman (2005) has stated that the PLM should be the fIrst task completed in an

evaluation as it provides a theoretical framework for the evaluation. The PLM is typically

a visual representation through flow charts or diagrams that depicts the relationships

between program inputs, process and outcomes within the program context (Schmitz &

Parsons, 2005). The PLM shows the program purpose, why the program is important, and

the intended program results. A PLM is not an 'action plan' serving as a 'to-do' list, but

serves more to link actions to program effects (Schmitz & Parsons, 2005). The PLM

provides clarity about the program process and expected outcomes and has been useful

for program stakeholders (W. K. Kellogg Foundation, 2004).

A PLM is often developed by a professional evaluator, and should be based on

input from key stakeholders (staff, participants, community members), and a literature

review (Schmitz & Parsons, 2005; W. K. Kellogg Foundation, 2004). The PLM is a

dynamic tool that is meant to develop should the program changes over time.

The W. K. Kellogg Foundation (2004) identified 5 basic PLM components:

1. Barrier and resource factors that could limit or enable the development and

implementation of a program. Resources could include staff time, money,
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equipment and interpersonal networks; while barriers could include policies or

laws, attitudes and geography (i.e., not an accessible program).

2. Activities, which could include a product, service or infrastructure.

3. Outputs, which are the quantification of the activities, for example, program

participation rates or number of products sold.

4. Outcomes, measured in immediate or intermediate time range. Often outcomes are

individual changes in awareness, knowledge, attitudes or behaviour.

5. Impacts, or long-term results from the program. Impacts are often thought of as

system, societal or policy level changes.

The PLM has been considered useful in program development and evaluation, and

is meant to be flexible in design and revision (Cooksy, Gill, & Kelly, 200 I).

Disadvantages to preparing a PLM include the use of valuable and often limited program

resources. In addition, some staff or evaluators may find the PLM rigid, focusing on

expected outcomes and ignoring unintended or unarticulated program results (Cooksy et

at, 2001). PLM's tend to display goals in terms of hierarchies and time lines, but fail to

recognize that programs are not linear or that factors external to the program may actually

account for change (Taylor-Powell, 2005). Furthermore, because the PLM focuses more

on the program planner's needs, there does not seem to be room for methods to cope with

conflicts that could arise (Audience Dialogue, 2005). Despite these limitations, the PLM

is useful in articulating a program theory, as well as in an evaluation where there are

multiple data sources (Cooksy et at, 2001).

Rationale for the Current Study. The purpose of this dissertation was to conduct a

comprehensive participatory program evaluation of the NTC. In total, four evaluation
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activities were performed. Each evaluation activity had a unique set of research questions

as follows:

1. Needs assessment:

a. What has been the nature and magnitude of substance abuse or

alcoholism faced by the NTC Clients?

b. What have been the characteristics of the NTC clients?

2. Assessing program theory:

a. What have been the resources and barriers for the NTC?

b. What activities have the NTC engaged in?

c. What have been the outputs from the NTC?

d. What have been the outcomes for the NTC?

e. What are the impacts of the NTC?

3. Assessing program process:

a. What has been the client profile of the NTC?

b. How do former clients rate the NTC program and staff?

4. Assessing program impact:

a. Is the follow-up interview developed by the staff reliable?

b. Has the NTC achieved its objectives?

1. Does severity of substance abuse influence NTC outcomes?

11. Do treatment effects attenuate over time?

111. What client variables influence outcomes?

c. Do the NTC clients feel they have benefited from the program?
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Participatory Project Development. Informal discussions were held with the

former Health Administrator and the 'N~mgis Health Board Assistant Administrator

regarding substance use issues. One concern expressed during this discussion was that the

sale of and use of prescription drugs were becoming an underground economy in the

community. It was also noted that the NTC had not engaged in any program evaluation

activities since 1998.

The author was invited to the Health Board meeting in July 2005 to discuss the

possibility of conducting a program evaluation with the NTC. Results from the previous

two projects were presented (see Research on Aboriginal Treatment Centres section).

After the presentation, discussions were held on the possibility of conducting research on

youth addiction issues such that a youth program could be developed, as well as the

potential for evaluating the NTC. Some board members expressed concern over how

success would be measured with regard to NTC program outcomes, noting that

abstinence was not the only measure of success. Board members also considered reduced

harm to be a success indicator, and improved quality oflife. There was a consensus that

an evaluation of the NTC was timely.

The next meeting took place in October 2005, with the new Health Administrator

and NTC Director. A detailed proposal was prepared outlining the continuum of

evaluation activities with both a youth and adult treatment focus. With regard to the

youth program, there was discussion about evaluating the curriculum from a youth

treatment program based in Alberta. In the end, the Health Administrator and NTC

director considered a focus on youth treatment issues beyond the scope of a research

project given that a program did not exist, and for the present, there would be a focus on
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the adult treatment centre. Discussion then focused on evaluating the NTC and reviewing

possibilities for each of the evaluation activities. This discussion also included the

articulation of the corresponding evaluation questions for each evaluation activity. The

Health Administrator and NTC Director expressed interest in all of the program

evaluation activities except a cost-effectiveness analysis, which was not considered in

this dissertation. The method of participant recruitment, location of data collection, and

remuneration were also reviewed. It was agreed that all clients from a certain time period

should be included, that the file review should occur in Alert Bay, and that non-staff

members who participated in meetings should be remunerated with honorariums.

During this meeting, it was mentioned that health programs in Alert Bay were in

the process of becoming accredited and that a consultant was hired to evaluate whether

the NTC was ready for accreditation. It was noted in the meeting and in the Mallory

(2004) report that there was no evidence or documentation of the work being done by the

NTC staff, and that there was a need to obtain evidence regarding the program

effectiveness. In addition, the NTC Annual Report noted that their goals and objectives

included: "to provide consistent and structured follow-up and after care services for

graduates. To continue to evaluate the Treatment Centre program and make appropriate

changes that will reflect individual as well as group need" ('Nf!mgis First Nation, 2003,

p. 19). There was considerable interest in the notion of training community members in

the various evaluation activities such that evaluation could be continuous after the

completion of this project. The meeting concluded with the signing of the "Nf!mgis First

Nation Guidelines for Visiting Researchers/Access to Information Contract" between the

author and the community (see Appendix A). This contract outlines 'rules of conduct,'
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and includes "ethical guidelines for research with human subjects adopted March 1979 by

the Social Sciences and Humanities Research Council of Canada (SSHRC) re: individual

and collective rights" (N~mgis First Nations, 2005). Finally, the Band Council drafted a

letter of approval for the study. The procedure has been outlined below.
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Method

Participants

This evaluation was comprehensive in scope, and each evaluation activity

included a sample of the NTC participants and staff. The NTC holds a total of seven six

week sessions a year, with a one-week break between intakes. The NTC has the capacity

to house up to 15 clients per session. Clients complete the Client Assessment and

Referral Package (CARP) prior to admittance to the NTC. Data was extracted from

CARP files for clients who participated in the last two sessions of 2003, all of the

sessions in 2004 and 2005, and the first session in 2006 (two and a half years). In total,

218 client files were reviewed (55% male clients; 45% female clients). The needs

assessment and client profile (assessing program process) data came from these 218 files.

The assessment of program theory involved developing a program logic model

(PLM) with the participation of 13 key stakeholders of community members selected by

the NTC Program Director, and the Health Administrator. These stakeholders included

participation by an elders, NTC staff, community members, two former clients of other

NNADAP programs who lived in the community, and representatives from the Band

Council and the NTC Board of directors.

The assessment of program process also included data from the Six-week

Questionnaires (SWQ) completed by treatment centre clients at the completion of

treatment. In total, 133 (61 %) evaluation forms were reviewed from clients from the 17

treatment sessions, in the two and a half year period.

The assessment of program outcome included participation from 10 treatment

centre staff in the development of the follow-up survey for clients' post-treatment (5 male
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staff, 5 female staff). The intention was to interview all staff, but one counsellor and one

temporary cook were not interviewed due to scheduling difficulties; all of the night

attendants were interviewed. In total, 41.7% (n = 91) of the potential clients participated

in the follow-up interview (53% male clients; 47% female clients). Of those 91 clients, 20

clients (20.9%) participated in the interview twice as part of a test-retest reliability study

with the follow-up survey.

Instruments

Each evaluation phase included different instruments.

Needs Assessment. The needs assessment included data from the Brief Michigan

Alcohol Screening Test (BMAST) and Drug Abuse Screening Test (DAST-20) to

determine the nature and magnitude of alcoholism and substance abuse. Additional data

related to substance abuse characteristics was also reviewed and taken from the CARP.

Each will be described below.

The BMAST (see Appendix B) is the brief version of the original MAST which

contains 25 items. The BMAST contains 10 items which require yes/no responses and

takes approximately five minutes to complete. Each of the responses is given a score of

zero, two or five, and the total possible score is 29. Ifthe client obtained a score of six or

higher, it was considered that this client has a significant or serious problem with alcohol.

Gibbs (1983) found that the BMAST generally has lower reliability than the full version,

but still had sufficient reliability. Crowe, Kramer, Hesselbrock, Manos, and Bucholz

(1997) found that the BMAST was an effective instrument for screening when significant

alcohol problems exist for high-risk patients (relatives of alcoholics) and community

members in general.
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The DAST-20 (see Appendix C) is the brief version of the original DAST which

contains 28 items. The DAST-20 contains 20 items which require yes/no responses and

takes approximately 5 minutes to complete. Each of the responses is given a score of

zero, or one, and the totally possible score is 20. If the client obtains a score of zero, they

do not have a drug abuse problem. If a client obtains a score above six, they are

considered to have moderate levels of problems related to drug abuse, and if the client

obtains a score over 16, they are considered to have severe drug abuse problems (Skinner,

1982). Ifthe client obtains a score of 10, they are considered to meet the Diagnostic and

Statistical Manual of Mental Disorders - Third Edition, of drug addiction (Gorchynski &

Kelly, 2005). Skinner (1982) found that although the longer version of the DAST

obtained higher internal consistency scores, the DAST-20 has an acceptable level of

internal consistency (alpha = .74). Gavin, Ross, and Skinner (1989) found that the

DAST-20 had an overall accuracy of 84% when assessing drug abuse severity.

The needs assessment also included client information related to substance abuse

characteristics from the CARP (see Appendix D). Since the beginning of the program,

this form has gone through multiple revisions, with the latest revision occurring in 2004.

Clients were asked to complete this six-page intake questionnaire prior to admittance into

the NTC, either on their own, or with the assistance of a physician, Drug and Alcohol

Counsellor, or other health professional. The needs assessment includes data on the

clients' history of substance abuse for the following substances: alcohol,

marijuana/hashish, inhalants, cocaine, stimulants/amphetamines, barbiturates/sleeping

pills, opiates, tranquilizers, hallucinogens, painkillers, tobacco and other substances the

client could mention. Additional data includes age of first use of the substance, and
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frequency of use (none, rarely, monthly, weekly, and daily). In addition, information

about substance abuse impacts was collected, including: family deaths due to substance

abuse, whether the client experienced child apprehension, prior legal convictions related

to substance use, whether drugs or alcohol affected employment; and physical effects of

use (DTs, blackout, seizures, hallucinations; and withdrawal symptoms). The CARP does

not provide information on the primary substance for which the client was referred to

treatment, but it is possible to determine whether the client was a poly-substance abuser.

Program Theory. The assessment of program theory included the development of

a PLM with key stakeholders. The PLM articulated program resources, activities,

outputs, outcomes and impacts. Exercises from the W. K. Kellogg Foundation (2004)

were used to develop the PLM. Specifically, workshop participants identified: what

health problem the NTC focused on; who has been the target population; what resources

were necessary to accomplish NTC activities; NTC activities and how these activities

link to solving health problems; outcomes that were a result of the NTC activities, or

evidence of service delivery; what changes would be expected for the target population in

the immediate and intermediate time frame; and finally, long-range impacts ofthe

Treatment Centre program (W. K. Kellogg Foundation, 2004).

Program Process. The assessment of program process included the development

of a client profile and a review of client ratings of the NTC program and staff. The client

profile includes information from the CARP, such as: demographic information including

age, gender, marital status, education level, whether the client lived on or off the reserve,

employment status, information on the client's support network, medical and

psychological issues, spiritual/cultural involvement, and involvement with AA and NA.
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The assessment of program process also included reviewing the Six-week

Questionnaire (SWQ) completed by clients at the 6-week point of the program (see

Appendix E). The SWQ has undergone many revisions over the years, with the last

revision taking place in 2004. The SWQ asks the client to identify their desired potential

benefits from treatment, such as: "stop drinking/using drugs," "learn how to not go back

to using," and "learn more about myself." Clients were asked "how did you find your

experience at the treatment centre," and whether the orientation process was clear. Clients

were asked questions concerning one to one counselling, such as "how frequently did you

meet with your one-to-one counsellor," "how did you find your work with your one-to

one counsellor," and "did you receive enough one-to-one counselling." Clients were

asked to comment on the living conditions and their nutritional needs, and asked to rate

staff and facilitators. The clients rated the staff and program sessions on a Likert scale,

ranging from not very helpful (1) to very helpful (3). The clients were asked whether they

would recommend the NTC to others, and these answers were recorded. At the

conclusion of the SWQ, clients were invited to record other comments and make

suggestions on how the program could be improved.

Program Outcome. The assessment of program outcome included the

development of a follow-up questionnaire administered to former clients. The follow-up

survey contains a total of 59 items including 44 quantitative questions, and 15 open

ended questions (see Appendix F). There are 14 questions where clients have to rate

program sessions and staff on a Likert scale ranging from not very helpful (1) to very

helpful (10). There are seven questions related to support for the client after treatment,

including support from family, friends, AA or NA meetings, and their drug and alcohol
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counsellor. There are 11 questions about abstinence and relapse, and four questions

where clients rate their well-being on a Likert scale ranging from not good (1) to very

good (10). There are also general questions about the program including whether there

was a turning point while in treatment, what they would do differently if the client were

to do the treatment over, was there anything they did not deal with, did treatment improve

their quality of life, did their communication/relationship with family improve, and

would they recommend the NTC to family members or friends.

A test-retest study was completed to determine the reliability of the follow-up

survey, with 20 clients participating in the survey twice. All 44 quantitative questions

were administered twice to clients. In total, 23 of the 44 questions (52.3%) obtained a

Kappa value greater than .60 and were considered reliable. While reliability was proved

for those 23 items, it was not proven that the other 21 items were unreliable. An

additional five items obtained 100% observed agreement and were considered to have

consistent responses. Items not proven to be reliable were discussed where necessary.

Overall, due to the small sample size, interpretations should be made with caution.

Procedure

Prior to engaging in this project, ethical approval was obtained from Simon Fraser

University. Obtaining ethics approval was a two stage process, the first application

included collecting CARP data, conducting the PLM workshop, and interviewing staff to

develop the follow-up survey. The second ethics application included obtaining approval

to interview former clients using the follow-up survey developed by the staff.

The first evaluation activity included the needs assessment, determining the

nature and magnitude of substance abuse or alcoholism faced by NTC clients and other
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substance use characteristics. Data were collected from the CARP which also included

the BMAST, DAST-20, from clients who were at the NTC during the 17 treatment

sessions. Each CARP file was read and data entered into SPSS 14.0. In some cases, data

from the CARP were validated by additional file information from the Ministry of Child

and Family Development (related to child apprehension) and data from parole officer

reports (also related to child apprehension, legal issues and recommendation or mandated

treatment). Each file review took between 20 to 45 minutes. It should be noted that the

NTC started to collect BMAST and DAST-20 data at the end of 2004. Participation in the

BMAST included 50 clients (22.9%), and participation in the DAST-20 included 48

clients (22.0%), missing a minimum of78% of the BMAST and DAST-20 data. All data

entry was completed by the author. There were further discussions on training a

community member in data entry, with a key characteristic of this community member

being sobriety and ability to ensure confidentiality. While there were individuals with

these characteristics, it was felt that they did not have the necessary computer skills or

time to commit to the project at the time.

The second evaluation activity focused on the assessment of program theory

including developing the PLM. The NTC director and Health Administrator issued an

open invitation to key stakeholders including community members, former clients, elders,

staff and band council to participate in the workshop where lunch was provided. The

workshop was held on a weekday between sessions when there were no clients in

treatment. When workshop participants arrived, they were all given a consent form to

sign, as well as a participant feedback form. The workshop began with a prayer by the

elder, and a sharing circle where each participant described who they were, what their
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interest was in substance abuse and treatment issues, and what they expected to

accomplish for the day. The sharing circle lasted just over two hours, followed by a

nutrition break. Participants were given the choice as to whether they wanted to have

breakout group exercises or have discussions on the PLM with the whole group.

Participants preferred to work on the PLM as a whole group. The subsequent discussions

for the rest of the day focused on describing the resources used in the treatment centre,

identifying the target population, listing the activities the treatment centre engaged in,

identifying the outputs completed because of the program, articulating the short and long

term outcomes, and summarizing the overall impact of the program. Efforts were made to

ensure that the program activities were linked to the program objectives, and that

outcomes and impacts were realistic, specific, and measurable (W. K. Kellogg

Foundation, 2004). Each participant in the workshop who was not a staff person was paid

an honorarium of 60 dollars for their time. A research assistant transcribed all of the

workshop discussions; she is a member of the Sechelt First Nation and was an

undergraduate psychology student at Simon Fraser University at the time. A draft of the

PLM was developed by the author and sent to the NTC director and Health Administrator

for review. It was requested that other staff and community members review the PLM as

well. In addition, Mr. James Mactier, an expert in PLM development reviewed the draft

and provided feedback. Feedback was positive with no suggested revisions at this point,

understanding that the PLM is a tool that evolves as programs develop or make changes.

The third evaluation activity focused on the assessment of program process

including the development of a client profile and client ratings of the NTC program and

staff. Data were collected from the CARP and the SWQ for the 17 treatment sessions.
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The SWQ has gone through multiple revisions over the years, making consistent data

documentation difficult. During the 17 treatment sessions, or two and a half years, there

were three revisions to the SWQ. The most substantial revision was the deletion of

questions related to rating each individual session from the treatment program from not

very helpful (l), somewhat helpful (2), to very helpful (3). The rationale for this deletion

was due to session scheduling and the perception that sometimes clients did not receive

all the sessions listed, or the sessions changed in name and content as staff continued

their professional development.

The fourth evaluation activity included the assessment of program outcomes - did

the NTC achieve its objectives, and did clients feel that they benefited from the program.

In total, 10 staff (including cooks, night attendants, counsellors, NTC director, and Health

Administrator) were interviewed and asked to identify priority questions to include on a

follow-up survey for clients. Efforts were made to interview all staff, but one counsellor

and one night attendant were not interviewed due to scheduling conflicts. Notes were

taken during the interviews and questions were recorded verbatim by hand. The research

assistant was present at four of the interviews. Each staff member suggested three to five

questions which were all compiled into one document and organized according to theme

(rapport building questions, questions about the treatment experience as well as rating

staff and session ratings, relapse/abstinence, aftercare, communication, support outlets,

further treatment). During a staff meeting, all staff members reviewed the list of

questions (including the two staff who were not interviewed), circling questions they felt

were particularly important, and adding questions that they felt were missing. A draft of

the survey was developed including the most popular questions (most frequently circled),
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some of the questions that staff mentioned were missing, and three questions from the

Round Lake Treatment Centre follow-up survey (related to nature of and type of relapse).

The draft survey was sent to the NTC director and staff for review. After some

discussion, the draft survey was shortened. The survey was then pilot tested on two

individuals for readability and duration which was approximately 10 minutes per

interview. There were no revisions based on this pilot test, and a final draft was sent to

the NTC director for approval, which was obtained.

The next step was to contact clients by telephone to participate in the follow-up

survey. Because clients had not given permission to be contacted for participation in a

follow-up survey, the research assistant first contacted clients on behalf of the NTC.

Attempts were made to phone all of the 218 clients using contact information from the

CARP. After the first round of phone calls to all clients, it was discovered that 56% (N =

122) of the phone numbers given in the CARP were no longer correct or out of service.

Efforts were made to locate these clients by using internet phone books. In addition, the

research assistant contacted the emergency contact person that clients included in their

CARP. It is estimated that a minimum of 15 calls were made for every successful phone

call with the client where permission was obtained for the follow-up survey (a minimum

of 1370 phone calls). Upon successful contact with the client, the research assistant

described the project and asked whether the client would be interested in participating,

and if so, when would be a good time to call back. If the client agreed, the author

followed up with a phone call which included relaying information regarding the

intentions and content of the follow-up project, that the information given during the

interview would be confidential, and that they had the right to withdraw their
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participation at any time. After this, the follow-up survey was administered to the clients

by the author on the telephone. Clients were advised that all information would be

confidential, and the NTC staff would not know which clients were interviewed, unless

the client indicated that they wanted to relay a message to the NTC staff, at which point

that message was relayed and the client was no longer anonymous as staff knew that

person was interviewed. At the completion of the interview, clients were debriefed and

thanked for their participation.

