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E-xecutive Summary’

THE STUDY

The Aidinn Adolescent Addiction Treatment Centre is the only dedicated residential drug free
centre for mae and femae adolescents between the ages of 15 and 21 years in the country. This
document reports on the evauation of Aidinn. The primary aims of the report is to fully define the
therapeutic processes involved in the Aidinn Adolescent Addiction Treatment Centre and to
examine the effectiveness of the programme in achieving its ams and objectives. Y oung peoples
understanding of the programme and their subjective experiences of progressing through
residential treatment and aftercare are integral components of the evaluation.

In presenting this document we are however mindful that while the heslth boards have
commissioned this report with specific reference to an evauation of the Aidinn Adolescent
Addiction Treatment the interests of the hedth boards in terms of how Aidinn fits into its existing
and prospective services must also be taken into account.

METHODOLOGY

Traditionally, evaluation studies have been based on treatment outcomes, where clients are
assessed at intake and at one or more follow-up period. Such evaluations pay little attention to the
process of treatment, failing to account for client involvement in different aspects of treatment, the
quality of treatment provided, and the amount of support provided to clients. Thus a qualitative
methodology was employed in this study to provide descriptive accounts of individua perspectives
of the programme and the perceived effectiveness of the programme. Rather then relying solely on
agoregated summary measure of outcomes, the study focuses on the processes of change during
the period of contact. However, ultimately the chosen methods reflect the information needs of
the evaluation audience. For this reason quantitative methods were incorporated into the study, in
the form of client records andyds and two short surveys.

At the outset four key stakeholders were identified; the young programme participants, the
participant's parents/guardians, the service providers, and health board representatives. Interviews
were carried out will a sample of stakeholders from each group regarding their experiences of the
programme. To this end 13 young people who were residence in Aidinn at the time of non-
participant observation were interviewed and 9 of these young people completed a follow-up
interview approximately three months later. In addition, five young people who were in the post
treatment aftercar€ programme were interviewed. In-dept interviews were aso conducted with a
sample of parents/guardians (n=7) who were participating in the programme &t die time of the
fidddwork. All Aidinn staff that work directly with clients were interviewed (n="?), as were two
members of the Board of Managers. Findly three representatives of the hedth boards were
interviewed. The retrospective experience of programme participants and their parents/guardians
were examined by short postal questionnaires.

ADOLESCENT SUBSTANCE USE AND MISUSE

Adolescent substance misuse differs from adult misuse in many ways. Their drug and acohol
consumption often stems from different causes, and they frequendy have multiple and complex
difficulties such as depression, poor school attendance, delinquency, current or past histories of
abuse and family dysfunction. In treatment, adolescents must be approached differendy then adults
because of their unique developmenta issues, differences in vadues and beief systems, and
environmental considerations, such as strong peer influences.

Available Irish data illustrates that tobacco and acohaol are die most widdly used drugs. Cannabis is
the most commonly used illicit drug, with lifetime prevalence rates ranging from 37% (ESPAD) to
21.7% (National Health and Lifestyle Survey). This is followed by amphetamine and XTC.

VI
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Little is known about the pattern of adolescent substance misuse in Ireland. Research indicates
that poly substance use is the norm among many young substance misusers.

There are few programmes dedicated to the treatment of adolescent substance misusers. A review
of the literature illustrates that there is some evidence to suggest that the Minnesota Model and
other Twelve-step approaches are successful for adults, however far less is know about their
effectiveness for adolescents. Some studies have shown favourable outcomes, however research
has been hampered by methodological limitations, and litde is know about the processes that
govern change among those who derive benefit from Twelve-step treatment

THE AISUNN PFROGRAMME

Aidinn is a subsidiary of Aisdri, which operates three residentia treatment centres in Ireland
(including Aisiinn) according to the Minnesota Model, characterised by the use of the Twelve-step
philosophy of AA as a foundation of therapeutic change. Aidinn offers a six-week residential
programme with two years of aftercare.