To ensure that the follow-up survey was reliable (client's responses were

consistent from the first interview to the second interview), a test-retest study was also

completed during the phone interviewing stage. The goal was to re-interview

approximately 10% (N = 20) of the total sample. At the completion of each interview,

clients were asked whether they would be interested in participating in the follow-up

survey one week later, and were clearly advised that this was voluntary and they were

under no obligation to participate. The first-time follow-up interviews continued while

attempting to complete the second round of interviews. In total, 50 of the 91 interviews

had been completed by the time 20 clients had participated in the interviews the second

time. Each of the 50 clients who had participated in the general first-time interview had

been asked to participate in the second interview, and all but two clients agreed to

participate again. The two clients who refused said that they enjoyed the interview, but

once was enough. Efforts were made to contact the clients who agreed to participate a

second time one week after the first interview, and a time was set to contact the client the

second time. It was not always the case that the client was home or available at the

discussed time. As such, efforts were made to contact any of the 48 clients who agreed to
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participate until the goal of 20 second interviews had been accomplished. Data from the

first interview were not available for reference during the second interview, and the same

interviewer administered the first and second interview. It should be noted that data from

the first interview were used in the analysis below with regard to follow-up findings.

Data from the second interview were only used for the purpose of the test-retest

reliability study. All telephone interviews were completed by the author.

At the completion of initial data analysis, the author travelled back to Alert Bay to

present the data to the NTC staff. In total, 16 staff and community members attended the

meeting. The meeting began with a prayer by the elder, and a sharing circle. The NTC

director requested that participants pose questions they hoped this evaluation would

answer, which were listed below:

1. Will we have baseline data so we can measure further improvement?

2. Will the evaluation continue?

3. Will the follow-up tell us how the clients' lives are after, and what really helped

from treatment?

4. What is the success rate for couples?

5. Is it important to have aftercare, how can we support clients after?

6. What are the statistics regarding sobriety rates?

7. How valid is the sampling for the interviews?

8. How can we fit this evaluation into the accreditation?

9. Will there be a longitudinal study, adding to this process?

10. What about clients who did not complete treatment - do you have information on

them?
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11. Are there significant differences for male and female clients?

12. How does family violence play into their experience?

13. What will be the impact on our intake package and screening process?

14. What are the demographics of the clients? How many live on/off reserve?

The intention of the meeting was to discuss the data and obtain insights from staff

regarding interpretation. Data were presented from each evaluation activity, and each

slide generated extensive discussion. Some of the reactions by meeting participants were

included below in the results section (heretofore referred to as the results meeting). The

meeting was scheduled for three hours, but based on interest level, participants were

asked to cancel all previously scheduled afternoon activities, and the meeting continued

for eight hours. At the end of the meeting, questions posed at the beginning were

reviewed to determine whether their questions were answered. It was concluded that the

questions were sufficiently addressed. After this meeting, the author prepared the results

section and discussion, and then travelled back to the community to present findings with

interpretations based on the literature and the first meeting. This meeting was scheduled

with the members of the NTC Society (board) and Chief and Council. The intention of

this meeting was to discuss policy implications and resulting recommendations from the

evaluation. In total, nine people attended the meeting and numerous suggestions were

made by participants with regard to the recommendations.
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Results

Needs Assessment

Nature ofSubstance Use. In total, 218 CARP files were reviewed, and data

related substance use characteristics were considered here. Clients were asked a series of

questions related to frequency of use and age of first use for particular substances. The

majority (95.8) of clients reported that they had "ever" used alcohol (see Table 1). It

should be noted that in order to preserve the most data with respect to age of first use,

data was entered as string data, not numeric. This was due to responses like "in my teens"

"a long time ago," "sober for X years," "quit" and "none since teens." As such, modal

ages were presented to represent central tendency. In most cases, the modal age for first

use of a particular substance was 12 or 13.

Table 1: Substance Use Patterns

"Yes" None Rarely Monthly Weekly Daily Age oj Modal age
ever 1st use (n)
use range

Alcohol 95.8 4.2 5.2 16.4 42.7 25.8 9-27 13 (33)
Marijuana 70.8 29.2 20.8 5.2 13.7 24.5 7-45 13 (29)
Inhalants 12.9 87.1 6.7 .5 1.0 1.4 8-18 12 (5)
Cocaine 51.9 48.1 18.9 5.2 9.9 12.3 12-50 16 (10)
Stimulants 10.6 89.4 4.8 0 .5 2.9 13-33 20,21,26(2)
Barbiturates 13.8 86.2 7.6 .5 1.4 2.4 11-45 12,25 (2)
Opiates 9.1 90.9 3.8 .5 0 2.4 12-48 12 (3)
Tranquilizers 11 89.0 5.3 .5 .5 2.4 5-50 12,17,30 (2)
Hallucinogens 20.6 79.4 13.9 1.9 1.0 .5 11-24 15 (10)
Painkillers 24.9 76.1 13.4 1.4 1.4 5.7 9-52 16 (4)
Tobacco 66.2 33.8 10.1 1.4 4.8 45.9 5-46 13 (19)

Comparisons were made between male and female clients for ever using a

substance. Overall, both male and female clients reported ever using substances at the

same frequency except in two cases. It was found that male clients (n = 92, 78%), were

more likely to use marijuana than female clients (n = 58, 61.7%), X2 (1, N= 210) = 6.69,

p = .01. Female clients (n = 18, 19.4%), were more likely to use barbiturates than male
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clients (N = 11,9.4%), X2 (1, N= 210) = 4.31,p = .04. An aggregate score was obtained

for the number of substances ever used (not including alcohol) where clients could score

between 0 and 10 drugs ever used. The average number of drugs used was 2.19 (SD =

2.04). There were no significant differences between male and female clients with regard

to number of substances ever used. During the results meeting, participants commented

that substance use patterns would vary by area in the province. There was particular

concern about the 12-13 year old age group and commented that prevention efforts

should be focused on that age group. It should be noted that the CARP did not include

questions related to the primary substance that the client sought treatment for.

Age of first use for all drugs was considered and coded into 12 categories

according to which substance was used first, and which substances were used

subsequently. The most prevalent pattern of substance uptake was alcohol use first, then

drug use second (n = 52,23.8%). This pattern was most prevalent for both male and

female clients. The second most prevalent pattern was tobacco use first, then alcohol use,

then drug use (n = 26, 11.9%). For female clients, the second most prevalent pattern was

tobacco use first, then alcohol, then drugs (n = 16, 16.3%); for male clients, the second

most prevalent pattern was drug use first, then alcohol (n = 12, 10%).

Clients were asked whether they attended treatment voluntarily. The majority of

clients reported that they attended voluntarily (see Table 2). Some clients commented that

their employers suggest they attend treatment but still felt that they had volunteered to

attend. Counsellors in the results meeting noted that clients would rather not say that they

were forced to go to treatment. Counsellors also said that they sometimes found out about

court orders or child apprehension in the first meeting with the client. As such, it was
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possible that voluntary versus mandated participation was overestimated. More than half

of the clients reported that they had been in treatment before. Finally, the CARP also

included a series of open ended questions. The last three items in Table 2 include the top

responses after all responses were coded for themes and quantified.

Table 2: Descriptives of Substance Use Characteristics

Variable no. (%)

Attend Treatment Voluntarily
Voluntary
Court ordered
Ministry of Child and Family Development

Attend AA meetings (yes)
Have an AA sponsor (yes)
Attended Treatment before?

Of those who had been before: Once
Of those who had been before: Twice
Of those who had been before: 3 or more times

Perspective on addictions
Addicted to alcohol or drugs
Accepted their addiction
Addictions control their life

Expectations with regard to treatment
To be clean and sober
Emotional, spiritual, mental stability
Better relationships
Improved coping skills

Client's motivation (rated by intake worker)
High levels
Moderate levels
Medium to low levels

128 (72.3)
16 (9)
19(10.7)
124 (63.3)
32(18)
111(53.1)
76 (68.4)
26 (23.4)
6(5.4)

55 (27.4)
25 (12.5)
20 (10)

III (55.4)
37 (18.5)
36 (18)
33 (16.5)

124 (62)
22 (II)
32 (16)

Severity ofSubstance Use. In total, 50 clients completed the BMAST, and 48

clients completed the DAST-20. Clients were asked a series of questions related to how

their substance abuse has affected areas of their life. The majority of clients (N = 198,

94.3%) reported that they had some area of their life affected by their substance use,

whether it was their family, employment, or legal situations (see Table 3).
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Table 3: Descriptives of Substance Abuse Affects on Clients' Lives

Variable (yes responses)

Addiction is a problem to their wellbeing
Need sobriety to change their life
Have areas of life affected by substance use
Experience Delirium Tremens or blackouts
Experience withdrawal symptoms
Have had a death in the family due to substance use
Substance abuse has affected employment
Of those who had a legal conviction, was it substance abuse related

no. (%)

196 (93.8)
209 (97.7)
198 (94.3)
156 (73.6)
158 (82.4)
125 (60.4)
113 (57.4)
38 (92.7)

BMAST scores can range from 0 to 29. The average BMAST score was 16.78

(SD = 7.42). It should be noted that any score above six is considered to indicate a severe

alcohol use problem. In total, 45 (90%) clients scored over six. DAST-20 scores can

range from 0 to 20. The average DAST-20 score was 8.71 (SD = 6.05). Of the clients

who completed the DAST-20, 16 clients (33.3%) were considered to have no problem or

low level problems related to drug use. A further 19 clients (39.6%) were considered to

have substantial or severe level problems related to drug use. Several comparisons were

made between the BMAST and DAST-20 scores and items from the CARP. Overall,

there were no significant differences. Participants in the results meeting were not

surprised by this finding, noting that "addictions do not take a holiday, addictions do not

pay attention to class, breed or creed - addictions take control over you, bottom line."

Assessing program theory

Assessing program theory included engaging in a workshop to develop a PLM

with community members, staff and former clients. Workshop participants supplied

information for the PLM including inputs, activities, outputs and outcomes (see Table 4).

Key inputs and resources included human resources, and curriculum. The main activities

for the NTC were seen to be providing substance abuse programming for clients,
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continuing to volunteer and conduct workshops in the community, and maintaining

partnerships. The main target groups were identified as clients, staff and community

members. Outputs consisted of quantified program activities. When discussing outcomes,

workshop participants unanimously agreed that the most important outcome was that

clients' recognize a need for change and actually attend treatment. Participants articulated

a pattern of behaviour change where one must first increase awareness about an issue,

which changes knowledge, which could lead to a change in attitudes, which could then

change behaviour. Following this, participants identified personal changes that the client

would undergo during and following treatment as specified in the short-term and

intermediate-term outcomes. Long-term outcomes included overall increased capacity for

clients, improved health status, changes in policy, improved conditions related to

substance abuse, and reduced costs to the health care system.
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Table 4: 'N!m,2is Treatment Centre Program Logic Model

Inputs and Activities Target Outputs Short-term Intermediate- Long-term
resources group outcomes term outcomes

outcomes
Funding, Maintain funding, Clients, Sufficient Prepared for Ongoing ability
Building, building, materials & staff & resources effective to organize and
Materials2 technology to community & treatment provide
Technology effectively treat members inventory treatment

clients
Clients Participate in Clients # of clients **Recognize Completing

treatment program who needfor treatment &
participate change & maintaining

attend abstinence
treatment

Improved self-
Sense of pride esteem

Increased Improved
Increasedholistic holistic

knowledge wellbeing capacity for

Stafe On-going training Clients, # of trained Increased Increased clients

for staff members staff & staff awareness efficacy

On-going delivery of
community

# of Use of Effectivemembers
program sessions training better/best delivery of

Information
sessIOns practices program

sessions Improved
management - # of reports Increased health status
prepare quarterly & generated, understanding Solid for
annual reports data of client profile information Aboriginal

compiled & treatment base to engage people
needs in quality

Provide counselling # of Clients
improvement

support counselling experience Clients
sessions increased overcome fear,

Provide grief or feeling of trust shame & guilt,
trauma support (e.g. improved self-
suicide & crisis esteem, resolve Policy that
intervention, Critical
Incidence Response)

deeper issues, supports

# of
reconnect to self healthy

Provide referrals for referrals
Increased & family development

other treatment awareness of

# of post-treatment Improved
Provide aftercare and contacts issues aftercare &
on-going support to initiated by commitment to
former clients clients or sobriety for

staff post- clients
treatment Evidence of

improved
conditions
related to
substance
abuse

2 Materials: office and session supplies/materials & handbooks, craft supplies, food, orientation and guidelines
booklets, maintenance equipment, residential facilities
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Inputs and Activities Target Outputs Short-term Intermediate- Long-term
resources group outcomes term outcomes

outcomes
Educational Provide educational Clients # of Increased Decrease in

. 4 sessions educational knowledge on substance abusesessIOns
& life skill impacts of
sessions substance use Increased

structure & self-
Sobriety for discipline Reduced
'just today" cost to the

Increased Increased ability health care

awareness & to ignore system

knowledge of triggers &

relapse triggers maintain
sobriety

Increased
awareness & Increased use 0 f

knowledge of nutritious foods

nutrition & & involvement

physical fitness in physical

issues activity

Life skill Provide life skills Clients # of life Increased Improved life
. 5

sessions skill knowledge of skillssessIOns
sessions life skills

Decreased stress
Increased & isolation,
awareness of reintegration
community into community
resources

Increased
Increased employment &
knowledge of use of
goal setting & community
networking resources

Increased Increased

knowledge of requests for

how to ask for help when

help needed

Increased Improved

knowledge of family

parenting skills relationships

Community Provide workshops Clients, # of Increased Healthier
workshops6 in the community community community knowledge of decisions &

members workshops workshop actions made by
topics participants

AA/NA Make AA and NA Clients, # of Increased Increased
meetings meetings available staff & AAINA awareness & support outlets,

during treatment and community meetings & knowledge of continue
in the community members # who l2-steps and transition

attend program through 12 steps
& meeting
attendance

3 Staff: Program director; mental health workers, counselors, session facilitators, support workers; acupuncture/detox;
night attendants; yoga; intake worker; nurse; doctor; dentist; maintenance; janitorial; Health board; NTC society
4 Educational sessions (but not limited to): stages of/medical aspects of addiction, nutrition, 12 steps, dry drunk, videos,
behaviour development
5 Life skill sessions (but not limited to): survival skills, anger/stress management, communication, parenting skills,
shame & guilt, jealousy, assertiveness, goal setting and community networking
6 Community workshops can focus on topics like Hepatitis C, anger management, and other topics
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Inputs and Activities Target Outputs Short-term Intermediate- Long-term
resources group outcomes term outcomes

outcomes
Partners Partner with others Clients, # of Involvement of Partners adopt

to improve staff & partners partners in plans to address
programming community actions to substance abuse

members address issues
substance
abuse issues

Elders Provide traditional Clients, Increased Culturally
knowledge & staff & knowledge of appropriate
guidance for clients, community traditional programming
staff & community members programming

Increased
Increased involvement in
knowledge of traditional
traditional activities
values &
practices Reconnect to

the Creator &
the land

Volunteers" Engage in fund Clients, # of Increased Increased
raising staff & volunteers awareness & involvement

community knowledge of with the NTC
Graduation dinner members # of NTC & role in

Community
community community
workshops

workshops & events & events
Evaluator Compile client Clients # of client Increased Increased ability

information files awareness & to implement
reviewed & knowledge of program

Data collection follow-up client profile, changes and
with clients program quality

process & improvement
outcomes

Assessing program process

Client Profile. In total, 218 clients participated in the NTC during the 17

treatment sessions from 2003 to 2006 (55% male and 45% female clients). It was noted

during the results meeting that efforts were made to equally represent male and female

clients in each session. There was speculation that the waitlist (or standby list) included

more male than female clients. It was also noted that it was not until the 1950s that First

Nations people could legally drink alcohol, and that Residential schools closed in the

7 Partners: Clients; board & band administration; Big House; recreation centre & Gym; 12 step programs; hospital;
church; Association of British Columbia First Nation's Treatment Centres; Government and non-Government
organizations; local & outlying villages; Native Friendship Centers; Community Health Association; MCFD; suppliers
8 Volunteers: community members; AA & NA meeting organizers & sponsors; Healing circles; participants in cultural
events - canoe, potlatch, feasts, & funerals; Fisherman; Craft program - supplies & teaching; Carving shop; extra hours
by staff; Graduation dinners participants - cooks, cleanup & support, donated food.
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1970s, a time where it was more socially acceptable to drink alcohol. However, social

mores dictated that women should not drink in public alone, and meeting participants

speculated that men had different attitudes toward how they treated their body. Further

discussion on male/female representation in treatment included noting that it was

perceived to be more acceptable for women to have substance abuse problems, and the

closing of residential schools was an event that opened doors for men to seek healing,

including substance abuse treatment.

All files were reviewed, including files for clients who did not complete the

program and were discharged by their own volition or at the request of the NTC.

According to the discharge forms in the client file, 21 (9.6%) clients did not complete

treatment. The discharge forms contained information on dates ofdeparture for seven of

the 21 clients, four clients leaving after two weeks, one client leaving after three weeks,

and one client leaving after four weeks of treatment. Of the clients who terminated early,

13 clients (61.9%) terminated by their choice, and 8 (38.1%) clients were asked to leave

by the NTC. For the purpose of the client profile, all clients were considered for analysis.

The average age of the clients was 35.25 (SD = 9.99). The average age of the male clients

was 35.93 (SD = 10.24), and female clients was 34.42 (SD = 9.68). There were no

significant differences in age between male and female clients. Clients from 2003 to 2006

(M= 35.25, SD = 9.99) were significantly older than clients from 1991 to 1996 (M=

33.23, SD = 11.14), t = 1.968, p = .049. All of the clients indicated that they lived in

British Columbia (see Table 5), with the majority of clients coming from Duncan (N =

23, 10.6%), followed by Alert Bay (N = 21,9.6%).
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Clients were asked to report what grade they had completed (not including any

post-secondary education experience), the average number of years completed was 10.14

(SD = 1.93). Male clients (M = 10.41, SD = 1.717) had significantly greater number of

years of education than female clients (M = 9.80, SD = 2.142). Table 5 depicts descriptive

data of the characteristics of the NTC clients based on information from the CARP files.
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Table 5: Descriptives of Characteristics of the NTC Clients

Variable N (%)

Location
Vancouver Island and surrounding islands
Vancouver Coast and Mainland
Interior (Thompson Okanagan)
Cariboo-Chilcotin
Northern British Columbia

Have First Nations status
Currently live on reserve (yes)
Raised on a reserve (yes)
Raised by their natural parents
Marital status

Single
Common-law
Married
Divorced, or separated

Have support when they leave treatment
Family, friends and professionals
Family and professionals

Education
Trouble reading (yes)
Education in public school system
Education in Residential school system
Education in Residential and public system

Employment
Unemployed
Employed full time

Legal situation
Have a provincial or probation legal situation
Of those with legal situation, on probation
Of those with legal situation, charge related to substance abuse
Of those with legal situation, had an assault charge
Of those with legal situation, had a theft or breech of parole charge

Medical issue
Of those with medical issue: depression, anxiety
Of those with medical issue: respiratory problems
Of those with medical issue: Hepatitis CIHIV

Psychological issue
Of those with psychological issue: depression
Of those with psychological issue: trauma not dealt with

Abuse
History of physical abuse
History of sexual abuse

Eating disorder
Cultural activities

Have some involvement in cultural activities
Actively involved in cultural activities

128 (58.7)
41 (18.8)
11 (5.0)
21 (9.6)
17 (7.8)
216 (99.1%)
151 (70.9%)
155 (76.4)
161 (76.3)

93 (43.1)
80 (37)
22 (10.2)
23 (9.7)
211 (99.1)
58 (27.5)
54 (26.5)

32 (16.5)
150 (78.5)
13 (6.8)
28 (14.7)

145 (69.7)
33 (15.9)

41 (19.2%)
34 (82.9)
38 (92.7)
21(51.2)
14(34.1)
75 (35.4)
23 (30.6)
14(18.6)
13(17.3)
76 (35.7)
28 (36.8)
20 (26.3)

141 (69.1)
109 (54.8)
IO (4.7)

142 (68.6)
109 (52.4)
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Clients who went to residential school were similar to clients who went to public

school with regard to history of sexual abuse, medical and psychological issues, and

involvement in culture (see Table 6). However, clients who attended residential school (n

= 30, 75%) were more likely to report having a family member die due to substance

abuse than those in public school (n = 83,57.6%), X2 (1, N= 184) = 3.982,p = .046. Male

and female clients were equally likely to attend treatment more than once or have a

psychological issue (see Table 7). Female clients (n = 71, 76.3%) were more likely to

report experiencing physical abuse than male clients (n = 38,35.8%), X2 (1, N= 204) =

11.244,p = .001.

Table 6: Chi-square comparisons of Client Variables by Attendance in Residential
schools

Variable Public
School
no. (%)

Residential
School
no. (%)

p

Attending treatment more than once 69 (47.9) 30 (75) 9.24 .002
Have a family member die due to 83 (57.6) 30 (75) 3.98 .046
substance abuse
History of physical abuse 93 (66.4) 32 (84.2) 4.52 .034
History of sexual abuse 71 (52.6) 25 (67) 2.641 .104
Presence of medical issue 50 (34.5) 14 (35.0) .004 .951
Presence of psychological issue 51 (34.9) 18(45.0) 1.364 .243
Actively involved in culture 78 (54.5) 21 (52.5) .053 .818

Table 7: Chi-square comparisons of Client Variables by Gender

Variable

Attending treatment more than once
Presence of medical issue
Presence of psychological issue
History of physical abuse
History of sexual abuse

Female
Clients
no. (%)

52 (55.9)
41 (42.7)
40 (41.2)
71 (76.3)
76 (80.9)

Male
Clients
no. (%)

59 (50.9)
34 (29.3)
36 (31.0)
38 (35.8)
65 (59.1)

.529
4.124
2.396
32.79
11.24

.467

.042

.122

.000

.001

p
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The CARP also asked clients in an open ended question to comment on whether

there were any other significant events in their life. In total, 24.5% commented that they

were dealing with the loss of a loved one, and 11.5% commented that they were dealing

with abuse. Clients were also asked whether there were precipitating events for entering

treatment. While the majority commented that they wanted that they wanted to deal with

the drug and alcohol problems in their lives (45.5%), clients also reported that they

wanted to work on themselves (17.5%), and issues related to child apprehension (16.9%).

Client Ratings ofthe Program - SWQ. In total, 133 (61%) of the potential 218

potential clients completed the Six-week Questionnaire (SWQ). While the SWQ was

revised during the 17 sessions under consideration here, data has been presented overall

and it has been noted when questions are new or removed.

Clients were asked whether they had attended treatment before, and a total of

46.9% of the clients reported that they had previous treatment. Clients were asked to

indicate how they wanted to benefit from treatment given the response options of: "stop

drinking/doing drugs," "learn how to not go back to using," and "learn more about self."

Many clients (n = 65, 48.9%) checked all three response options.

Clients were asked to rate each of the program staff. For the most part, clients

found the program staff to be "somewhat helpful" to "very helpful" (see Figure 1). It was

a rare case that the clients rated the staff as "not very helpful."
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Figure 1: Client ratings ofNTC program staff(n = 69)
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Clients were also asked to rate the different program sessions. It should be noted

not all clients were presented with these questions due to revisions in the SWQ. Overall,

clients rated the program sessions as "very helpful" and "somewhat helpful" (see

Appendix G). The top four sessions with the greatest percentage of "very helpful" ratings

were: the talking circles, the AA meetings in the community, spirituality, and

communication. The four sessions that received the least "very helpful" ratings were: dry

drunk, NA meetings, parenting skills, and videos shown during treatment.

Clients were asked open ended questions about the NTC program. They were

asked what they would do to improve NTC programming. Typical responses included:

"need more one-to-one counseling, need more drug awareness," "a full day on each

lesson, not just half," "by increasing the length of stay," "by sticking with what is put in

the rule book," "more discipline," "more cultural, have elder 2 or 3 times, beginning,

middle and at end," "I feel we need more time on trauma sex abuse, suicide I day is not

enough time to deal with it ." Many clients commented that the program was great as it

was.
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Clients were asked about how the NTC could improve the living or eating

arrangements. Typical responses included: "more information on healthy foods," "Larger

center," "maybe make the dining room bigger and more bathrooms." Many clients

commented that the living arrangements were satisfactory, as well as the food provided.

Some clients reported that they gained weight because they enjoyed the food so much.

Finally, clients were asked if they had any other comments at the end of the SWQ.

Typical responses included: "really enjoyed my stay in this beautiful community and

centre," "I appreciated the opportunity of participating in the 6 week program, as it was

highly beneficial to me in providing necessary tools to cope in everyday life," "Overall,

program was good, people are here for life and death situations," "I wouldn't recommend

this TC, because of too far from home," "Organize! I can't stress this enough, be prepared

for your sessions," "all the rules were broken and not enforced; nobody was punished for

breaking the rules. Our group had a lot of unnecessary problems because of this," "I'm

really thankful to your program for all the support that was given," "I've learned a lot:

forgiveness, understanding anger, respect, courage." For the most part, clients were

appreciative of what they had learned while they stayed at the NTC. There were a few

comments about the discipline in the treatment centre, but for the most part, clients

commented that they were thankful, and received many benefits from the program.

During the results meeting, the discharge plan was also discussed, asking whether

clients had specific next steps for when they left treatment. It was noted that while

suggestions were made for further self-work, clients were not committed to attend further

treatment (e.g., AA meetings, counseling, healing circles).
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Assessing Program Impact

In total, 139 clients were located, of which 91 clients (41.7%) participated in the

follow-up phone survey. Participation varied by session with a pattern of increased

participation for clients who completed treatment more recently in time (see Table 8).

There were 48 (52.7%) male clients, and 43 (47.3%) female clients. In most cases, of the

48 clients who were located but did not participate, numerous calls were made but no

contact was made. In total, four clients (1.8%) were in jail, or in the hospital or a safe

house and were never contacted. Two additional clients were in jail at the beginning of

the interview data collection, but were released and participated in the survey (one of

these two clients phoned the author by making a collect call from prison expressing

interest in participating upon release). Seven clients refused to participate, including five

who originally said they would participate but later changed their mind. Contact was

made with numerous family members who lived with the client and answered the phone.

For the most part, these family members did not shed further insight into the clients'

wellbeing after treatment because in most cases, these clients were found and participated

in the interview, and no further conversations occurred with family members. In all but

one case, family members were supportive of the client participating. In the one case, the

client phoned the interviewer at four AM and requested to not be contacted again because

the client's brother was upset when treatment was discussed; the client was using cocaine

and alcohol and decided not to participate. Drug and alcohol counsellors were also

contacted in attempts to locate clients. These counsellors confirmed that numerous clients

did not have phones or had moved to other locations in the province with no forwarding

address.



Treatment Centre Evaluation 79

Table 8: Interview Participation Rates by Session

Session
Year (#)

Total Clients Participated
per session in interview % Yes

2003 (6)
2003 (7)
2004 (1)
2004 (2)
2004 (3)
2004 (4)
2004 (5)
2004 (6)
2004 (7)
2005(1)
2005 (2)
2005 (3)
2005 (4)
2005 (5)
2005 (6)
2005 (7)
2006 (1)
Total

9
14
12
10
13
11
13
12
15
15
15
9
12
13
16
15
14
218

3
3
2
3
5
4
7
2
7
4
7
2
6
7
9
11
9
91

33.3
26.6
16.6
30.0
38.5
36.4
53.8
16.6
46.6
26.6
46.6
22.2
50.0
53.8
56.3
73.3
64.3
41.7

It should be noted that 7 of the 91 clients (7.8%) did not complete treatment, but

were still interviewed as sometimes it did not become apparent until the end of the

interview. These interviews were included in the overall findings, but separate analysis of

these individuals has also been completed and will be addressed below. Clients had been

out of treatment anywhere from 3 to 37 months at the time of their interview.

About the Interviews. Over the eight months of conducting interviews, clients

shared some of the most shattering and depressing stories including precipitating events,

losses and what led them to treatment. Clients shared their personal challenges while at

the NTC, and road blocks they navigated when leaving treatment and back in their home

community. Some clients cried while they shared their experiences, others were notably

angry, many shared their joys and exuberance with their new tools and lessons - all of the

clients were survivors. These clients confronted their grief, pain and misery while at the
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NTC, and participated in the interviews willingly and enthusiastically. These clients were

not beaten by their life experiences; many took valuable lessons from their life. It was

humbling and a privilege to share in the lives of these clients.

In order to complete the follow-up interviews, it took anywhere from 1 to 43

phone calls to the client (not including calls to the client to obtain permission for the

interview). The average number of phone calls made to complete the follow-up

interviews was 6.67 (SD = 6.9). The majority of interviews were completed in one or two

calls (N= 28,30.8%), or in five or six phone calls (N= 22, 24.2%). The length of the

interviews ranged from 8.5 to 79 minutes. The average time it took to complete an

interview was 30.24 minutes (SD = 14.86). There were no significant differences in the

amount of time it took to complete an interview with male or female clients.

Chi square comparisons were made between clients who were interviewed and

clients who did not participate in the interviews. Clients who were interviewed were

significantly different in two ways from those who were not interviewed. Clients who

were interviewed were more likely to have been raised by their natural parents than client

who were not interviewed t (1, N = 211) = 5.75, P = .016; and clients who were

interviewed were more likely to have ever used marijuana -l = (1, N = 212) = 4.26, p =

.039 (see Appendix H). It should be noted that these groups did not differ on any of the

other CARP demographic or substance use items, including gender. To this end, it has

been concluded that the sample interviewed appropriately represents the entire sample of

potential clients for interview (N = 218), and findings can thus be generalized.

Reliability ofthe Follow-up Survey. In total, 20 clients participated in the

interview two times (55% female clients, 45% male clients). The average age of clients
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who participated twice was 35.65 (SD = 8.875), and the average education level was

11.44 years of education (SD = 1.097). With regard to intake year, eight clients (40%)

were from 2004, 11 clients (55%) from 2005, and 1 client (5%) from 2006. The number

of days between interviews ranged between seven days and 57 days, with the average

number of days being 26.5 days (SD = 16.82). The average length of time (minutes) for

the first interview was 38.7 (SD = 17.53), and the average time for the second interview

was 24.53 (SD = 19.41).

The second interview included only the 44 quantitative items, including 25 items

with continuous data, and 19 items with nominal data (see Appendix I). Agreement was

calculated using the Intraclass Correlations (ICC) and Kappa (K) statistics. More

specifically, the ICC two-way mixed effects model single measures with absolute

agreement was used, ICC (A) (see Table 9). When considering the K statistic alone, 23 of

the 44 items were reliable, obtaining a Kappa value greater than .60. This does not

include an additional five items that obtained 100% observed agreement (for the purpose

of this project, these five items will be considered reliable). Therefore, a total of 28 items

were consistent from Time 1 to Time 2. While it would be convention to drop items from

further analyses due to low reliability, this was not carried out for this project. Individual

items considered not consistent (reliable) were discussed where necessary.
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Table 9: Intraclass Correlations for Follow-up Survey (n = 20) Items

95% Confidence
Interval

.489 - .913

.101 - .865
-.098 - .838
.524 - .925

-.230 - .871
.108 - .862

-.429 - 1.00
.898 - .984
.791-.967

-.351 - .792
.386 - .905
.133 - .919

-.617 - .877
.141-.904
.778 - .993
.655 - 0947
.361 - .897
.710 - 1.00

.701

.642

.573

.807

.593

.642

.290

.958

.914

.465

.752

.727

.516

.730

.935

.870

.744

.902

.283

Chance
A reement

.872

.537

.786

Observed
A reemene

.909

.955

Follow-u Surve Variables

Variable

1. Go to Treatment originally for #0
2. Rating program sessions: Educational
3. Rating program sessions: Life skills
4. Rating program sessions: Counseling
5. Rating program sessions: Trauma
6. Rating program sessions: Spirituality
7. Did the sessions meet your needs #
8. Rating staff: Counselors
9. Rating staff: Cooks
10. Rating staff: Elders
11. Rating staff: Night attendants
12. Rating staff: Nurses
13. Rating staff: Dentist
14. Rating staff: Doctor
15. Rating staff: Mental Health Worker
16. Rating program staff: Yoga instructor
17. How would you rate your recovery?
18. Do you hang out with same friends as

before treatment # °
19. Family supports sobriety # ° .952 .909 .475 -.420 - 1.00
20. Friends support sobriety # .864 .645 .616 .224 - 1.00
21. Rate support in community .812 .485 - .925
22. In touch with Drug/Alcohol counselor # .864 .533 .708 .401- 1.00
23. Attending AAINA meetings # .818 .492 .642 .330 - .954
24. Have an AAINA sponsor # .810 .540 .586 .219 - .954
25. Usingaftercareplan# .773 .512 .534 .175-.893
26. Rate progress with goals .344 -.666 - .744
27. Are you clean and sober? #0 .955 .500 .909 .731 - 1.00
28. Do you have good sobriety # .883 .778 .250 -.486 - .986
29. Did something help with sobriety? # ° .917 .847 .455 -.465 - 1.00
30. How many days after did you relapse? .905 .604 - .974
31. What kind of relapse? # .655 .370 .453 .076 - .829
32. Using as much as before? # .724 .522 .423 -.001 - .847
33. Relapse for what time period .724 .489 .460 .089 - .832
34. Gone back to the red roado # .917 .847 .455 -.465 - 1.00
35. Wellbeing: Mental .591 -.016 - .835
36. Wellbeing: Emotional .462 -.342 - .787
37. Wellbeing: Spiritual .466 -.414 - .803
38. Wellbeing: Physical .660 .155 - .868
39. Learned a lot in treatment .818 .553 - .931
40. Communication skills improved # .850 .680 .531 .056 - 1.00
41. Relationship with family improved .918 .790 - .971
42. Rate the program overall .770 .417 - .905
43. Treatment improved qualityoflife# ° .955 .913 .476 -.418-1.00

44. Recommend NTC to family or friend #0 .955 .913 .476 -.418 - 1.000
I Note: Blank cells indicate that items were continuous, Kappa for those items was a mixed-model ICqA)
2 In cases where there was 100% chance agreement on nominal items, .5 was added to each cell to enable
the calculation of Kappa. This procedure was followed for all nominal items (denoted with #).
o 100% observed agreement
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Has the NTC Achieved Their Objectives? To reiterate, the NTC objectives are to

first achieve abstinence, second, to reduce harm; and third, to increase education so

clients can make healthy choices. Clients were asked to rate their recovery on a scale of

(1) not very good to (10) very good. The average score was 6.9 (SD = 2.22). In total, 24

clients (26.4%) reported that they were clean and sober. Ofthose who were clean and

sober, one client was from a session in 2003, seven clients were from 2004 sessions, 13

clients from 2005 sessions, and three clients from 2006. Of those who were clean and

sober, 95.8% (n = 23) indicated that they had good sobriety, and all of the clients reported

that something from treatment had helped with their sobriety. When asked to specify

what aspects of treatment were helpful, clients commented that: "I believe in the program

and follow the steps; the tool box they prepared us with; the last 2 weeks teach us that it

is not glory out there, we need to go to a counselor," "learned how to communicate rather

than isolate," "keeping in touch with my sponsor and hanging around the right people,"

and "seeing all the workers and counselors and know they are there." In sum, 26.4% of

the clients achieved the first objective of the NTC.

Clients were asked to estimate the number of days from treatment end until they

had a slip or relapse. Clients tended to respond by saying the number of months including

half months. For the purpose of this project, one month was calculated to be 30 days. The

average number of days until relapse was 155.29 (SD = 167.77). The median number of

days was 90, and the modal number of days until relapse was 60 days (n = 11). In total,

40.9% (n = 27) slipped within the first two months after treatment, and 56.1% (n = 37)

clients slipped within the first three months after treatment.
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Clients were asked to report what kind of relapse they had: alcohol, alcohol and

drugs, or drugs only. In total, 40 (59.7%) slipped with alcohol, 19 (28.4%) slipped with

alcohol and drugs, and 8 (11.9%) slipped with drugs only. While this item was

reasonably consistent in responses from Time 1 to Time 2, due to the low Kappa score

for this item, results should be interpreted with caution. It is interesting to note that of the

clients who came to the NTC for alcohol treatment only, 100% relapsed with alcohol

only. Of the clients who came to treatment for alcohol and drugs, 50% (n = 16) relapsed

with alcohol and drugs, and the other 40.6% (n = 13) relapsed with only alcohol, thereby

reducing other substance use. In total, two clients reported that they were sober for long

periods at the time of admittance to treatment, attending treatment for increased

education and follow-up. Both of these clients relapsed with alcohol after treatment.

The follow-up interview did not contain questions that could specifically answer

whether the NTC program reduced harm in the lives of the clients. Detailed notes were

compiled during the interviews with regard to the relapse or slip in substance use. After

reviewing data from all of the interviews, coding criteria were developed to form four

possible categories. First, the client was coded as complete abstinence if they did not

have any slip or relapse at all. Second, the client was coded as harm reduction if they had

a relapse or slip at some point, if the client reported to drink or do drugs "less," if the

client reported that they were on the "red road9
," if the client commented on their

consumption patterns with statements related to weekend use only or using alcohol or

drugs once a week, and if the client reported that they wanted to go back to treatment.

Third, the client was coded as relapse (or that the client received increased education) if

9 "red road" refers to the Aboriginal way of life, but in the context of treatment, NTC staff linked the red
road to living a clean and sober life.
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the client reported a relapse, if they reported that they were using the "same" or "more"

than they had before treatment, and that they had not gone back to the "red road". Finally,

clients were coded as slip and abstinence again if the client reported a slip or relapse at

some point, if the client reported that they were on the "red road" again, and made other

specific comments related to not using alcohol or drugs at the current time.

Data related to abstinence and relapse covering all of the above mentioned criteria

(clean and sober, # of days until relapse, what kind of relapse, number of times the client

relapsed, how long was the relapse, did the client go back to the red road, and additional

comments) were given to a trained research assistant to independently code files to

establish interrater reliability. In total, there was agreement on 77 of the 91 files (86.4%).

Upon closer inspection and discussion, it was discovered that in nine cases, information

regarding the client reporting to be back on the red road was not used and rating were re

coded. As such, there was agreement on 86 of 91 files (94.5%), a sufficient level of

reliability in coding. Coding for the other five files where there was disagreement

remained with the original coding as it was felt that the author was privy to additional

interview information that the research assistant did not have.

Based on the coding of relapse and abstinence data, it was concluded that for the

91 clients reviewed, 24 clients (26.4%) achieved the first program objective of complete

abstinence; 19 clients (20.9%) achieved the second objective of reduced harm or

controlled drinking; 13 clients (14.3%) had complete relapses but achieved the third

objective of receiving increased education to make better choices in their life. A

significant proportion of clients reported that they had slips once they left treatment, but

had made efforts to be on the red road and maintain abstinence. For example, six clients
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reported that they had only one slip since leaving treatment, four clients reported slipping

twice, and another four clients reported slipping three times. As such, 35 clients (38.5%)

were coded as slipped and abstinent again. Subsequent portions of the results sections

will refer to this coding system.

With regard to clients who did not complete treatment, the numbers were too

small to determine whether their responses were significantly different than other clients.

In total, 5 of the 7 clients (71.4%) had a slip after treatment, and three of the five clients

reported that they had gone back to the red road and were abstinent again. None of these

clients were coded as attaining harm reduction. The average number of days until these

clients slipped/relapsed was 131.2 (SD = 44.907).

Substance Use Severity and Outcomes. Due to missing data, BMAST and DAST

20 scores were analyzed separately. In total, 22 interviewed clients (84.6%) were

considered to have severe alcohol use scores (over 6) on the BMAST. Independent

samples t-tests were conducted to determine if there were significant differences in

BMAST scores and whether the client had a relapse or not, there were no significant

differences. Pearson Product Moment Correlations (PPMC) were conducted to determine

if there was a relationship between BMAST scores and the number of days until relapse.

There was a significant negative relationship, clients who had higher scores on the

BMAST were more likely to have a relapse closer in time from completing treatment, r =

-.533, p = .023.

In total, 10 interviewed clients (40%) obtained a substantial or severe level score

on the DAST-20, and 7 clients (28%) had low level or no problem with drugs. There
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were no significant differences on DAST-20 scores and whether the client had a relapse

or not, and the number of days until the relapse occurred.