The idea for setting up Aidinn was firg proposed in 1994 by an Aisdri staff member, now
Director of Aidinn, who was concerned that there wes no similar fadility for young people. A study
trip to the US confirmed to her the application of the Minnesota Model to young people.

There are four key tenets to the Minnesota Model's philosophy (Cook, 1988) and consequently to
Aidinn. The firg is the bdief that a substance-dependent individual can modify and change
his/her beliefs, attitudes and behaviour. Second, the goals of treatment include abstinence from all
mood-altering chemicals and a generd improvement in lifestyle. The need for abstinence is rooted
in the notion of 'chemical dependency’, that is that individuas who are dependent on one
particular drug or class of drugs should abstain from al substance, or they are likdy to transfer
their addiction to another substance. Thirdly, the approach supports the disease concept of
substance dependency, characterised by loss of control over use, couples with the. belief that drug
dependency is a chronic and progressive condition. Finaly, the following comp<”-' >ts are integra
to dl Minnesota Model Programmes including Aiglinn (1) group therapy; (2) die jc lectures; (3)
use of recovering addicts as primary counsdlors, (4) use of a multidimenaioad gaf; (5 a
therapeutic milieu; (6) family counsdling; (7) AA (or when appropriate NA) attendance; (8) daily
reading for the AA 'Big Book;' (9) sharing of one's life history, (10) working the first five steps of
AA and; (11) recreational and physica activity.

In recognition of the fact that the needs of adolescent substance misusers differ to adults, Aidinn

Addiction Treatment Centre developed its own way of delivering the programme, which is
adolescent friendly and includes recreational and cregtive components. The programme is highly
ordered, and daily routine is focused on structured one-to-one, group therapy, group information
sessions on the programmes overdl philosophy, and step work.

Family involvement is a crucid component of the programme. From the outset families are part of
the screening and intake process. Family members are then required to attend the family
programme, each Wednesday from 10am to 5pm, for the six weeks of residentia treatment, and to

make a sociad visit on Sunday afternoons. The family day consists of family conference, joint group
sessions, step work, and education sessions.

The importance of aftercare is emphasised to help the young people to sustain a changed lifestyle
and adapt to family, school, work, and community following the six-week period of intensive
resdentia treatment. Thus, attendance at meetings provided by Aidinn in four locations and
NA/NN is considered an essentiad component of the programme.

POPULATION PROFILE

From October 1998 to August 2001 a total of 264 clients presented at and were accepted into
Aidinn. Twenty eight percent of the population were femae and the remaining 72% were mae.

vu
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The average age of clients at the time of entering treatment was 17.6 years (range 15-21 years).
There was no significant gender difference in the age of programme participants, but femaes were
dighdy more likdy then males to be in the younger age categories. The mgjority (69%) reported
living with their families prior to entering treatment.

Over hdf the population (56%) were unemployed immediately prior to treatment, 17% were in
employment and only 13% were in school. The average age at which the clients left school weas
155 years. Of those mat left school (n=229) 39% left with no qualifications, 44% had completed
theJunior Cert and only 17% had completed the Leaving Cert.

All programme participants had tried acohol. Over haf the client group (52%) reported drinking
in the week prior to entering treatment. However, only 17% of die population reported diat
acohol was dieir only substance of misuse; die remaining programme participants were poly drug
users, consuming a range of substances. Cannabis was the most frequendy reported substance —
91% of the population reported its use, and 69% reported cannabis as dieir primary drug. Over
diree quarters of the population reported the use of XTC (77%) and 50% reported the use of
amphetamine, with 7% and 2% respectively reporting use as a primary drug. Patterns of
consumption varied by drug type, as for example, cannabis and alcohol consumption were
proportionately more likely to occur on a daly basis. Conversedly, XTC and amphetamine use was
proportionately more likely to occur at weekends. %

Almost diree quarters of die population (73%) reported having been arrested, and andyss
revealed diat die young men were sgnificandy more likdy to report diis then dieir femde
counterparts (81% Vs 53%). In addition 38% of diose arrested (n=72) reported an assault related
arrest. Just under haf die population (49%) reported that diey had charges pending at the time of
entering treatment. Y oung men were significandy more likely to report this then women (58% Vs
26%). In addition, 19% of die young people reported they were attending treatment at the
recommendation of die court.