Treatment Effects Over Time. A fundamental question in this evaluation was in

regard to the impact of treatment over time - or predicting how long clients would

maintain abstinence after treatment. Of the 91 clients who participated in the study, 24

(26.4%) were still abstinent at the time of the interview, and thus considered censored

data (there was no end-point observed, given that relapse was considered the time-to

event). The proportional hazard rate was calculated to determine expected length of

abstinence time, noting that the proportional hazard rate rests on the assumption that there

was the probability that every client would relapse at each time interval- the abstinence

rate would be longer when the average hazard rate is small. The empirical hazard rate

was defined as the number of clients who relapsed relative to the clients who survived in

a given month (Gage & Ho, 2004). The average hazard rate for clients was .007, meaning

that the expected length of time until relapse was IIh, or 142.85 days.

Kaplan Meier Survival curve analysis was then conducted for time-to-event data

where relapse was considered the event as a function of time (number of days from

treatment completion). The mean survival time with censoring was 155.228 days (see

Table 10). The mean survival time appeared higher than the average hazard rate due to

the fact that the average hazard rate did not include clients who had not relapsed. Figure 2

depicts the survival plot with censoring for NTC clients. The cumulative proportion of

clients surviving (have not relapsed) at the 60 day point is 59.1 %, and at 90 days is

43.9%.
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Table 10: Kaplan Meier Analysis (with Censoring) for NTC clients

Mean
Median

Survival
Time

155.228
90.0

Standard
Error

20.651
6.720

95% Confidence
Interval

114.811-195.764
76.829-103.171

Figure 2: Survival Analysis for Time to Relapse From the end of Treatment for
NTC Clients

Survival Function

200 400 600 800

Clients were asked what the triggers were related to their first slip. This was an

open-ended question and responses were analyzed for themes. In total, 14 clients (20.9%)

commented that relationships issues were associated with their slip. Specific comments

included: "my ex-boyfriend was abusing me and the father of my children was getting

custody of my children - I attempted suicide," "not enough support to back me up,

mentally, physically, spiritually abused by husband," and "can't remember, I was arguing

with my partner." Another 12 clients (17.9%) commented that they felt some sort of peer

pressure from family or friends. Comments included: "friends were coming over
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wrecked, I asked them not to come by, then they came a week later and I thought 'what

the heck, one night' ," "one of my friends provoking me to drink with him, kept pressing

me," and "went down with my brother, brothers asked me to have some booze, was some

beer there, big trigger having beer." Other themes included family issues (n = 8, 11.9%),

loneliness and trauma (n = 7, 10.4%), anger and stress (n = 6,8.9%), grief and loss (n =

6,8.9%), and chose to drink (n = 6, 8.9%). Comments for these themes included: "many

things happening, deaths back to back, couldn't handle it," "deal with not having kids

with me, loneliness is the big trigger," "had moved to XX and was there for one week,

was sexually and physically abused ... it was traumatic and I wanted to get away ...

didn't know how to deal with it and fell off," and "no, I just decided I wanted to have a

beer, am comfortable with it."

Client Variables and Outcomes. After determining the average hazard rate, it was

important to consider the impact of covariates on time until relapse. Client variables were

organized into the following categories: pre-treatment (gender, age, presence of medical

issue, presence of psychological issue and education level), and post-treatment (number

and type of support outlets). The first step was to perform univariate survival analyses to

obtain an overall view ofthe data (see Table 11). Univariate analyses revealed no pre

treatment or post-treatment variables influencing the hazard rate, or time in days until

relapse.
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Table 11: Univariate Analysis of Pre and Post-Treatment Variables Impacting
Length of Time Until relapse

Coefficient Risk Ratio p Confidence
(P) Exp (P) interval

Pre-treatment variables
Age at intake -.009 .991 .466 .966 - 1.016
Gender -.098 .907 .699 .533 - 1.488
Education (grade completed) -.008 .992 .914 .858 - 1.147
History of physical abuse -.199 .820 .461 .483 - 1.390
History of sexual abuse -.197 .821 .457 .488 - 1.382
Presence of medical issues .159 1.173 .560 .687 - 2.002
Presence of psychological issues .133 1.143 .622 .672 - 1.944
Actively involved in culture -.180 .835 .495 .497 - 1.403

Post-treatment variables
Family supports sobriety .211 1.235 .561 .607 - 2.513
Friends support sobriety -.113 .894 .70 .504 - 1.583
See DA0 counsellor .152 1.164 .550 .708-1.912
Attend AA/NA meetings .279 1.322 .320 .762 - 2.293
Have an AA/NA sponsor .398 1.489 .452 .528 - 4.20

o Drug and Alcohol

Following the univariate analyses, Kaplan Meier analyses for comparisons

between dichotomous pre-treatment and post-treatment variables were conducted to

determine if a particular variable influenced time until relapse (see Table 12 and Table

13). No significant differences emerged in pre-treatment or post-treatment variables

influencing the length of time in days until relapse after treatment.
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Table 12: Kaplan Meier Analysis for Comparisons Between Dichotomous Pre-
Treatment Variables Impacting Length of Time Until Relapse

Survival time 95% confidence Log rank df p
interval statistic

Gender
Male (M, SE) (n = 35) 147.771 (23.624) 101.468 - 194.075

(Median, SE) 105.0 (26.611) 52.841- 157.159
Female (M SE) (n = 31) 163.774 (35.336) 94.515 - 233.033

(Median, SE) 90.0 (110417) 67.623 - 112.337 .167 .683
Education

Residentia1° (M, SE) (n = 13) 183.231 (57.558) 700417 - 296.044
(Median, SE) 90.0 (17.974) 54.770 - 125.230

Public (M SE) (n = 42) 1380476 (24.739) 89.988 - 186.965
(Median, SE) 90.0 (9.316) 71.741- 108.259 1.066 .302

Physical abuse
No (M, SE) (n = 22) 132.682 (29.7210 740429 - 190.934

(Median, SE) 60.0 (10.684) 39.060 - 80.940
Yes(MSE)(n=41) 159.634 (28.715) 103.352 - 215.916

(Median, SE) 90.0 (13.619) 63.308 - 116.692 .615 0433
Sexual abuse

No (M, SE) (n = 27) 132.296 (26.829) 79.712 - 184.881
(Median, SE) 75.0 (8.188) 58.951 - 91.049

Yes (M SE) (n = 34) 164.029 (33.368) 98.629 - 2290430
(Median, SE) 90.0 (26.194) 38.660 - 141.340 .627 0429

Medical issues
No (M, SE) (n = 44) 160.909 (23.899) 114.068 - 207.750

(Median, SE) 90 (16.566) 57.531 - 1220469
Yes (M SE) (n = 20) 148.50 (43.990) 62.280 - 234.720

(Median, SE) 60.0 (16.686) 27.295 - 92.705 .381 .537
Psychological issues

No (M, SE) (n = 45) 1610444 (250448) 111.567 - 211.322
(Median, SE) 90.0 (7.143) 76.0 - 104.0

Yes (M SE) (n = 20) 141.70 (37.764) 67.682 - 215.718
(Median, SE) 60.0 (17.889) 24.938 - 95.062 .272 .602

Active in culture
No (M, SE) (n = 29) 142.586 (23.073) 97.363 - 187.809

(Median, SE) 90.0 (8.034) 74.253 - 105.747
Yes (M SE) (n = 33) 1760455 (35.548) 106.781 - 246.128

(Median, SE) 90.0 (42.906) 5.905 = 174.095 .521 0470

o Any experience in Residential school
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Table 13: Kaplan Meier Analysis for Comparisons Between Dichotomous Post-
Treatment Variables Impacting Length of Time Until Relapse

Survival time 95% confidence Log rank df p
interval statistic

Family supports sobriety
No (M, SE) (n = 9) 197.667 (74.150) 52.333 - 343.001

(Median, SE) 150.0 (89.443) .00 - 325.308
Yes (M SE) (n = 57) 148.596 (21.055 107.330 - 189.863

(Median, SE) 90.0 (6.989) 76.301- 103.699 .377 .539
Friends support sobriety

No (M, SE) (n = 17) 149.0 (52.0) 47.079 - 250.921
(Median, SE) 60.0 (20.292) 20.228 - 99.772

Yes (M SE) (n = 49) 157.469 (21.559) 115.214 - 199.725
(Median, SE) 90.0 (15.720) 59.188 -120.812 .165 .685

See DA0 Counsellor
No (M, SE) (n = 33) 170.515 (34.315) 103.258 - 237.773

(Median, SE) 90.0 (18.463) 53.813 - 126.187
Yes (M SE) (n = 32) 139.750 (23.986) 92.738 - 186.762

(Median, SE) 90.0 (6.946) 76.387 - 103.613 .403 .526
Attend AA/NA meetings

No (M, SE) (n = 48) 169.250 (25.887) 118.512-219.988
(Median, SE) 90.0 (22.192) 46.504 - 133.496

Yes (M SE) (n = 18) 118.056 (30.436) 58.40 (177.711)
(Median, SE) 90.0 (15.512) 59.596 - 120.404 1.116 .291

Have an AA/NA sponsor
No (M, SE) (n = 29) 159.742 (21.866) 116.885 - 202.599

(Median, SE) 90.0 (19.593) 51-598 - 128.402
Yes (M SE) (n = 33) 86.250 (9.437) 67.753 -104.747

(Median, SE) 90.0 (12.990) 64.539 - 115.461 .662 .416

o Drug and Alcohol

Finally, multivariate Cox Regression (hazard rate) analyses were conducted to

determine which pre-treatment, or which post-treatment variables were associated with

increased hazard for relapse. With alpha set at .05 and power set at .80 (Cohen, 1988),

Green (1991) calculated that to conduct regression analyses for detecting a medium effect

size (R2 = .13) with five predictors a minimum sample size of91 clients is required.

Significant differences did not emerge for either pre-treatment variables or post-treatment

variables, in impacting the hazard rate, or predicting length of time in days until relapse

(see Table 14).
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Table 14: Multivariate Hazard Rate Analysis of Length of Time Until Relapse

Coefficient Risk Ratio p Confidence
(jJ) Exp (jJ) interval

Pre-treatment variables
Age at intake -.010 .990 .461 .964 - 1.017
Gender .005 1.005 .987 .565 - 1.787
Education (grade completed) -.007 .993 .930 .850 - 1.160
Presence of medical issues -.205 .815 .533 .428 - 1.552
Presence of psychological issues -.044 .957 .905 .470 - 1.950

Post-treatment variables
Family supports sobriety -.180 .835 .663 .371 - 1.879
Friends support sobriety .142 1.154 .655 .615 - 2.164
See DA counsellor -.019 .981 .953 .525 - 1.834
Attend AAINA meetings -.283 .753 .438 .368 - 1.541
Have an AAINA sponsor -.106 .900 .858 .282 - 2.872

o Drug and Alcohol

What Happens After Relapse. It was evident that pre-treatment and post-treatment

variables did not have an impact on the hazard rate or length of time until relapse. Pre-

treatment and post-treatment variables were then examined to determine what happened

after relapse for the client, considering the program objectives clients attained (complete

abstinence, harm reduction, and increased education, or relapse). Clients who reported a

relapse or slip, but were abstaining again were also considered.

With regard to pre-treatment variables, due to coding into four categories, it was

not possible to interpret data analyses due to small sample size. As such, the program

objectives were collapsed into two categories: currently abstinent (N = 59, 64.8%,

including clients who had attained complete abstinence and those who slipped and were

abstinent again), and currently using substances (N = 32,35.2%, including clients who

had attained harm reduction, and clients who had completely relapsed, or increased

education). There were no significant difference in age for those who were currently

abstinent (M = 37.64, SD = 9.29), and clients who were currently using (M = 35.25, SD =

11.69). There were also no significant differences in the numbers of education years
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completed for those who were currently abstinent (M = 10.22, SD = 2.29), and clients

who were currently using (M= 10.31, SD = 1.47). Furthermore, there were no significant

differences on other pre-treatment variables (see Table 15).

Table 15: Chi-square Comparisons on Pre-Treatment Variables and Currently
Abstinent Versus Currently Using Substances

Variable Currently Currently ..l p
Abstinent Using

no. (%) no. (%)

Pre-treatment
Gender

Male 29 (42.9) 19(59.4)
Female 30 (50.8) 13 (40.6) .870 .351

History of physical abuse 41 (71.9) 17 (56.7) 2.061 .151
History of sexual abuse 32 (56.1) 14 (50.0) .285 .593
Presence of medical issue 19 (32.8) 11 (35.5) .067 .796
Presence of psychological issue 25 (42.4) 9 (29.0) 1.539 .215
Actively involved in culture 29 (51.8) 17 (54.8) .075 .785
Attended treatment before 27 (46.6) 19(61.3) 1.757 .185

The follow-up survey included questions related to support and aftercare. For the

most part, clients felt that their family and friends supported their sobriety (see Table 16).

In general, clients were given an aftercare plan that included pamphlets from the

program, a copy of their discharge papers which included goals after treatment, and

recommendations for aftercare which often included suggestions to participate in AAINA

meetings, healing circles, visiting their Drug and Alcohol counsellor, and attending anger

management courses. Clients were asked whether they had used their aftercare plan, and

a total of 36 clients (40.4%) reported that they had. While this item was reasonably

consistent in responses from Time I to Time 2, due to the low Kappa score for this item,

results should be interpreted with caution. When asked what was helpful in their aftercare

plan, most clients reported that support from their family and friends was helpful (n = 16,

17.6%), going to counselling (n = 12, 13.2), and keeping busy (n = 11, 12.1%). All of the
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clients who reported using the aftercare plan commented that they could not think of

anything that would improve it.

Table 16: Post-Treatment Support and Aftercare

Variable (yes responses)

Do you hang out with the same friends as before treatment
Do you feel that your family supports your sobriety
Do you feel that your friends support your sobriety
Are you in touch with your drug and alcohol counsellor
Are you attending AAINA meetings
Do you have an AAINA sponsor #
Are you using your aftercare plan #

no. (%)

29 (32.6)
82 (90.0)
72 (79.1)
45 (50.0)
27 (29.7)
11 (12.1)
36 (40.4)

# Responses were reasonably consistent from Time I to Time 2, due to the low Kappa score for these
items, results should be interpreted with caution.

Overall, there were no significant differences on post-treatment variables except

for use of aftercare plan - clients who used their aftercare plan (n = 27,43.8%) were

more likely to be currently abstinent, than clients who did not use their aftercare plan (n =

8,25.8%), X2 = (1, N= 89) = 4.26,p = .040 (see Table 17).
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Table 17: Chi-square Comparisons on Post-Treatment Variables and Currently
Abstinent Versus Currently Using substances

Variable Currently Currently l p
Abstinent Using

no. (%) no. (%)

Post-treatment
Hang out with same friends as before treatment 16 (28.1) 13 (40.6) 1.471 .225
Family supports sobriety # # # #
Friends support sobriety 50 (84.7) 22 (68.8) 3.213 .073
In touch with DA0 counsellor 32 (54.2) 13 (41.9) 1.230 .267
Attending AAINA meetings 21 (35.6) 6 (18.8) 2.821 .093
Have an AAINA sponsor # # # #
Using aftercare plan 28(48.3) 8(25.8) 4.234 .040*

*P < .05
# less than 5 clients per cell
o Drug and Alcohol

Five of the support questions were aggregated for a total score on number of

support outlets for each client. All questions from Table 16 were included except "are

you using your aftercare plan," and "do you hang out with the same friends as before

treatment." The intention of the latter question was to determine if clients changed their

social network after treatment or whether they went back to their old friends who they

would drink or do drugs with. The latter question elicited responses such as "no way"

because their old friends were still drinking and doing drugs, or "of course" because the

clients felt they could not drop their friends or some of their friends were family, and

many clients reported that they tended to isolate themselves and did not have friends. Due

to the varied interpretations for this question, it was not included in the aggregate. Clients

could obtain an overall support outlet score between zero and five. The average score was

2.6 (SD = 1.197). Clients who were currently abstinent (M = 2.86, SD = 1.25) had a

significantly greater number of support outlets than clients who were currently using

substances (M= 2.10, SD = .908), t = 3.019,p = .003.
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In order to better understand what happened for clients who had reduced harm or

who had slipped and abstained again, One-way Analysis ofYariance (ANOYA) was used

to determine if number of support outlets influenced overall outcomes as specified by the

program objectives (see Table 18). ANOYA showed that the effect of support outlets was

significant, F (3, 86) = 3.46, p = 02. Post hoc analyses using Tukey's HSD procedure

indicated that clients who achieved complete abstinence (M = 2.958, SD = 1.16) had

significantly higher numbers of support outlets than clients attaining the other three

program objectives, and clients who had a complete relapse (or had met the objective of

increased education) (M = 1.846, SD = .987) had significantly lower numbers of support

outlets than clients attaining the other three program objectives.

Table 18: Average Number of Support Outlets and Program Objectives

Program objective

Complete abstinence
Slip and abstinence again
Reduced harm
Increased education (complete relapse)

M

2.958
2.80
2.278
1.846

SD

1.160
1.324
.826
.987

Finally, PPMC was used to determine whether there was a relationship between

the number of support networks and the clients overall rating of wellbeing (mental,

emotional, spiritual, and physical). Clients who had a greater number of support outlets

rated their overall wellbeing higher, r = .284,p = .01. Number of support networks was

not related to how the clients rated progress on their goals after treatment, or the number

of days until relapse.

Benefits From the NTC Program. Clients were asked to rate program sessions on

a scale of 1 'not very helpful' to 10 'very helpful'. Overall, clients rated programs

sessions positively (see Table 19). Clients were asked whether they felt the sessions met
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their needs, 80 clients (89.9%) reported that the sessions met their needs, and 4 clients

(4.5%) said "yes and no."

Table 19: Average Ratings of Program Sessions, Staff, and Client Wellbeing

Session M SD

Program sessions
Educational sessions 7.780 1.792
Life skills sessions # 7.756 1.688
Counseling sessions 8.363 1.934
Sessions focusing on trauma # 7.713 1.968
Spirituality # 8.067 1.895

Wellbeing
Mental # 7.477 1.865
Emotional # 6.649 2.058
Spiritual # 6.924 2.357
Physical 7.239 1.872

# Responses were reasonably consistent from Time 1 to Time 2, due to the low Kappa score for these item,
results should be interpreted with caution.

Clients were asked to rate their current wellbeing on a scale of 1 to 10 (see Table

19). Wellbeing items were summed to obtain a single index of current wellbeing, where

clients could obtain an overall score between 4 and 40. Cronbach's alpha was used to

assess item reliability (.77), an acceptable level. There was no significant difference on

wellness scores by gender. The average wellness score was 28.41 (SD = 6.383). There

were significant positive relationships between overall current wellness scores and the

following: how clients rated their recovery, r = .493, p = .001, how clients rated their

progress with goals set while in treatment, r = .369, p = .001, and how clients rated the

improvements in their family relationships, r = .515, p = .001. Finally, clients were asked

a series of questions related to benefits from the NTC program (see Table 20). Overall,

the program was viewed positively, with 81 clients (89%) reporting that the NTC

program improved their quality of life, and the average rating of the program on a scale

of 1 to 10 was 8.562 (SD = 1.602).
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Table 20: Average Ratings of Post Treatment Variables

Variable

Learned a lot in treatment
Improvements in family relationships
Rate the program overall

Communication skills improved (yes) #
Did treatment improve your quality of life
Would you recommend the program to a family member or friend #

M

8.714
7.387
8.562

N
75
81
86

SD

1.426
2.13
1.602

%
84.3
89.0
94.5

# responses were reasonably consistent from Time 1 to Time 2, due to the low Kappa score for this item,
results should be interpreted with caution.

When considering the comments made by clients who had terminated treatment

early, their responses did not differ in themes than those of the clients who had completed

treatment. One client who quit early commented that "awareness levels are very deep

now, in this interview and talking to you - I realize today that the connection to treatment

program was really important and amazing." Despite early departures from treatment,

clients still rated the program and staff favourably. The numbers were too small to make

statistical comparisons.

Comments made in the results meeting included the need for support at the 60, 90

and 120 day point after treatment. One counsellor said it was important to understand the

addiction cycle including relapses and prepare clients for what happens two or three

months after completing treatment. Another participants said that it was unrealistic to

expect that clients would have such radical changes in their lives when they had lived a

certain way for 20, 30 or even 40 years - treatment should include more than the six

week residential program. It was also noted that during treatment at the NTC, there is a

special emphasis on lifelong learning, and that education has to continue even after

completing treatment. Participants concluded that healing is a process, that in AA, they
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say "the doors swing both ways" and clients should learn how to deal with relapses as

change does not happen overnight.

In sum, 91 clients were interviewed anywhere from 3 to 37 months after leaving

treatment. A total of 24 clients had remained clean and sober at the time of the interview.

The remaining 67 clients had a relapse an average of 155.29 (SD = 166.77) days after

leaving treatment. Pre-treatment variables (including age, gender, education, history of

abuse, presence of medical or psychological issue and involvement in culture) did not

influence time until relapse or what happened after relapse (abstinence again, harm

reduction or resuming pre-treatment consumption patterns again). Post-treatment

variables (including using the aftercare plan, support from friends or family, seeing the

drug and alcohol counsellor, attending AA/NA meetings, or having an AA/NA sponsor)

did not influence time until relapse except using the after care plan. However, the

aggregate of support items did influence what happened after relapse, the greater number

of supports the client had, the more likely they were to be completely abstinent, and the

less supports the client had, the more likely they were to completely relapse.
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Discussion

Since 1981, thousands of clients have entered the doors of the 'Nf!,mgis Treatment

Centre (NTC) for help with their addictions. Over those years, the program has evolved

and made quality improvements based on collaborations and training with other centres.

This project included getting to know 218 of the NTC's clients by way of a file review,

and also through follow-up phone interviews. The intention was to engage in a

participatory evaluation where stakeholders were involved at all points of the evaluation.

Due to the comprehensive nature of this evaluation, each evaluation activity is discussed

separately below.

Needs Assessment

The rationale for conducting a needs assessment was to determine the health

needs that the NTC addresses. Based on information from the Regional Health Survey

and the Canadian Addictions Survey, substance use by Aboriginal people continues to be

a problem for many (but not all) individuals with serious health implications (RRS, 2003;

Stockwell et aI., 2005). In an effort to address addictions issues, Health Canada (1998)

developed Aboriginal specific programming to reduce barriers to accessing treatment.

Based on this data, and the fact that the NTC continues to fill their beds with individuals

needing help at each intake session, it was clear that there is still a need for the program.

This part of the evaluation then sought to More specifically, the intent was to determine

the nature and magnitude of substance use and characteristics of substance use for the

NTC clients. In total, 218 client files were reviewed for clients who were at the NTC in

17 difference sessions from the end of 2003 to the beginning of 2006. At the results

meeting where data were discussed, NTC staff indicated an interest in maintaining
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baseline data such that they could measure further improvements, and whether there were

significant differences for male and female clients.

Characteristics ofSubstance Use. For the most part, the modal age for first use

with particular substances was 12 to 13 years old. There were rare cases where clients

began using substances at early or late periods. For example, in a couple of cases, clients

reported using marijuana for the first time at seven years old, or using tranquilizers or

tobacco at the age of five. There were also rare cases where clients began using a

substance later in life, such as having marijuana for the first time at the age of 45, or

alcohol for the first time at the age of 27. When considering predictors for successful

treatment outcomes, Moos and Moos (2006) found that clients who had later onset of

substance use were more likely to abstain. It was noted in the results meeting that staff

endeavoured to make prevention efforts in the schools and at community events for youth

before they get to the age of 12.

When considering ever using a particular substance, there were not many

differences between male and female clients. While male clients were more likely to ever

use marijuana, female clients were more likely to use barbiturates. With regard to total

number of drugs ever used, there were also no significant differences for male and female

clients. It was evident that clients had times in their lives where they experienced

polysubstance use, but the CARP did not identify the primary substance the client came

to treatment for.

The majority of clients attended the NTC voluntarily, and also had participated in

some AA meetings prior to going to the NTC. It was interesting that over half of the

clients had been in treatment before, with the majority of these reporting that they had
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been once before. Reid (2006) found that on average, clients went to treatment 3.5 times

over their lifetime before attaining lasting behaviour change. Lash et al. (2004) found that

for treatment to be effective, clients should participate in seven months of treatment

including aftercare. It was speculated that clients participated in treatment on more than

one occasion because the six-week period is simply not enough time to make lasting

behaviour change, especially if clients were not using their aftercare plan and there was

no formal follow-up with clients. It was also noted that lasting behaviour change could

occur if clients were ready for treatment. The clear majority of clients accepted that they

were addicted to alcohol and/or drugs, and expected to be clean and sober and had high

levels of motivation as rated by their intake worker.

Severity ofSubstance Use. The clear majority of clients experienced substantial

impacts on areas of their lives due to their substance use/misuse. These affects included

physical reactions such as Delirium Tremens, black outs and withdrawals; mental,

emotional and spiritual reactions such as experiencing problems with their wellbeing,

death in their families due to substance abuse, problems at work, legal issues and other

areas of their life.

The NTC included the B-MAST and DAST-20 in the CARP from the end of 2004

onward. For clients who completed the B-MAST, it was clearly demonstrated that clients

who came to the NTC experienced severe alcohol problems. Data from the DAST-20

indicated a range of severity responses with drug use, noting that 33.3% of the clients

reported no problem or low level problems related to drug use. Based on this information,

it would seem that most clients came to the NTC for treatment related to their alcohol

issues, but a proportion came for treatment of polysubstance use. The intent of a needs
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assessment was to determine whether there was still a need for the program. Data from

the CARP regarding nature and severity of substance use clearly demonstrate a need for

this program. In addition, this data has formed a baseline of data on the nature and

severity of substance use.

Assessing Program Theory

Assessing program theory has been a critical step in any evaluation especially in

terms of articulating program goals and objectives, and demonstrating a link between

what program resources are available, what the program does, and what outcomes happen

as a result of the program. The NTC did not have a program logic model (PLM), and as

Schmitz & Parsons (2005) have recommended, the PLM for the NTC was developed

based on a workshop with key stakeholders. A one-day workshop was held with fonner

clients, NTC staff, First Nations elders and other administration. Coffman (2005) noted

that the PLM should be the first task in an evaluation. Due to the nature of this project

(preparing a dissertation proposal and obtaining ethical approval to conduct the project),

the evaluation framework and evaluation questions were developed prior to completing

the PLM. In the results meeting, participants questioned whether the evaluation would

continue. The PLM would become a foundation for continued evaluation and quality

improvement. It was also noted during that meeting that the PLM would be a tool

included in the NTCs process of obtaining accreditation from the Canadian Council of

Health Services Accreditation (CCHSA).

It was also noted that PLMs are effective tools to guide the development of an

evaluation (Coffman, 2005). The PLM was not used specifically in this evaluation, but it

is not difficult to link findings in this project to what was articulated in the PLM. Initially,
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the NTC objectives (to achieve abstinence, to reduce harm, and to increase education to

make healthy choices) were clearly reflected in the short, intermediate and long-term

outcomes. The NTC resources and activities (staff and sessions respectively) link to

changes for the client by first providing increased education (shift in awareness and

knowledge), then promoting behaviour change (reducing harm, or abstaining), and finally

helping the clients to attain overall improved health status (continued abstinence or

substantially reduced harm).

Secondly, information for the resources and inputs, activities and target groups

was comprehensive. Participants were clear on the activities for the differing themes of

sessions and how they would benefit from sessions. The articulated outputs were in some

ways, specified in this evaluation. It was possible to determine how many sessions were

offered over the 17 intakes. We were not able to determine how many individual

counselling sessions each counsellor led, or the number of referrals NTC staff made. This

would be an important piece of information to obtain. During the PLM workshop,

participants specified how the NTC differs from other treatment centres funded by the

National Native Alcohol and Drug Abuse Program (NNADAP) as it was community

based, and counsellors were expected to not only deliver program sessions and counsel

clients, but to also provide referral services for community members. The NTC staff

commented that this workload was substantial, and obtaining data on this would have

been useful.

With regard to short-term outcomes, this evaluation was not able to specifically

determine whether clients had increased awareness and knowledge of the educational and

life skill sessions. Although the Six-Week Questionnaire (SWQ) and follow-up interview
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included ratings of the sessions, neither instrument measured changes in knowledge. It

did provide an increased understanding of the client profile however. This evaluation was

more effective at understanding intermediate outcomes. We were able to assess current

wellbeing for the clients, whether clients completed and maintained abstinence, and

whether clients had improved relationships with their family. We were also able to

determine how clients responded to triggers to use substances again and whether clients

made progress with their goals. As with most evaluations, it was difficult to ascertain the

long-term outcomes as those results often do not present themselves until many years

later. Overall, developing the PLM was an important exercise for the NTC and

participants in the workshop.

Assessing Program Process

The rationale for assessing program process was to look at client satisfaction and

determine whether the program was reaching who it intended to (by developing a client

profile). This evaluation activity did not include examining the daily operation and

delivery of the program. Relevant questions from the results meeting were concerned

with whether the data would form a baseline and whether there were gender differences.

Aspects of the client profile were discussed first, then the SWQ was reviewed.

Client Profile. There was considerable discussion on gender representation in

treatment. Waldram et al. (1995) theorized that historically, First Nations women are

more susceptible to becoming addicted to alcohol than men and alcohol use had a more

detrimental impact on women including alcohol use leading to prostitution, for example.

In the NTC from 1991 to 1996, there were 42% female and 58% male clients, similar to

the current project's 45% female and 55% male representation of clients. The



Treatment Centre Evaluation 107

Poundmaker's Lodge Treatment Centre Annual report (2005) indicated that in 1975,29%

of the clients were female, and 71 % were male; in 2005, 45% ofthe clients were female,

55% were male. The NTC intake worker indicated that they made special efforts to

balance gender in each intake session to ensure the emotional safety of the male and

female clients. It was also noted that a greater percentage of male clients were on the

stand-by list than women. With respect to clients who actually participated in the NTC,

gender representation has been consistent dating back to 1991. One reason why women

may have attended treatment at similar rates to men may be the fact that women

experienced physical and sexual abuse at significantly higher rates than men. It was not

clear whether the experience of physical or sexual abuse was a precipitating event to the

onset of substance misuse, but it is speculated that the experience of traumatic events

played a role in the substance use trajectory. Additionally, of the 19 clients who went into

treatment due to Ministry of Child and Family Development issues (usually child

apprehension), 14 clients (73.7%) were women. Participating in treatment has often been

a means to get your children back from government care. It should be noted that overall,

child apprehension issues for clients at the NTC seem to be decreasing (1991 to 1995 =

35%; 2003 to 2006 = 8.9%). However, during the results meeting, remarks were made

that it is no longer protocol to mandate people to treatment to get their children back, and

often NTC staff would only find out that there were child apprehension issues once the

client was in treatment that were not noted in the CARP. As such, child apprehension

rates in this study could be underestimated, but child apprehension may contribute to the

rate of participation in treatment by female clients. Interestingly, male and female clients

experienced psychological issues at the same rate, including depression, anxiety and
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traumas that they had not dealt with. It was suggested in the results meeting that it was

more socially acceptable for men to admit problems and deal with issues through

treatment.

The average age of clients increased between the two time periods 1991 to 1996

and 2003 to 2006. Clients from 2003 to 2006 were on average, two years older when they

came for treatment in comparison to clients who came in 1991 to 1996. Otherwise, other

demographic data remained consistent between the two time periods. Consistently, 6 out

of 10 clients experienced a death in the family from substance abuse. Employment rates

remained constant. From 2003 to 2006, additional analysis related to residential school

was possible. Clients who had been in residential schools were more likely to have

experienced physical abuse, to have had a family member die due to substance abuse, and

attended treatment before, than clients who had only attended public school.

In total, 41 clients reported having legal issues. During the results meeting, NTC

staff mentioned that this number underestimated the actual number of clients who were

having legal issues. Efforts were made to cross-reference information from the CARP

and other documents including probation orders. It was noted that staff often learned in

the first session that the client had legal issues and that referral agents often did not fully

complete that section of the CARP.

Other than age, the client profile has remained consistent from 1991 to 2006. It is

discouraging to note that employment rates and experience of other traumatic events have

not improved over the 16 years that this information has been collected. This is directly

related to the health and economic disparities that First Nations people have experienced

and continue to experience (Adelson, 2005; Statistics Canada, 2003; Waldram et aI.,
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1995). Smith (1991) and Guno (2001) have stated that it is necessary to consider

historical and other contextual factors when examining current issues for First Nations

people. Aboriginal people have continued to struggle with employment issues, lower

levels of education, isolation, poverty, crowded housing, poor water quality and poor

access to health care services (Statistics Canada, 2003; van der Woerd, 2002a). For any

significant changes in the client profile to occur (poverty and social assistance, increased

employment and education rates, reduced experiences of abuse and trauma), efforts have

to be made to address all of the other historical and current disparities experienced by

First Nations people (Royal Commission on Aboriginal Peoples, 1996). This is not to say

that treatment as provided by the NTC is not necessary - it is fundamental - but until

these other issues are dealt with, it is expected that First Nations people will continue to

struggle with addictions issues.

Client Ratings ofthe Program - SWQ. In total, 61% of the clients completed the

SWQ. For the most part, clients found the program sessions and staff very helpful. With

respect to the sessions, the top three session were the talking circles, the AA meetings in

the community, and spirituality. As part of treatment, clients were scheduled to

participate (not optional) in the AA meetings held for the whole community of Alert Bay,

and located outside of the treatment centre. Clients commented that this was considered a

significant experience in their treatment, as well as receiving the warm welcome from the

community members. While the ratings for the top three sessions were very close, it was

interesting that all sessions had spirituality or traditional components to them. When

asked to comment on the NTC programming, for the most part, clients had positive,

albeit anecdotal things to say. Two comments that stood out were increasing the
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involvement by elders and consistent use of rules and regulations. For final comments,

clients thanked the staff for the treatment and commented that they had learned a lot.

Finally, comments were made in the results meeting with regard to the discharge

plan to be completed with the client around the same time that they complete the SWQ. It

was noted that clients had an aftercare plan but there was no commitment for the clients

to engage in the activities recommended by the NTC staff. Lash et al. (2004) noted that

effective treatment should be seven months including aftercare. The NTC should consider

means to obtain commitments from clients to engage in continued treatment, as well as

increase participation in the SWQ by scheduling in a session where all clients complete

the forms.

Assessing Program Impact

At the results meeting, NTC staff were interested in knowing whether the results

from this evaluation would tell them how clients were living after they left treatment,

what aspects of the treatment had been of help to them, how valid was the sampling for

the interviewing, what happened to clients who did not complete treatment, what were

the statistics regarding sobriety rates, and how important was aftercare. These questions

were all addressed with the evaluation activities.

Thousands of phone calls were made, including calls to obtain permission for the

author to contact the client, and calls to complete the follow-up interview. A total of 56%

of the phone numbers were wrong numbers or out of service. After extensive searching

over the eight month period, non-locatable clients was reduced to 36% (N = 79). It was

noted again that 41.7% of the clients were interviewed. With the exception of the

evaluation by Dixon (2007), data from other treatment centres noted difficulties in
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contacting clients for follow-up and for the most part had low rates of participation

(approximately 10% of the clients) (Health Canada, 1998). Hamke and Radnitz (2005)

had a 51.3% attrition rate in their follow-up and attributed this to low motivation for

participation, and relapse. They noted that despite the high attrition rate in these studies,

results were valid. In this study, the sample size was sufficient to conduct the planned

analyses. In the results meeting, NTC staff noted a trend of increasing numbers of clients

coming to treatment who were homeless and hoped for shelter for the six-week period in

addition to obtaining treatment. The initial percentage of non-locatable clients was

alarming, but reinforced the notion that these clients live less than stable lives. Not being

able to locate clients also supported the argument that substance misuse is one variable in

the clients complex lives and contextual factors like unemployment, lower levels of

education, poverty, isolation and insufficient housing must be considered and addressed

for First Nations people.

There has been some interest in assessing the reliability of instruments

administered post-treatment. The follow-up survey was subject to a test-retest study to

determine how reliable items were in the NTC staff developed survey. Similar to the

other four projects (McClennan, 1985; Marsden, et aI., 1998; Rice and Longabough,

1995; Sobell, et aI., 1978) many items on this survey were found to be reliable. It should

be noted that none of the other four studies engaged in telephone interviews, and that the

time period between interviews for the most part, was shorter. While 28 of the 44 items

were found to be reliable here, results must be interpreted with caution because of the

small sample size (n = 20). As such, the 16 items that were not proven reliable could have

been reliable had the sample size been larger. None of the items were dropped from
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analysis because it was felt that it was disrespectful to the clients who participated to do

otherwise.

Has the NTC Achieved Their Objectives? On the face of it, the NTC achieved

their objectives, as of the clients surveyed, 24 clients (26.4%) attained sobriety, 19 clients

(20.9%) had reduced harm in their lives, and 13 clients (14.3%) had attained increased

education to make better choices in their life, but had relapsed to consumption patterns

similar to pre-treatment. An additional 35 clients (38.5%) had slipped but were abstinent

again. Peele (1983) has noted that 14-18% of clients in treatment attained long-term

sobriety. Marlatt (1985) found that less that 10% of the clients had maintained abstinence

for greater than two years. Peele (2000) has also stated that abstinence rates for AA

members were no better than rates for spontaneous remissions where clients received no

treatment (1 % - 33%). And yet, Moos and Moos (2006) have concluded that participation

in treatment versus no treatment was associated with longer abstinence rates. Even clients

who terminated their treatment at the NTC early, experienced an average of 131 days

until their slip/relapse, reinforcing the point that even some exposure to treatment was

beneficial. In total, 59 clients (64.9%) were currently abstinent at the time of the

interview. How does the NTC account for these sobriety rates? The follow-up survey

included information regarding the type of relapse, such as the time period, whether the

client used more or less than before treatment, and whether the client was on the red road

again (sober). In addition, clients talked openly about their relapse often noting the

number of slips they had, and also mentioning if they were abstinent again after their slip.

With this additional information, it was possible to determine what happened after the

first slip and thus determine whether the client had reduced harm or had a lapse. This data
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was consistent with Peele (1985) and Vaillant's (2003) assertion that clients could

alternate between abstinence and controlled drinking over time, but most clients would

initially be abstinent then move toward controlled drinking.

Harrison and Ache (1999) stated the clients who had less severe alcohol use

patterns were more likely to abstain. Due to missing data, the B-MAST and DAST-20

data were analyzed separately. In this study, it was found that clients who had higher B

MAST scores were more likely to have their relapse sooner in time, but drug use severity

did not influence time until relapse. It was noted that severity of alcohol or drug use did

not influence whether the client relapsed.

Treatment Effects Over Time. While determining whether the NTC had achieved

the program objectives, a central question in this study was with regard to the treatment

impact over time and the prediction of how long clients would remain abstinent over

time. The average hazard rate for clients was calculated and the expected length of time

until relapse was almost 143 days (4.76 months) after treatment. When only considering

non-censored cases (clients who relapsed), the mean survival time was just over 155 days

(5.12 months). The more critical point here was that the cumulative proportion of clients

surviving (not relapsing) at 60 days was 59.1 % and at 90 days, 43.9% - meaning that over

half (56.1 %) of the clients had their slip within three months of leaving treatment.

Clients were asked what triggers were associated with their first slip. Many clients

specified traumatic events such as relationship issues, peer pressure, loneliness, family

and child issues, and stress. Miller et al. (1996) found that it was not just the experience

of a traumatic event that predicted relapse, but the presence of coping skills at the time of

the traumatic event. It was highly likely that clients would encounter stressful events
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when they went back to their home environments. Because there were no questions on

coping skills, it was not possible to determine whether coping skills intervened at the

time of traumatic events. It was then important to examine what variables were associated

with relapse and time until relapse.

Client Variables and Outcomes. Univariate analysis was conducted to determine

whether pre-treatment variables (age, gender, education level, history of physical abuse,

history of sexual abuse) or post-treatment variables (support outlets) influenced the

hazard rate, or time in days until relapse. In this study, pre-treatment variables did not

influence time until relapse, which was contrary to previous findings where age (older),

gender (women), education (higher levels), and not experiencing traumatic events would

predict longer periods of abstinence (Harrison and Ache, 1999; Health Canada, 1998;

Miller et aI., 1996). Findings in this study were similar to the findings at Tsow-Tun-Le

Lum where age and gender did not impact time until relapse (Dixon, 2007). It was also

found that post-treatment variables did not influence the hazard rate, and that individual

support outlets did not influence how long the client was abstinent. In addition, Kaplan

Survival analyses for comparisons between dichotomous pre and post treatment variables

revealed no significant differences for time until relapse. Finally, the multivariate Cox

Regressions analyses also revealed no significant differences when pre-treatment

variables were combined.