The mgority of young people (84%) reported having no physical health problems. In addition, the
majority of clients were not on any medication, however 5% reported begin on anti-depressants.
60% of die programme participants reported having attempted suicide at some point in die past.
Analysis reveded diat the young men were significandy more likdy dien dieir femae counterparts
to report this (66% Vs 47%).

Over three quarter (77%) of the population had been for counselling in the past and 58% had
reported previous contact with drug related services.

The average lengdi of time on die programme was 29.7 days (Sd=15.2 days, range 1-59 days).
Over half the population (529%) completed the residential treatment, and an additional 3% left
treatment with saff approval, 25% left at staff request and 20% were sdf discharges and left
againgt daff advice.

Overall the young people, who have participated in die Aidinn Adolescent Addiction Treatment
Centre, are serious poly substance misusers widi complex behaviour, socid and legd issues.

The characterigtics of the sample group were comparable to the overall client profile. The gender
ratio was die same, die average age of die sample was 17.5 years, and the mgority were living in
their family home and unemployed immediately prior to treatment. In the sample group the
majority (85%) were poly drug users and they reported a range of problems related to dieir drug
and acohol" misuse, including being expelled from school, loosing jobs, family problems and hedlth
and legal issues.
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KEV FINDINGS

The Programme

Programme participants — both the young people and their parents - did not know what to expect
from the Aidinn Adolescent Addiction Treatment Centre. They had a limited understanding of the
programme's philosophy, the structure of the programme, its ams and objectives, their role in the
treatment process and what was expected of them.

First contact with the Centre was usualy when the young people and their parents/guardians
presented for a screening appointment, on site. Potential programme participants are usudly
screened with the aid of a brief questionnaire and the Jellinke chart - which is intended to assess
severity of dependency. Parents and/or guardians participate in the screening process, which wes
difficult for some young people, particularly when parents knew very little about their
sons/daughters drug and acohol misuse. This may prevent some young people from divulging the
exact detalls of their substance using careers.

Respondent's first impressions of Aidinn were very positive. Individuas spoke about feding very
welcome, safe and secure. They said that the house was very homely and comfortable and that staff
and residents were dl very friendly. By and large the young people setded in very quickly and
adjusted to the routine of the programme.

Family involvement in the programme is considered vital. Although parents knew from the outset
that they were expected to get involved in the programme, the exact nature, extent and purpose of
their involvement was unclear. As parents progressed through the programme and observed others
experiences, they learnt what was expected of them, and they got some insight into the therapeutic
process.

Group Work: Respondents spoke about initidly feding uncomfortable in group, because they
were unsure of what happens, and what was expected of them. Individuals had to fed sife and
trust the other group members before they were prepared to participate, and that took time.
Although the young people reported that die group work was very beneficid, they found it very
difficult ‘opening up' and talking about things they were reluctant to talk about

Step Work; While in the resdential setting the young people usudly work through the first five of
die Twelve-steps. For many of the young people interviewed the main problem was trying to
remember everything, actualy concentrating on the step work, and the amount of reading and
writing that such a task requires. However the step work was very effective in assisting the young
people to focus on the consequences of their drug and acohol misuse.

Family Day: All the respondents said that family day weas stressful. Moreover, many of the young
people spoke about the pain and hurt of being confronted by family members over things that
happened in the past. However, everybody interviewed recognised die benefits of this process and
the young people spoke about how die process changed their relationship with their parents and
siblings. Parents spoke about how difficult it was to confront their sons/daughters, and how
emotionally and mentally draining these days were. However, the parents found great support in
each other, and comfort in the knowledge that they were not the only people in this situation.