It was important to consider why different results emerged in this study than

previous studies. First of all, it could be that other studies were not considering the same

type of treatment. Harrison and Ache (1999) presented demographic data on the 2476

clients who had participated in 183 different programs in Minnesota in both inpatient and
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outpatient treatment. In total, 9.9% of the inpatient population was Native American, but

results were not presented just for this population. Harrison and Ache noted that 10.1% of

their inpatient population was unemployed at the time of treatment, in comparison to

69.7% of the NTC clients. It was noted that the profile of clients were statistically

significantly different for inpatient and outpatient clients. Miller et al. (1996) followed

122 clients seeking outpatient treatment. In total, 7% of the clients were Native

American, but the total sample was comparable on employment rates. Nonetheless,

clients participated in outpatient versus inpatient treatment like the NTC program. The

same issue occurs with the Sinha, et al. (2003) study where 434 outpatient clients were

followed. Clients were mostly urban residents referred to treatment through the New

Haven Office of Adult Probation, and 85% of the clients were male. The type of

treatment offered (inpatient versus outpatient), along with divergent client profiles could

account for the results in this project differing from outcomes in other treatment

programs.

In addition, other studies may have a different client profile and have a different

group for treatment. Health Canada (1998) noted pre-treatment (demographic and

historical factors) and post-treatment variables (cravings, support, and involvement in

activities) that influenced findings in evaluations with First Nations treatment centres.

While the Health Canada report noted the lack of formal evaluations, it did refer to an

evaluation completed by the Round Lake Treatment Centre. It was not possible to make

comparisons between this study and the Round Lake treatment centre findings due to the

fact that demographic information for all clients who participated during the period of

follow-up was not included. In addition, the report included a percentage of clients who
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were sober during a particular time period (e.g., from 1991 to 1995, 218 clients, or 86.9%

of the clients were sober 3 months after treatment), but do not mention how many clients

they were not able to contact. As such, it was not possible to determine if the Round Lake

Treatment centre clients were similar to the NTC clients with regard to demographic

variables, or whether the study has a sufficient sample size.

Finally, it would have been useful to include items that assessed coping skills.

Humke and Radnitz (2005) noted challenges in relapse research with regard to the

heterogeneity of relapse criteria. In this study, relapse was defined to be a slip or relapse.

In other research, relapse has been defined to be return to detox wards, any drinking,

heavy drinking, or high ratings of temptations to drink. Humke and Radnitz (2005) also

noted that the use of coping skills differed as abstinence time increased. To that end,

because pre-treatment and post-treatment variables did not influence whether the client

relapsed and how long until relapse, it was considered important to examine what

happened after the relapse.

What Happens After Relapse. Chi-square comparisons were made with pre

treatment variables for those who were currently drinking (harm reduction and total

relapse) and those who were currently abstinent (abstinent, and slipped and abstinent

again). Pre-treatment variables did not influence what happened after the slip. With

regard to post-treatment variables, clients who used their aftercare plan given to them by

the treatment centre at the completion of treatment were more likely to be currently

abstinent than clients who did not use the aftercare plan. This was consistent with other

findings where aftercare was considered part of the seven months of treatment for

optimal outcomes (Lash et aI., 2004).
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Individual support systems did not influence what happened after the relapse, but

when considered as an aggregate, it was found that a greater number of support systems

were associated with attaining complete abstinence, and lower numbers of support

systems was associated with clients who experienced increased education (or complete

relapse). In addition, clients who had a greater number of support outlets rated their

current wellbeing higher than those who had less. Utilization of support outlets could be

analogous to behavioural coping strategies. To that end, this finding was congruent with

other studies that effective coping strategies were associated with longer abstinence

periods (or in this case, abstinence again after the slip). It was not possible to determine if

clients used their support outlets differently at different points in time (e.g. before their

slip, did they find their family supportive or only after? Now that the client had reduced

harm, were friends less supportive? Were family members more supportive now that the

client completely relapsed?).

During the results meeting with the NTC staff, a question was asked with regard

to the importance of aftercare. Linklater (1991) and Lash et al. (1996) have stated that

aftercare is crucial in the treatment process. Data from this project clearly support the

notion that aftercare was extremely important for the clients, as was the availability and

utilization of support outlets. During the results meeting, the staff made comments about

the cycle of addictions and said that it was imperative to prepare clients for what happens

at the two and three month points after treatment.

Benefits From the NTC Program. Overall, clients rated the program staff and

program sessions positively. The clear majority ofclients felt that the NTC program had

improved their quality of life and they were satisfied to the point that they would
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recommend the program to a family member or friend. During the interviews, many

clients mentioned that they had already recommended the NTC to others. During the

results meeting, it was mentioned that although clients were satisfied with the program

this did not necessarily impact relapse and retention rates. In the earlier follow-up project,

similar findings emerged: clients felt they had benefited from treatment but had slips or

relapses (van der Woerd, 1998). Mattson (1985) has said that although the most common

outcome with treatment is relapse, this does not always mean that clients have not

benefited from the program. The NTC endeavours to prepare the clients for life long

learning, and given that some of these behaviours had been present for many years, one

six week session may not necessarily produce lasting change. Maracle (1993) remarked

that behaviour change is difficult at the best of times, but more complicated when the

client has drug and alcohol addictions.

General Discussion

The NTC has been in operation since 1981, undergoing many quality

improvements through collaborations and discussions with other First Nations treatment

centres throughout British Columbia. The NTC has endeavoured to empower clients to

make healthy choices in their life and take responsibility for their choices. The NTC is

guided by an Aboriginal wholistic world view where treatment includes the physical,

mental, emotional and spiritual. This study has sought to use an Aboriginal research

framework where stakeholders were involved in every phase of the project development

and implementation (participatory), long-term relationships were developed and continue,

and ethical protocols were followed as per Simon Fraser University and community

guidelines. While there was some overlap between the Aboriginal research framework
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and many features of the community based participatory approach including the aspect of

building capacity and empowering the NTC to engage in the evaluation on their own in

the future, that was not entirely accomplished during the course of the project. There is

still a commitment on behalf of the author and the NTC staff to continue with improved

information management and follow-up, specific training did not occur. As such, this

project was participatory mostly in the development of the project and interpretation of

the findings. Data entry, interviews, data analysis and preparation of this document were

completed by the author, thus including a somewhat directive approach on behalf of the

evaluator.

Efforts were made to incorporate the 4 R's where individual, community and

cultural knowledge was respected and included in every phase of the evaluation. This

project was developed in concert with the needs of the NTC and community, and was

thus considered relevant. Knowledge and research findings were reciprocated between

the author and the community. Numerous meetings were held to review data results and

recommendations, with views of the NTC staff evident in this document. Finally,

responsibility was taken to ensure full engagement and participation of community and

NTC staff members, along with timely and appropriate dissemination of findings,

including the involvement of community and staff in the interpretation of the results and

discussions on recommendations.

Respecting cultural values and community protocols, and engaging in a

participatory research approach was beneficial for many reasons. To begin, NTC staff

and 'Nf!mgis community members felt a sense of ownership and investment in the

project. Efforts made to collate information from the intake and evaluation forms, along
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with the follow-up interviews were frequently mentioned in the NTC's accreditation

application to the Canadian Council of Health Services Accreditation. NTC staff

exhibited high levels of interest and commitment to the results as presented in the results

meeting and recommendations meeting. By including input from all staff members in the

development of the follow-up survey, staff noted an increased sense of teamwork and

collaboration, with efforts made to have more regular meetings where all staff would be

present to discuss NTC issues and better understand the roles and responsibilities of each

staff member. The participatory evaluation made it possible to recognize shared interests

among those doing the work, the people the work is designed to reach, the project funders

and other stakeholders. Finally, Smith (1999) articulated a series of questions that a

researcher must ask when conducting research with Aboriginal communities. Inherent in

the series of questions is the underlying theme of developing capacity for those involved

in the research. This evaluation sought to serve the interests and benefit the NTC, and by

including community members in the development, implementation and dissemination of

the project, capacity was developed in terms of increased understanding of traditional and

community values and practices, and research protocols.

The social and economic costs of substance use in Canada have yet to be fully

quantified, but are estimated to be enormous (Health Canada, 1998). When considering

just the costs of treatment for Aboriginal clients alone, Health Canada (2005) noted that

the Native National Alcohol and Drug Abuse Program (NNADAP) funds 50 programs

across Canada, with 729 funded positions, and a cost of 23.8 million dollars a year to

operate 695 treatment beds in the residential facilities. The cost per day per client is $100.

lt is thought that in a population health approach where more than just the health care
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system is considered, prevention is a key activity, but overall, the cost-effectiveness of

prevention has also yet to be quantified (Health Canada). Most of the cost analyses have

focused on the costs of education prevention efforts, but other efforts include personal

and social skills training, resistance skills training, and early intervention strategies. That

said, when considering prevention in the Aboriginal context, and also from a population

health approach, prevention must consider the greater context including efforts to reduce

education and economic disparities. However, Health Canada noted that prevention with

substance abuse has not emphasized these early primary and secondary prevention

programs but instead has mostly focused on what would be considered tertiary treatment

due to the immediate, perhaps urgent needs of the client.

Other prevention strategy suggestions have included almost a reversal to more

historical prohibition times of the Indian Act where controls would be placed such as

enforcing "dry-reserves" and raising the drinking age and costs for purchasing alcohol

(Health Canada, 2005). One could speculate that such a reversal would have the same

impact as it did historically - not impacting the level of use, but how alcohol is used. And

perhaps such strategies could impact alcohol use, but it does not necessarily impact the

use of other substances, such as non-prescribed prescription and illicit drugs. Maracle

(1993) suggested considering the bigger picture where prevention for substance misuse

include progress made with self-government, economic and education development and

the settlement of land claims. In addition, Maracle and Linklater (1991) emphasized the

need for cultural and spiritual revival and a means of prevention, treatment and overall

wellbeing. At this point, the costs of not engaging in prevention will be the continued
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health, economic and education disparities that exist between Aboriginal and non

Aboriginal peoples in Canada.

Limitations

Limitations existed for each evaluation activity or data source in this research, and

are reviewed here. The first basic limitation was with regard to monitoring the population

served. It was established that the target population needs the treatment. However, it was

not possible to determine whether there was under-coverage, or identifying who was not

being served in the general public. There was no information collected on clients who

were on waitlists over the years, and no tracking of these clients to determine if they

participated in the program at all, participated in another program, or did not participate

at all in a program and why this happened.

Another limitation was with regard to the Client Assessment and Referral

Package (CARP). It was noted in the results meeting that often, NTC staff discovered

additional information about the client during the first session. In many cases, this would

not have been a problem, but did present problems when it was related to legal issues. In

one case, a sexual offender had been admitted but that information was not in the CARP

or anywhere in the file. This incident was disruptive when other clients found out, were

not prepared, and were uncomfortable to the point that the client (sexual offender) was

asked to leave. NTC staff noted that it was imperative for referral workers to complete

the CARPs thoroughly and as honestly as possible. Of course it could also be the case

that the client chose not to reveal certain information to the referral worker as well. NTC

staff also noted that they did not always use the CARP information prior to meeting their

clients, and hoped that the CARP could be updated to contain additional helpful
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information for planning treatment. In particular, it was suggested that additional

questions regarding other addictions (internet, sex, work, and gambling), questions about

abuse (victim, perpetrator or witness), and questions about skills and positive qualities

about the client could be included.

There were also limitations with the Six-week Questionnaire (SWQ). First of all,

participation rates were low and all clients should participate in the evaluation at the end

of the treatment program. In addition, the SWQ underwent three revisions during the 17

sessions under review in this project, making analysis challenging. The SWQ had

elements of a client satisfaction survey, and was discussed below when discussing the

follow-up survey. Suggestions to address limitations with the SWQ are included in the

recommendations section below.

A major limitation with regard to the assessment of the program theory was that

the PLM was not developed prior to developing the evaluation questions and engagement

in other evaluation activities. Based on input from the PLM workshop participants, the

evaluation could have been improved to ensure that additional features were considered

for the assessment of program process. Specifically, additional efforts should have been

made to assess the day to day operations of the program including basic output data such

as number of counselling sessions NTC staff engaged in and number of referrals. During

the results meeting, it was clear that staff feel overworked as they are also responsible to

be referral agents for community members. Obtaining data on the referral work would

have been helpful in assessing the human resource needs. In addition, it would have been

useful to assess program curriculum to determine content and consistency in delivery
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such that it would be possible to measure changes in awareness and knowledge on behalf

of the clients.

There were numerous limitations with regard to the assessment of program

impact. The ftrst limitation was the existence of a sampling bias. While clients

interviewed were no different than clients not interviewed with regard to the available

variables from the Client Assessment and Referral Package (with the exception of ever

using marijuana and being raised by their natural parents), sampling was not randomized.

Self-selection bias was a source of sampling bias that could have been present, in that

clients decided that they would like to participate. It should be noted that very few clients

refused to participate, but not being able to locate clients also influenced participation.

While there were few that refused to participate, a non-response bias could have been

present, in that some clients simply refused to participate. In two cases, clients said that

they had gone back to using substances and did not want to participate then. Another

potential source of sampling bias was related to the follow-up survey that may have

included questions not understood by the clients, thereby affecting the interpretation of

responses. These sources of sampling bias could impose limitations in generalizing the

ftndings to the population of First Nations clients participating in substance abuse

treatment.

The results of this study are based on a self-report measure which could

potentially be inaccurate for at least four reasons. Initially, the participants may have

been subject to a social desirability bias as clients could be motivated to present

themselves or their actions more, or less favorably. This was particularly salient with

regard to abstinence or relapse. Clients may have been motivated to report abstinence to
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make them self look better. Secondly, clients may have perceived demand characteristics

and responded by saying what they thought the author wanted to hear. Thirdly, with

respect to the open ended questions, it may be the case that the participants simply did

not know why they felt a particular way about a treatment issue, or did not understand the

question. For example, when asked about whether there was a turning point while they

were in treatment, many clients did not understand that question and asked for

clarification. For some clients who had a turning point, responses were immediate and

focused. For clients who did not understand, it was felt that they responded by making a

somewhat unrelated comment. Finally, clients may have made errors in recall. Clients

had been out of treatment anywhere from 3 to 39 months, and many clients commented

that they did not remember some aspects of the treatment. Memory errors could also have

influenced recall on how many days until the client had a slip/relapse. Memory errors

may have also influenced information in the CARP related to substance consumption

patterns and other issues. A related limitation to memory error is the retrospective bias

requiring clients to report on events based on what they think at the time they were

interviewed (Green, 2005). Clients could only report on what they were feeling at the

time of the interview, not at the time of significant changes post-treatment.

Self-report measures have been subject to scrutiny because of their reliance on

retrospective recall, along with the social desirability bias (Sobell & Sobell, 1990). The

question regarding the validity of self-report has been researched extensively, and

generally the accuracy of the self-report is increased when the interview is conducted in a

clinical or research setting, and the participant is assured of confidentiality (Sobell &

Sobell, 1990). In this study, clients were assured of confidentiality, and it was presumed
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that clients took their involvement in the interviews seriously and responded as accurately

as they could, based on the rapport established, the length of time to complete the

interview (the interview could be completed in less than 10 minutes, but the average time

was over 30 minutes), responses to the open ended questions, agreement to participate in

the interview the second time (48 of the 50 clients who were asked to participate twice

agreed) and their interest in the author and also the NTC program itself.

Another limitation was with regard to validating responses made by the clients

who participated in the interview. This study only focused on the responses of the clients,

and did not consider responses from significant others such as their drug and alcohol

counselor, parents, children, aunts or uncles, elders, cousins, siblings or other interested

community members. To that end, none of the responses given by the clients could be

validated. Health Canada (1998) recommended using community members as a source of

data for evaluation purposes by way of community forums or surveys to assess substance

abuse issues for the client and their community, personal involvement in treatment or the

community, and the impact the program has on the community that the centre is in and

the community the client is from. Health Canada (1998) noted that this source of

information was rarely used, and was not used in this study due to the fact that the NTC

is a regional program serving clients from around the province.

Aspects of the follow-up interview were related to how satisfied clients were with

the program. The fact that clients volunteered to participate in the program could have

biased the clients to respond positively (Provincial Health Services Authority, 2006b). It

could also be the case that clients believed that the NTC program was the only option for

them so they have to make the program work for them, encouraging a positive review
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(Health Canada, 1998). Other limitations included the observation that few dissatisfied

clients return or respond to surveys (applicable to the SWQ). Similarly, clients who were

not locatable may have had a different perspective, again having a sampling bias.

There were limitations with regards to the test-retest reliability study. Given the

small sample size, in many cases, the confidence interval had too large a spread to be able

to draw firm conclusions. In some cases, items yielded low to moderate Kappa values due

to clients changing their behaviours from time one to time two. For example, in three

cases, the client reported that they were not attending AAINA meetings in time one. In

the second interview, the client mentioned that based on the first interview, they decided

to go back to AA/NA, and changed their response on the second interview. The questions

related to well-being were also questions that were dynamic in that changes could occur

from time one to time two. It was challenging contacting the clients twice and the time

between interviews (M = 26.5 days, SD = 16.82) was substantially longer than the

recommended seven days, or what has been done in the literature before. It should be

noted that the other test-retest studies mentioned in this thesis did not conduct phone

interviews. Finally, it was not considered appropriate to drop items that did not prove to

be completely reliable. Based on the rapport developed, the decision was made to present

all of the data with the caveat that results could be interpreted with caution.

Another limitation was the fact that that the date the interview was completed was

not recorded. As such, it was not possible to determine objectively how long the client

was abstinent since interviewing was conducted over an eight month period. For

example, for the three clients who were still abstinent in 2006, it was not possible to
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determine whether they had been sober for two months or 10 months. The same could be

said for the client in 2003 (could have been sober for 31 to 39 months).

There was also a limitation with regard to coding clients' relapse/abstinence

behaviour in the follow-up interview. While there was sufficient inter-rater reliability for

coding clients in the four categories of relapse, harm reduction, slip then relapse again,

and complete relapse, there were no specific scales to measure reduced harm with regard

to alcohol or substance use. There was no concrete definition of what controlled drinking

meant to the client and what the client perceived as a permissible amount of consumption

before they felt it was a substance use problem again.

Similar to limitations with other evaluations, this study did not have a comparison

group (Centre for Global Development, 2006). While this study demonstrated behaviour

changes in the client; it was not possible to definitively say that it was due to this

program. For example, the client may have maintained abstinence when they went back

to their home community because of full time employment and reuniting with their

family or spouse thus motivating change. One way to counter this limitation could be to

have a comparison group such as clients who were on a waitlist to attend the NTC and

ascertain whether they experienced changes in behaviours. It could be speculated that

clients who did participated in the NTC had higher levels of motivation and more support

than those who had not been admitted to treatment. Peele (2000) noted that 1% - 33% of

clients with substance use problems spontaneously recover with no treatment. By having

a comparison group of this sort, it would be possible to partial out specific program

impacts. Alternatively, since the NTC adhered to a 12-step model, a comparison group

could have been an AA fellowship where clients would both participate in the follow-up
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survey especially regarding abstinence and relapse. Finally, a design could have been

developed that included the input from significant others to validate responses made by

the clients. The Centre for Global Development (2006) has strongly cautioned evaluators

to consider the impact evaluation design at the time of developing a program to ensure

valid results.

Recommendations and Outcomes

Linklater (1991) has noted the importance of including cultural spirituality and

practices in treatment for First Nations people. In a review of the literature, Moos and

Moos (2006) concluded that attending a treatment program (in-patient, out-patient, or

participating in an AA fellowship) was associated with longer rates of abstinence. Miller

et al. (1996) found that just the experience of a traumatic event was not predictive of a

relapse, but the presence of coping skills influenced whether the client would relapse

when confronted with stressful life events. Despite the limitations, many valuable

insights were learned about the NTC in this study. Recommendations are organized

according to evaluation activity and source of data. It should be noted that a meeting was

scheduled in June 2007 with the 'Nf!mgis Health Board, Chief and Council, the NTC

director, and other administration to present policy recommendations. This policy

recommendations meeting was attended by 10 people and lasted 90 minutes. Feedback

from that meeting is included where appropriate (heretofore referred to as the

recommendations meeting).