Abstinences: Most of the young people in-treatment found it difficult to accept the fact that they
are expected to abstain from al mood dtering substance. In particular, the individua who df
identified as drug misusers found it difficult to accept that they needed to stay off acohol. In ther
experience, alcohol use was not a problem for them, thus they were reluctant to accept the need
for abstinence.

Sdf reported changes

While in residential treatment most of the young people reported positive changes in ther
relationship with their parents, and siblings. Typicaly the young people spoke about increased
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communication between the family members, and individuals within the family getting on better
together. The young people aso spoke about their growing awareness of the consequences and
affects of their behaviour on their family

Many of the in treatment group reported that being in Aidinn had changed the way they fed about
drugs and alcohol. Others reported that their fedings had not changed as they ill had a desire to
drink or take drugs; rather they were more aware of the consequences of their drug and alcohol
misuse.

The young people in treatment aso spoke about feding less aggressive, less argumentative, and
more prepared to listen to what other people have to say.

Nine of the thirteen programme participants interviewed during treatment completed follow-up
interviews approximately three months later. All nine were attending aftercare, and only one of the
origina thirteen had completely ceased to attend aftercare (although two were very erratic in their
attendance). Of those interviewed one had returned to school, one had started an apprenticeship,
four were doing FAS courses, two had got jobs, and one was looking for work. Sx of the young
people had returned to their family home, and three had moved into support accommodation away
from their city of origin. Only three of the young people interviewed at follow-up had lapsed and
dl three had spoke about this in the aftercare group and had returned to their recovery. Moreover,
only one reported being reported being involved in crime post treatment.

However, dl of young people interviewed at follow up found leaving Aidinn hard.. They fdt very
vulnerable and unprepared. Generaly spesking the young people found ‘recovery’ much more
difficult then they had anticipated. People reported finding it difficult to cope with incidences and
events in their lives without alcohol and drugs. Many spoke about feding isolated from their peers

Function of Programme

There were three identified therapeuticbenefits for the young people resding in the rehabilitative
environment of Aidinn. Firdtly, respite as the programme serves an important function in term of
providing young people with respite from street life, from, the drug culture, and obvioudly from
drugs themselves. The important of this should not be underestimates. This respite provides the
young people with a freedom from the stresses of their daily lives. Moreover, it provides them with
an opportunity to be free from the control of drugs, albeit for a short period of time. In many-
instances this represents a mgor shift in the adolescents life. Secondly, the programme dso
provides the young people with structure. For the programme participants there was a certain
comfort to be found in the predictable structure of the day. Thirdly, the programme also has a
positive impact on the family dynamic. The fatt that the young programme participants got a
chance to st down in a safe and supportive environment with a counsellor and their family made a
difference to them and their relationship. Findly, the programme helps the young people to
develop links with stable adult institutions. Many of the young people on the programme, would
have had quite negative views of adults, such as teachers. However, their experiences in Aidinn
help to dispel some of these views.

Recommendations

n

The Report concludes with a number of recommendations. These recommendations are broken
down into a number of sub-sections. Firsdy here are general recommendations concerned with the
treatment of adolescent substance misusers. This is followed by recommendations which deal with
the hedth boards and Aidinn, and findly there are a number of recommendations that are
specificaly related to the Aidinn programme that ded with issues such as assessment, programme
structure and content,. staffing, training, and relapse prevention.
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1: Introduction

The Aidinn Adolescent Addiction Treatment Centre established in October 1998 is a non-profit making
resdentiad drug free centre for mae and femae adolescents between the age of 15 and 21. The Centre is
the firg of its kind in Ireland, and provides 6 weeks highly structured residential treatment followed by
two years of aftercare. The programme is based on the Minnesota Model of addiction as practiced at
Hazelden, one of the founding treatment programmes of the Minnesota Moddl* (Cook, 1988). At its most
basc leve, the Hazelden approach is characterised by the use of the 12-step philosophy of Alcoholics