It was recommended that the CARP undergo revisions to include questions

related to skills and competencies the client had prior to treatment. The rationale for this

recommendation was so that the NTC could build on these competencies during
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treatment, and to have a baseline on which to present the clients' resiliency and move

away from a deficit model. Data in this study tended to focus on many of the negative

factors that contributed to and resulted from the clients substance use. It was also

recommended that additional questions be added with regard to other addictions over and

above substances as some NTC staff felt that addictions like gambling, sex, internet, and

pornography affected how the program was delivered. It was also indicated that

additional attention needed to be paid to the questions related to legal issues. One

suggestion from a staff member was to have a question as to whether the client would be

willing to have a criminal record check. It was suggested that questions pertaining to

abuse be further delineated to include whether the client was a victim of the abuse,

perpetrator of the abuse, or witness of the abuse. Related to this, it was recommended that

questions be included as to whether the client experienced recent traumatic events,

differentiated from historical traumatic events. Questions about coping mechanisms such

as whether the client engages in self-harm was also recommended. It was felt that the

question about eating disorders was too vague, and it was suggested that a question be

added as to whether clients coped with stress by eating.

With regard to how the CARP was completed, it was recommended that

information be updated at the time that the client entered treatment such that data is

recent and accurate. With questions about drug and alcohol use, an NTC staff member

thought it might be helpful to specify substance consumption patterns in the past year. A

participant at the recommendations meeting suggested asking the client when they started

treatment and how long they were sober prior to treatment. It was felt that clients who

had short sobriety periods prior to treatment had different treatment needs earlier in the
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treatment process and in some cases that included detoxification. While it was noted that

at least two weeks of sobriety prior to admission was required, it was not always the case

for a few clients.

Recommendations were made with regard to the SWQ. Time should be made

available during the session schedule for clients to complete the survey to ensure

maximum participation. It was recommended that questions on the SWQ with regard to

rating program staff and sessions parallel those questions in the follow-up survey so that

comparisons could be made to see if opinions change over time. For example, when the

client completed treatment, they might give the session content and average rating.

However, when the client returned to their home community, and had time to consider

the value of the session content they could rate the session higher. It was also

recommended that the SWQ continue to have questions regarding the specific sessions to

obtain more program session specific feedback. It was noted that this feedback generally

taps into the clients' satisfaction with the session, but does not measure whether the

clients learn anything from the sessions. It was recommended that the SWQ contain basic

questions that examine whether the clients' awareness and knowledge about topics taught

in the program changed. Of course pre-testing would ensure the ability to demonstrate

that program curriculum was associated with increased awareness and knowledge, but

that may not be possible or necessary. It was suggested that these content specific

questions be included in the weekly evaluation forms so that errors in recall can be

reduced. Weekly evaluation forms were completed, but it was indicated that staff rarely

used that information in the one-on-one counselling sessions. It should be mentioned that
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discussions on the revisions of the CARP and SWQ have begun and the author has

worked with the NTC to make the recommended revisions.

It was also recommended that the treatment centre integrate aftercare and follow

up into their program. During the course of the evaluation, the NTC modified one form

based on an earlier recommendation made to include a form that clients complete where

they give consent for future contact for the purpose of follow-up and evaluation. NTC

staff completed a discharge form with aftercare recommendations including AA/NA

meetings or further counselling. In the follow-up interview, it was discovered that 40.8%

of the clients were using their aftercare plan, with many clients commenting that they did

not know what this plan was, or did not receive an aftercare plan. As such, it was

recommended that the NTC refine and formalize their aftercare package to include

materials handed out during the treatment program, along with client specific goals and

methods to cope with their home environment and triggers for relapse. It was suggested

in the recommendations meeting that the aftercare package include an informal client

specific contract between the client and the NTC in increase the level of commitment (for

example, if the client indicated that they had not dealt with all of their anger management

issues, the aftercare plan would recommend an anger management program with a

specific plan for the client to engage in the program). Interestingly, some clients

commented that they felt an agreement or informal contract between themselves and the

NTC could have helped them stay focused on healthy living.

It was recommended that the NTC continue to follow-up with clients with

telephone interviews at the one, three, six, and 12 month period after the client completes

treatment. During the recommendations meeting, there was discussion on efforts to be
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made to secure funding for another position at the NTC responsible for information

management and follow-up. It was also recommended that the follow-up interview

include questions on current employment and education status, and whether the client

acquired coping skills during treatment and how they were using them after treatment.

Based on feedback from the SWQ and the follow-up interview, it was also

recommended that the NTC involve more First Nations elders throughout the program. It

was also suggested that the NTC ensure that treatment centre rules were consistently

followed as many clients felt that some rules were broken, and NTC staff felt that rules

and structure were beneficial for clients. It was also suggested that the NTC consider

having evening sessions during the course of treatment as many clients mentioned that

their addictions issues did not end at five PM when staff completed their work day. With

regard to curriculum, and based on feedback from NTC staff, it was suggested that

curriculum be reviewed and delivered in a consistent manner. It was noted that since this

project started, efforts have been made to streamline curriculum with new computer and

projector technology and discussions between staff. Finally, clients suggested that if there

were couples admitted together, the NTC should offer couples counselling.

Finally, it is recommended that NNADAP review their evaluation policies. It was

noted that NNADAP spends 23.8 million dollars a year on treatment for Aboriginal

clients across Canada. On the NNADAP website, there is a section that discusses

evaluation, including methodologies and approaches, but does not indicate anywhere that

evaluation is a mandated activity for the 52 NNADAP programs. This was further evident

in the fact that in a search for evaluations on treatment outcomes for the pacific region

revealed little information on formal evaluations undertaken by programs. NNADAP
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should consider developing an evaluation framework, perhaps by region to begin, then a

national framework. Evaluation activities should include: an environmental scan to assess

whether the needs remain constant, are new treatment needs emerging, and what are the

gaps in treatment; a review of program theory where reduced harm is also considered an

outcome; a rigorous review of program curriculum with efforts to streamline curriculum

on certain topics, and ensure that curriculum reflects best practices in treatment; a

mechanism to assess short, intermediate and long-term outcomes of treatment,

considering more than abstinence and relapse outcomes; and finally, the cost

effectiveness of programming.

Future Directions

While this evaluation was comprehensive in scope, there were additional

evaluation activities that could have been pursued. Future evaluations of this treatment

centre should continue to work with an evaluation framework that is based on the

program logic model drafted by community members for the NTC. It would be helpful to

also add success indicators for each of the outcomes to the program logic model. For

example, a success indicator for increased knowledge on impacts of substance use could

be: 80% of the clients can list five health impacts from prolonged substance use. It would

also be important to engage in a curriculum review as a means to assess program process.

Specifically, questions to consider would include which sessions are more helpful than

others, does the curriculum address the issues they claim to address, does the curricula

include the latest research and techniques, and is the curricula delivered in a consistent

manner. In addition, another means to assess program process is to interview staff,

clients, board members and other stakeholders on the delivery of the program.
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With regard to program outcomes, it would be interesting for future studies to

consider a comparison between different programs to determine if one program has a

greater impact than another. It would also be interesting to explore whether the cultural

components of the NNADAP programs were effective for First Nations clients, or ifthe

client would do just as well in a non-NNADAP program, a l2-step program, or no

treatment at all. For example, designing a study where First Nations clients were

followed-up on after they participated in a NNADAP treatment centre, participated in a

non-NNADAP treatment centre, participated in a l2-step program only, and a control

group where clients did not participate in any form of treatment.

Future evaluations could also include an efficiency assessment including a cost

benefit analysis. Reid (2006) conducted the one project of this sort in British Columbia

with the Tsow-Tun-Le-Lum Treatment Centre where the costs per day for hospital stays

and incarceration, the costs of social assistance, and the costs of suicide to society were

considered, along with employment, education levels, prescription medication use,

drinking during pregnancy and participation in cultural events were considered in a

retrospective study. Future studies could include a prospective longitudinal study where

the above mentioned variables are economically assessed before and after treatment.

Because some clients have attended more than one treatment centre in British Columbia,

it is suggested that a cost analysis be coordinated between all NNADAP programs.

Conclusion

Substance abuse continues to be a source of great concern with economic and

social impacts. Aboriginal people in Canada have had a unique relationship with alcohol

historically, such that researchers have proffered etiological theories specific to First
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Nations people (Linklater, 1991), and Health Canada (2005) developed specific treatment

programming with a considerable annual budget. The introduction of alcohol to

Aboriginal peoples during the fur trade, coinciding with the enforcement of the Indian

Act where First Nations people were forced onto reserve land and forced to assimilate

into European culture, had calamitous effects. Despite the atrocities associated with the

Indian Act, Aboriginal people as a group became mentally tough and let their voice be

heard on numerous issues related to the Indian Act, education and health care. While

Aboriginal people did not have a 'power over,' they did have a 'power to' control and

survive, power to create and preserve their identity, and a power to resist assimilation

(KeIrn, 1998). This power and strength was evident in the resilience of all of the clients

who participated in this evaluation.

While a population health approach to prevention where social determinants of

health are considered, such as economics and education, Health Canada (2005) noted that

prevention for Aboriginal people often takes the form of individual, and primarily

tertiary, treatment due to the immediate need. Over the years, enormous strides have been

made in the treatment of substance abuse. Watt-Cloutier (2000) stated that in order to

measure the efficacy of education, one has to consider how well it prepares students for

the opportunities and challenges in life, noting that as life changes for the individual, so

will the associated level of efficacy. The 'N~mgisTreatment Centre is one of 50 federally

funded Aboriginal programs for substance abuse that provides education and treatment.

Measuring the efficacy of this program included determining how well the program

prepared clients for the opportunities and challenges after treatment. Results from the

evaluation of this program demonstrated that the nature and severity of substance abuse
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are such that merit continued need for treatment centres (needs assessment), that the

profile of clients who participate in treatment over the past 16 years has not changed

dramatically and clients have an overall high level of satisfaction with the program and

staff (assessing program process), and that the program is for the most part, meeting their

objectives of facilitating abstinence, reducing harm and increasing education for clients

(assessing program impacts). Of particular interest was the impact of support in lasting

behaviour change, a greater proportion of clients experienced sobriety when a greater

number of supports were present. This evaluation also confirmed the necessity of follow

up and aftercare in substance abuse treatment.

Finally, the Royal Commission on Aboriginal Peoples (1996) stated that to

maximize the benefits of research, Aboriginal people must be considered full partners in

the project. This evaluation was participatory in nature where program stakeholders were

considered key partners in the development and implementation of the evaluation. This

approach was also critical for the development of an evaluation that met the four

standards as specified by the Canadian Evaluation Society (1993): utility (serve the needs

of the program and its clients), feasibility (the evaluation is realistic, prudent, frugal and

diplomatic), propriety (the evaluation is conducted ethically and with regard for the

welfare of those involved) and accuracy (technically adequate information that

determines the worth or merit of the program). Finally, full participation by stakeholders

complimented the adherence to the four R's of research with Aboriginal people of

respect, relevance, reciprocity and responsibility. Lasting relationships have been

developed and a deeper understanding of the 'Nf!mgis Treatment Centre's process and

efficacy was achieved.
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Appendix A

'NAMGIS FIRST NAnON
Guidelines for Visiting Researchers/Access to Information

Not only in Alert Bay but also on many other British Columbia Indian Reserves, visiting researchers are
welcome provided that they commit themselves to observing certain 'Rules of Conduct'. Those for the
'N.!!mgis First Nation have been developed at the direction and request of our Council, Advisors and the
Keepers of our Culture.
These rules are not meant to make life difficult for the researcher; on the contrary, they are meant to ensure
clarity and fairness in the relationship between, on the one hand, the visiting researcher and his/her
supporting institution and possible funding sources, and on the other, the hosting Indian Band, its research
and development objectives, and the Band Members serving as institution and staffof the Band.

In exchange for accepting and abiding by the rules, the Band will support the researcher with, fIrstly,
permission to conduct research on the Reserve, and secondly with what pertinent resources it can offer.

Briefly stated the rules and guidelines listed below are intended to ensure that the following basic concerns
of the Band are met:

a) that the research be of benefit to the Band, both in its intent and its outcome;
b) that it be conducted according to professional standards and ethics;

With regards to the latter, prospective researchers and supporting institutions are referred to section
8 of "Ethical Guidelines for Research with Human Subjects", adopted March 1979 by the SSHRC
re: individual and collective rights. Two principles basic to all ethical guidelines are:

I) no harm, and; 2) informed consent.

c) that the interests of the Band and the confIdentiality of informants be protected with regard to the
dissemination of original research data to any third party (that is to persons or
institutions other than the researcher).

Note: "The interests of the Band... etc." are to be determined in consultation with the Band and
are not to be a matter of unilateral assumption on the part of the researcher or his/her
supporting institution.

d) The Band welcomes projects leading to the dissemination of accurate and respectful descriptions of its
heritage and culture, especially when native perspectives and interpretations are included in the
presentation.

The Band may wish, however, to retain copyright of both the research data and any publications (including
papers presented in a public or professional forum) arising from the outcome of the research project. This
consideration would depend upon the nature of the proposed project, the degree of professional assistance
provided by the Band, or local concepts of ownership of certain kinds of cultural knowledge.

The matter of copyright and of any restrictions the Band may wish to place on either the dissemination of
research data or interpretations derived there fore, should be discussed or negotiated at the outset of the
project. Likewise, any conflict between conditions set by the Band on the one hand, and commitments
required of the researcher by any other institution or funding source, on the other hand, should be made
known to the Band and resolved at the outset.

The RULES and PROCEDURES for visiting researchers wishing to conduct research on the reserve are as
follows:

I) Prior to consent being given to conduct research, a written proposal must be submitted to the Band for
its consideration.

The proposal should be sent to the attention of the Band Manager, 'N.!!mgis First Nation, P.O. Box 210,
Alert Bay, B.C. VON lAO Telephone (250) 974-5556; FAX (250) 974-5900.

2) The proposal should provide the following information:
a) Name, address, telephone number of the prospective researcher.
b) Title of research project.
c) Detailed project description, to be based on the principle of "full disclosure" and to include:

i) statement of research objectives;
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ii) proposed manner in which research will be carried out, including project phases and
research methodology;
iii) purpose of the research;
iv) intended/proposed application of research results.

d) Name of sponsoring agency.
e) Name offunding agency or agencies.
f) Names and addresses of three references (or letters of reference).
g) Anticipated date of completion of project.
h) Include also: curriculum vita of applicant researcher.

3) The review and approval process is as follows:
a) Assessment by the staff of the 'N;!mgis First Nation, or other designate of Council, for
compliance with Band information requirements, including references check;
b) Presentation of project proposal or request for information and all details relating to (2) to
Chiefs and Council;
c) Presentation to 'N;!mgis First Nation of all commentary and recommendations from staffand
Cultural Advisors for final decision.

4) Upon approval by the Band of the proposed research project, the next step is the formalization of
mutually agreed upon conditions governing the following:

a) conduct of research in the community;
b) disposition and ownership of research data;
c) copyright of resulting reports and publications.
There are usually set out in the form ofa signed contract between the researcher and the Band.

A sample contract is attached. It should be noted that the Band generally requires:
a) that originals of all tape recordings and copies of all field notes remain with or be provided to

the Band;
b) that copies of original research data not be disseminated to any third party (person or

institution) without prior knowledge and consent of the Band, and;
c) that the Band be consulted prior to the publication or public presentation ofany outcomes of the

research project.

'NAMG!S FIRST NAnON

Guidelines for Visiting Researchers/Access to Information
CONTRACT

I , have read and understand the terms and conditions in
the document titled '''Nf!mgis First Nations Guidelines for Visiting Researchers/Access to Information" and
hereby agree to abide by the 'Terms and Conditions contained therein.

Date signed:

Signature:

'Nf!mgis First Nation:

Start Date:

End Date:

Please return this contract to: 'Nf!mgis First Nations
Attention: Lawrence Ambers
P.O Box 210
Alert Bay, British Columbia
VON lAO

Phone: (250) 974 5556
Fax: (250) 974 5900
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Appendix B

Brief Michigan Alcohol Screening Test

# The following questions are about your alcohol use during the past 12 Circle Your
months Response

l. Do you feel that you are a nonnal drinker? YES (0) NO (2)

2. Do friends or relatives think you are a nonnal drinker? YES (0) NO (2)

3. Have you attended a meeting of Alcoholics Anonymous (AA)? YES (5) NO (0)

4. Have you lost friends or girlfriendslboyfriends because of your drinking? YES (2) NO (0)

5. Have you gotten into trouble at work because of your drinking? YES (2) NO (0)

6. Have you neglected your obligations, your family or your work for two or YES (2) NO (0)
more days in a row because you were drinking?

7. Have you had delirium tremens (DT's), severe shaking, heard voices or YES (2) NO (0)
seen things that were not there after heavy drinking?

8. Have you gone to anyone for help about your drinking? YES (5) NO (0)

9. Have you been in a hospital because of drinking? YES (5) NO (0)

10. Have you received a 24-hour roadside suspension or have you been YES (2) NO (0)
charged for impaired driving?

Total scores may range from 0 to 29. Scores of 6 or greater are considered to reflect serious
problems with alcohol.
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Appendix C

Drug Abuse Screening Test - 20 Item

gp

# The following questions concern information about your potential Circle Your
involvement with drugs not including alcoholic beverages during the past Response
12 months

I. Have you used drugs other than those required for medical reasons? YES (1) NO (0)

2. Have you abused prescription drugs? YES (1) NO (0)

3. Do you abuse more than one drug at a time? YES (1) NO (0)

4. Can you get through the week without using drugs? YES (0) NO (1)

5. Are you always able to stop using drugs when you want to? YES (0) NO (1)

6. Have you had "blackouts" or "flashbacks" as a result of drug use? YES (1) NO (0)

7. Do you ever feel bad or guilty about your drug use? YES (1) NO (0)

8. Does you spouse (or parents) ever complain about your involvement with YES (I) NO (0)
drugs?

9. Has drug abuse created problems between you and your spouse or your YES (I) NO (0)
parents?

10. Have you lost friends because of your use of drugs? YES (1) NO (0)

II. Have you neglected your family because of your use of drugs? YES (1) NO (0)

12. Have you been in trouble at work because of drug abuse? YES (1) NO (0)

13. Have you lost a job because of drug use? YES (1) NO (0)

14. Have you gotten into fights when under the influence of drugs? YES (1) NO (0)

15. Have you engaged in illegal activities in order to obtain drugs? YES (1) NO (0)

16. Have you been arrested for possession of illegal drugs? YES (I) NO (0)

17. Have you ever experienced withdrawal symptoms (felt sick) when you YES (1) NO (0)
stopped taking drugs?

18. Have you had medical problems as a result of your drug use (e.g. memory YES (I) NO (0)
loss, hepatitis, convulsions, bleeding, etc)?

19. Have you gone to anyone for help for drug problem? YES (1) NO (0)

20. Have you been involved in a treatment program specifically related to drug YES (1) NO (0)
use?

Drug Abuse Screening Test Score Problem Severity

0 INo Problem
,........

i

1-5 Low level of roblems related to dru abuse

6-10 Moderate level of problems related to drug abuse

II - 15 Substantial level of problems related to drug abuse

16 - 20 Severe level of problems related to drug abuse
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Appendix D

'NAMQIS TREATMENT CENTRE ASSESSMENT & REFERRAL PACKAGE

Admissions fonns must be filled completely, before admission is accepted
If fonns are not completed, they will be returned

I. PERSONAL IDENTIFICATION

KNOWN AS: (Nickname)

SEX: MALE FEMALE
YEARMONTHDAY

Date:
LAST---=N--::A--::-M-=E=-: (Please print)

LAST NAME: (If different at birth)

FIRST NAME: _

BIRTH DATE:

POSTAL CODE: _PROVINCE-----

ADDRESS: _

CITY: _

RESERVEOFF

SIN: _

BAND #: _

LIVING ON

PHONE: (L _

PERSONAL HEALTH NUMBER (PHN) _

BAND NAME: _

ANCESTRYINATION: _

MARITAL STATUS: DIVORCED SINGLE COMMON-LAW MARRIED OTHER: _

EDUCATIONAL LEVEL: EMPLOYMENT STATUS: _

EMERGENCY CONTACT: RELATIONSHIP: _

ADDRESS: PHONE: (~_~ _

REFERRING COUNSELLOR NAME: _

ADDRESS: _

PHONE: EMERGENCY PHONE: FAX: _

Personal:
1. Raised on-reserve: Yes No
2. Has the client been raised by his/her natural parents? Yes No
3. Does the client state addictions are a problem to his/her well being? Yes No
4. Does the client state sobriety is needed in order to change? Yes No
5. Are certain areas of client's life affected by substance abuse? Yes No
6. Has there been a death in the family due to substance abuse? Yes No
7. Number of children At Home __ In Temp. Care __ In Penn. Care _
8. Any concerns about the safety of the children left at home? --,- _
9. Education: Residential __ Public __ Grade Completed__

Problems reading: Yes_ No_

10. Is there a history of physical abuse __ or sexual abuse ?

II. Any other significant events? _
Personal Relationship:
I. How long has client been involved in present relationship? _

2. Relationship strengths? _

Relationship weaknesses? _
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3. Relationship breakdowns? _
4. Comments: _

Employment:

I. Usual Occupation: _
2. Employment situation at present: Full-time Part-time Laid-Off Unemployed __
3. Has your dependency on drugs or alcohol affected your employment? Yes __ No __

If Yes, How? _

Legal:

DOES NOT APPLY PROBATION PAROLE FEDERAL PROVINCIAL

Date of Release:
DAY MONTH YEAR

Length of supervision: _

Reason for conviction? -----------------------------
Alcohol & Drug related: Yes _ No _ Eligible for weekend passes without P.O. approval? Yes _ No_

Personal Development courses taken in institution:

Any Previous Charges? Yes _ No __

If yes, what License suspension __ Impaired convictions __ (Please circle)

Any Pending Charges? _

Post Treatment AID Counsellor and Agency _

Address City Postal Code-----

Parole-Probation Officer: Telephone U _
Address Fax L-) _

City Postal Code _

Weekend/Evening contact: Telephone L-) _

Social/Support:

I. Client's support network: _
2. Where does client seek support? ----:----: _
3. What supports are available to client upon discharge? _

Medical/Psychological:

I. Significant medical issues? _-----,- _
2. Significant psychological issues? _

Nutritional:

I. Food Allergies : Yes No
2. Eating Disorders: Yes __ No _
3. Special Diet: Yes No

Comments: _

4. Traditional foods? Yes No Willing to try? Yes No

Spiritual/Cultural:

I. Cultural/Spiritual involvement: __----:_~----:----:-----,----,--------:---,----------------
2. Is the client actively involved in any cultural/spiritual activities? _

Presenting Problem:

I. Precipitating events: _
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2. Is attendance Court Ordered Ministry of Child & Families ordered __ Other
3. Name of contact person for above: Name: _

Organization:
Address: _
Phone Number:~ Fax~) _

History of Substance Abuse

None Rarely Monthly Weekly Daily Age of First Use
Alcohol
Marijuana or Hashish
Inhalants-glue-paint, Sprays, solvents
Cocaine
Stimulants or Amphetamines
Barbiturates, Sleeping Pills
Opiates morphine, Heroin/dilaudid
Tranquilizers, ativan, valium,
librium, zanax
Hallucinogens LSDIPCP/dust
Painkillers, codeine, Percodan/talwin
Tobacco, Other

2. Have you ever had DT's blackout/seizures/hallucinations? Yes No
Comments: _

3.Needleuse? Yes No
4. Shared needles? Yes No Practiced safe sex? Yes No
6. Withdrawal symptoms after stopping? ---,----,-_-,---- _
7. Have you attended residential substance treatment before? Yes __ No

If so, where? When? _
Alcoholics Anonymous? A) Involvement Yes No

B) Sponsor Yes __ No
C) Amount of Contact _

8. Have you received psychiatric services previously? Yes No
Comments:

Client's Perspectives:

I. What is the Client's perceptions of his/her addiction? _
2. Client's wants/expectations? _
3. Other Concerns: _

Counselor's Perspectives:

1. Client's emotional state? ~ _
2. Client's insight: _
3. Level of client's motivation? _
4. Does the client have discharge plans? Yes No

Reminder, admission forms must be filled completely, before admission is accepted
If forms are not completed, they will be returned

Please return completed package Pat Davis, Program Coordinator including following sections to:
'N~mgis Treatment Centre

Box 290
Alert Bay, B.C. VON lAO
Phone: (250) 974-5522
Fax: (250) 974-2257
After hours call (250) 974-8015



A & D counsellor
Medical Services
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Appendix E

'N!m,2is Treatment Centre Six-Week Questionnaire

Please take a few minutes and fill out this CONFIDENTIAL questionnaire. Your feedback will assist us to
make positive changes for future clients. When completed, place your form in the suggestion box.

Date: _

How did you learn about the 'N.!!mgis Treatment Centre?

Friend/Family Member
Probation Officer/RCMP

Have you attended any other residential treatment centres? Yes No

How were you hoping to benefit from your stay at the Treatment Centre?

Stop drinking/using drugs
Learn how not to go back using
Learn more about self

How did you find your experience at the Treatment Centre? (please circle)

Very helpful Somewhat helpful Not very helpful

Was the Orientation Process clear to you when you began the program? (please circle)

Very Clear Somewhat clear Not very clear

How frequently did you meet with your one-to-one counsellor? (please circle)

Never 1-6 times 7-14 times 15-21 times

How did you find your work with your one-to-one counsellor? (please circle)

Very helpful Somewhat helpful Not very helpful

What were the living and arrangements like? (please circle)

Good OK Not very good Poor

Were your nutritional and dietary needs met? Yes __ No

Would you recommend the Treatment Centre to a friend or family? Yes No

Comments Section:

How can we improve the programming at the 'N;!mgis Treatment Centre?

Ifnot satisfied with living and/or eating arrangements, how could this be improved?

Other comments:

Did you receive enough one-to-one counselling? Yes No

How did you find other staff and facilitators at the Treatment Centre?

Mental health
Medical doctor
Nite attendant
Cook
Elder
Yoga teacher

Very helpful Somewhat helpful Not very helpful



Not very helpful Very helpful

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10

1 2 3 4 5 6 7 8 9 10
1 2 3 4 5 6 7 8 9 10
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Appendix F

'NAMGIS SUBSTANCE ABUSE TREATMENT CENTRE FOLLOW·UP SURVEY
1. When did you complete treatment? _

2. How has it been since you were in Treatment?

3. Did you go to treatment to originally to deal with:
o Alcohol 0 Drugs
o Alcohol and drugs 0 Follow-up and additional education

Treatment sessions
4. On a scale of 1-10, how would you rate these sessions (1= not very helpful, 10 = very

helpful)?

Program themes
A. Educational - stages of alcohol & drug addiction,
medical aspects of addiction, nutrition, the 12 steps, dry
drunk, videos, behaviour development
B. Life skills - survival skills, anger & stress management,
communication, parenting skills, shame and guilt, jealousy,
assertiveness, goal setting and community networking
C. Counselling - One-to-one counselling, AAfNA meetings

D. Trauma - suicide, talk on physical & sexual abuse
E. Spirituality - morning circles, talking circles

5. Overall, do you feel that the sessions met your needs? DYes o No

6. On a scale of 1 - 10, with 1 = "not very helpful" and 10 = "very helpful", how would you rate
the following staff?

Not very helpful Very helpful
One-to-one counselling 1 2 3 4 5 6 7 8 9 10 nfa
Cooks 1 2 3 4 5 6 7 8 9 10 nfa
Elders 1 2 3 4 5 6 7 8 9 10 nfa
Night attendants 1 2 3 4 5 6 7 8 9 10 nfa
Nurses 1 2 3 4 5 6 7 8 9 10 nfa
Dentist 1 2 3 4 5 6 7 8 9 10 nfa
Doctor 1 2 3 4 5 6 7 8 9 10 nfa
Mental health workers 1 2 3 4 5 6 7 8 9 10 nfa
Yoga instructor 1 2 3 4 5 6 7 8 9 10 nfa

Support, Aftercare and Sobriety

7. On a scale of 1 - 10, how would you rate your recovery (1 = not very good, 10 = very good)?

Not very good Very good
Your recovery 1 2 3 4 5 6 7 8 9 10 nfa

SUPPORT

8. Have you gone back to the same groups you were hanging around with before you came to
the NTC? 0 Yes 0 No

9. Do you feel like your family supports your sobriety? 0 Yes 0 No

10. Do you feel like your friends support your sobriety? 0 Yes 0 No

11. On a scale of 1 to 10, how would you describe your support system in your community (1 =
not very helpful, 10 = very helpful)?

Not very helpful Very helpful

Your support system 1 2 3 4 5 6 7 8 9 10 nfa
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'NAMGIS SUBSTANCE ABUSE TREATMENT CENTRE FOLLOW-UP SURVEY

12. Are you keeping in touch with your Drug and Alcohol counsellor? DYes o No

13. Are you attending AA or NA meetings? DYes o No

14. If you attend AA or NA meetings, how often do you go in one week?

15. Do you have a sponsor? DYes o No

AFTERCARE PLAN

16. Are you using your relapse prevention/aftercare plan? DYes o No

17. On a scale of 1 to 10, how would you rate your progress with the goals you set in treatment
(1 =not very much progress, 10 =A lot of progress)?

Not very much progress A lot of progress
Your goals 1 2 3 4 5 6 7 8 9 10 n/a

18. What goals have you reached so far since you left treatment?

19. What is working in your relapse prevention/aftercare plan?

20. What is not working in your relapse prevention/aftercare plan?

SOBRIETY

21. Are you still clean and sober?
o Yes (if yes, go to question 22)
o No (if no, go to question 25 )

C' r" ~ ,~ Wi It! 0" ," ., 4'~©<@@~ .;. .,~~, SOBER . ,\'®c(!\l" I!P@~' 'J r" <W lUI@) , ~ e·C),Q}@r@

22. Are you happy - do you have good sobriety? DYes D No

23. Was there something in your relapse prevention plan that helped with this sobriety?
DYes D No

24. Can you tell me what that was

,f-j)'" ~v»@) ,~. /0"') 51"'fi;'.'" ., (e (i"'())@l~ ~ , RELAPSED w(:~'n; 'i\I","fl·,',n,."o;;;. ., ,
·1eo<»@0h'~' <cJ

25. How many days after treatment did you relapse?

26. What kind of relapse did you have - are you using:
D Alcohol D Drugs o Alcohol and drugs

27. Overall, are you using as much as you did before treatment?
[J More D Less D Same

28. Since leaving the NTC, have you relapsed for a period of:
o Days D Weeks D Months

29. Can you identify the triggers that led you to your relapse?

30. What could you have done to prevent this relapse?
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'NAMGIS SUBSTANCE ABUSE TREATMENT CENTRE FOLLOW-UP SURVEY

31. Since you relapsed, have you gone back to the red road? 0 Yes o No

32. What tools were useful in going back (the doors swing both ways in AA)?

General treatment questions
33. The NTC is a holistic program. On a scale of 1 to 10, how would you rate the following: (1 =

not good, 10 =very good)

Not good Very good
Mental wellbeing 1 2 3 4 5 6 7 8 9 10 n/a
Emotional wellbeing 1 2 3 4 5 6 7 8 9 10 n/a
Spiritual wellbeing 1 2 3 4 5 6 7 8 9 10 n/a
Physical wellbeing 1 2 3 4 5 6 7 8 9 10 n/a

34. On a scale of 1-10, do you feel that you learned a lot in treatment (1 =not very much, 10 =a
lot)

Not very much Alot
Learned a lot 1 2 3 4 5 6 7 8 9 10 n/a

35. Have your communication skills improved since your treatment at the NTC?
DYes o No

36. On a scale of 1 to 10, has your relationship with your family improved? (1 =none, 10 =a lot)

None A lot
Relationship with family 1 2 3 4 5 6 7 8 9 10 n/a

37. Was there a turning point for you when you were at the NTC?

38. What didn't you deal with when you were in the NTC?

39. When thinking about your stay at the NTC, what would you have done differently?

40. What is the one thing you took away from the NTC that has helped you?

41. On a scale of 1-10, how would you rate the program overall (1 =not very good, 10 =very
good)

Not very good Very good
Rating the program overall 1 2 3 4 5 6 7 8 9 10 n/a

42. Has treatment improved your quality of life? DYes o No

43. Would you recommend the NTC to a family member of friend? DYes o No

44. Do you have any additional comments?
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Appendix G

NTC Program session ratings

Program session

Not very Somewhat Very Not M
helpful helpful helpful applicable

AA meetings 0 9.5 89.0 14 2.90
ACOA 7.8 25.0 67.2 0 2.59
AIDS and STDs 12.1 25.9 58.6 34 248
Anger management 7.8 21.9 70.3 0 2.63
Assertiveness 0 30.3 69.7 0 2.70
Behavior development 3.2 32.3 62.9 1.6 2.61
Commun ication 14 12.5 86.1 0 2.85
Community networkulg 3.3 30.0 65.0 1.7 2.63
Dry drunk 164 41.0 41.0 0 2.25
Goal setting 1.5 20.9 77.6 0 2.76
Jealousy 1.5 24.6 60.7 3.3 2.51
Medical aspects of addiction 6.5 29.0 64.5 0 2.58
Morning circle 4.1 20.5 75.3 0 2.71
NA meetings 194 16.1 54.8 9.7 2.39
Nutrition 2.9 22.1 75.0 0 2.72
One-to one counselling 0 24.7 75.3 0 2.75
Parenting skills 13.3 26.7 56.7 3.3 245
Sexuality I 1.5 27.9 574 3.3 247
Shame and guilt 14 25.7 714 14 2.71
Spirituality 2.8 I 1.1 86.1 0 2.83
Stages of alcohol & drugs 0 23.6 75.0 14 2.76
Steps AA 1.5 23.9 74.6 0 2.73
Stress management 7.9 27.0 65.1 0 2.57
Suicide 0 19.7 80.3 0 2.80
Support groups 0 15.3 84.7 0 2.85
Survival skills/grieving 1.4 15.9 82.6 0 2.81
Synopsis of treatment 4.3 32.6 63.0 0 2.59
Talk on sexual abuse 2.9 25.0 72.1 0 2.69
Talking circle 0 8.2 91.2 0 2.92
Trauma 14 21.7 754 14 2.75
Videos 5.6 37.5 56.9 0 2.51
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Appendix H

Chi-square comparisons between clients interviewed and clients not interviewed

Variable

AA involvement prior to Tx
AA sponsor prior to Tx
Actively involved in culture
Areas of life affected by substance abuse
Attended Tx before
Client expectations (program objectives)
Conviction substance abuse related
Cultural involvement
Death in the family due to substance abuse
Do you have a support network
Does substance abuse affect employment
Eating disorder
Education, problem reading
Education, residential or public school
Ever have blackouts
Ever use (yin): alcohol
Ever use (yin): barbiturates
Ever use (yin): cocaine
Ever use (yin): hallucinogens
Ever use (yin): inhalants
Ever use (yin): marijuana5

Ever use (yin): opiates
Ever use (yin): painkillers
Ever use (yin): stimulants
Ever use (yin): tobacco
Ever use (yin): tranquilizers
Gender
History of physical abuse
History of sexual abuse
Living on reserve
Medical issues
Needle use
Practice safe sex
psychological issues
Raised by natural parents I

Raised on reserve
Received psychiatric services
Shared need les
State addiction is a problem to wellbeing
State sobriety needed to change
Withdrawal symptoms

* p < .05
# less than 5 cl ients per cell

2.039
1.583
#
#
.126
1.227
#
1.014
.783
#
.579
#
.630
.127
.092
#
3.416
.868
.058
.627
4.260
1.832
.036
1.713
.385
.043
.344
.427
026
1.226
.187
2.055
.096
.229
5.753
1.761
3.798
.011
.076
#
.322

p

.153

.208
#
#
.722
.541
#
.314
.376
#
.447
#
.427
.938
.762
#
.065
.352
.809
.428
.039*
.176
.850
.191
.535
.835
.564
.514
.872
.268
.665
.152
.757
.585
.016*
.415
.051
.915
.783
#
.571
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Appendix I

Contingency Tables of Follow-up Survey Test-Retest items (TI = First interview T2 = Second interview)

Item I: Go to Treatment T 2 Alcohol T 2 Drugs & T2 T 2 Increased
originally for (n = 20) Alcohol Drugs education
T I Alcohol 7 0 0 0
T I Drugs and Alcohol 0 8 0 0
T I Drugs 0 0 3 0
T I lncreased education 0 0 0 2

Time 1 Time I Time 2 Time2
M SD M SD

Item 2: Rating program sessions: Educational (n = 20) 7.875 1.538 7.875 1.637
Item 3: Rating program sessions: Life skills (n = 19) 8.132 1.413 7.816 1.952
Item 4: Rating program sessions: Counseling (n = 20) 9.075 1.471 8.875 1.605
Item 5: Rating program sessions: Trauma (n = 15) 8.30 1.730 8.367 1.796
Item 6: Rating program sessions: Spirituality (n = 20) 7.175 1.772 8.425 1.727
Hem 8: Rating staff: Counselors (n = 20) 8.850 1.770 8.825 1.955
Item 9: Rating staff: Cooks (n = 20) 8.60 2.017 8.725 1.499
Item 10: Rating staff: Elders (n = 20) 9.050 1.432 8.775 1.751
Item 11: Rating staff: Night attendants (n = 20) 8.375 1.856 8.20 1.859
Hem 12: Rating staff: Nurses (n = 13) 8.462 1.080 8.692 1.393
Item 13: Rating staff: Dentist (n = 6) 7.667 .817 8.917 1.201
Hem 14: Rating staff: Doctor (n = 14) 8.143 1.703 8.786 1.424
Item 15: Rating staff: Mental Health Worker (n = II) 8.545 1.916 8.727 1.618
Item 16: Rating staff: Yoga instructor (n = 19) 8.789 2.070 8.342 2.014
Item 17: How would you rate your recovery? (n = 20) 7.950 1.538 7.575 1.852
Item 21: Rate support in community (n = 18) 7.667 2.114 7.00 2.657
Item 26: Rate progress with goals (n = 20) 6.50 2.758 7.025 2.137
Item 30: How many days after did you relapse? (n = J0) 108.40 48.328 125.50 76.610
Item 35: Wellbeing: Mental (n = 20) 7.475 1.989 6.950 1.856
Hem 36: Wellbeing: Emotional (n = 20) 7.150 2.0138 6.650 2.046
Item 36: Wellbeing: Spiritual (n = 19) 7.421 1.931 7.342 1.893
Item 38: Wellbeing: Physical (n = 20) 7.850 1.725 8.125 1.597
Item 39: Learned a lot in treatment (n = 20) 9.250 1.069 9.275 .881
Item 41: Relationship with family improved (n = 18) 7.50 2.456 7.528 1.172
Item 42: Rate the program overall (n = 20) 8.925 1.173 8.625 1.122

Item 7: Did the sessions meet your needs (n = 20) T2 No T 2 Yes
T I No 0 I
T I Yes 0 19

Item 18: hang out with same friends as before treatment (n = 20) T2 No T 2 Yes
T 1 No 7 0
T 1 Yes 0 13

Hem 19: Family supports sobriety (n = 19) T2 No T2 Yes
T I No 0 0
T I Yes 0 19

Hem 20: Friends support sobriety (n = 20) T 2 No T 2 Yes
T 1 No 3 2
T 1 Yes 0 15
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Item 22: In touch with Drug and Alcohol counselor (n = 20) T 2 No T2 Yes
T I No 6 0
T I Yes 2 12

Item 23: Attending AAINA meetings (n = 20) T2 No T 2 Yes
T I No 9 3
T I Yes 0 8

Item 24: Have an ANNA sponsor (n = 19) T2 No T 2 Yes
T I No II 2
T 1 Yes I 5

Item 25: Using aftercare plan (n = 20) T2 No T 2 Yes
T I No 6 3
T 1 Yes I 10

Item 27: Are you clean and sober? (n = 20) T2 No T 2 Yes
T I No 10 0
T 1 Yes 0 10

Item 28: Do you have good sobriety (n = 10) T2 No T2 Yes
T I No 0 1
T 1 Yes 0 9

Item 29: Did something help with sobriety? (n = 10) T2 No T2 Yes
T 1 No 0 0
T I Yes 0 10

Item 31: What kind ofreJapse? (n = 10) T 2 Alcohol T 2 Drugs & Alcohol T 2 Drugs
T] Alcohol 5 0 0
T 1 Drugs and Alcohol 1 2 0
T 1 Drugs 0 1 1

Item 32: Using as much as before? (n = 10) T 2 More T 2 Less T 2 Same
T I More I 0 0
T I Less 0 8 I
T 1 Same 0 0 0

Item 33: Relapse for what time period (n = 10) T 2 Days T 2 Weeks T 2 Months
T 1 Days 8 0 0
T 1 Weeks 0 1 1
T I Months 0 0 0

Item 34: Gone back to the red road (n = 10) T2 No T 2 Yes
T 1 No 0 0
T I Yes 0 10

Item 40: Communication skills improved (n = 18) T2 No T 2 Yes
T I No 2 I
T 1 Yes I 14

Item 43: Treatment improved quality of life (n = 20) T2 No T 2 Yes
T I No 0 0
T 1 Yes 0 20

Item 44: Recommend program to family or friend (n = 20) T2 No T2 Yes

T I No 0 0
T I Yes 0 20