Anonymous as a foundation for thergpeutic change. The treatment gods are total abstinence from mood-
adtering substances and improved qudity of life

Briefly, treatment in Aidinn is provided in a residentia setting, and consists of group therapy, individua
therapy, didactic lectures and group discussion, and individua assignments. The mgjority of treatment
occurs in therapeutic groups, which focus on seeing a broader redlity, overcoming denial and gaining a
greater acceptance of personal responsibility and hope for change; education about addiction and related
factors; an introduction to 12-step philosophy and AA/NA groups; recreational groups; and groups for
individuas to tell their stories and receve feedback. Individua therapy is also provided, to review progress
and address issues that might be too sendtive for a group setting. The involvement of family is an
essentiadl component of the treatment provided at Aidinn and family members are required to attend
wekly ‘family days, when group sessons with the young people take place, and lectures are dso
provided. The importance of aftercare is emphasised and is accomplished by attendance a meetings

provided in by Aidinn in 4 locations throughout Ireland (Kilkenny, Limerick, Cork, and Dublin) and
attendance at AA/NA meetings.

In 2001 the Health Boards involved with the Aidinn Adolescent Addiction Centre, namely the South-
'Eastern, Mid-Western and Southern, adong with the Department of Hedth and Children decided to
undertake an evaluation of the programme. The motivation for the evaluation was to provide feedback to
the sponsoring Headlth Boards and the Department of Hedth and Children about the purpose and
function of Aidlinn, the qudity of care provided to the adolescents concerned, and to assess the vaue of
the service in the context of the overal addiction and treatment services being provided by various
agencies. The Addiction Research Centre, at Trinity College Dublin, received the tender to undertake the
evaluation, and the research was carried out over a nine-month period, from July 2001 to March 2002.
This paper reports on the evaluation of the Aidinn Adolescent Addiction Treatment Centre.

! The Minnesota model was first developed with acoholics a Willmar State Hospital in Minnesota, and further

refined at the Hazelden Foundation, dso in Minnesota. For an historica overview of its development and
philosophy see Cook (1988).
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AIM AND OiyrccTivusoi'THis RI&UAKCH
The overdl am of the study is to determine how wel the programme meets it's stated purpose and
function in terms of the relative success of the programme.

More specificaly the objectives of the study are as follows;

e To identify the ams and objectives of the Aidinn Adolescent Addiction Treatment Centre;

* To identify and profile the client group;

e To fuly define the therapeutic processes involved in Adolescent Addiction Treatment Centre
including the screening procedure, treatment programme, and involvement of family members;

* To evauate the effectiveness of the programme in achieving its stated aims and objectives,

e To identify gaps in pre/post treatment provision;

» To review current gaffing arrangements, and advise on appropriate staffing requirements in terms
of quaifications, training and supervision reguirements;

e To examine how effectively the Aidinn Treatment Centre collaborates with other services
provided by the Health Boards, with particular reference to coordinating aftercare programme
linkage;

e To assess the relevance of the treatment moddity to the broad client base in the context of the
overdl addiction and treatment services being provided by various agencies,

e To identify positive programme practices and;

» To make the necessary recommendations on overal service improvement.

EVALUATING EFFECTIVENESS

This study is intended to examine issues related to the effectiveness of the Aidinn Adolescent Addiction
Treatment Centre. Clearly the concept of programme effectiveness may mean different things to different
observers. From the inception of this research it was accepted that there are a number of separate but
equaly vaid perspectives on programme effectiveness, which must be taken into consideration in the
design of the research, and the generation and analys's of data. These perspectives may coincide in certain
aspects, but on the other hand, they might be divergent. The four main perspectives identified are as
follows:

 The Young People: The perspectives of the programme participants themselves were from the
outset considered the lynchpin of this research. Therefore it was necessary to investigate their ams and
objectives - what hopes and expectations the young people had when they entered the programme and
whether the programme met their needs? It was dso essentid to explore the young peoples
satisfaction with the programme, their attitude towards, and relationship with, staff and other young
people on the programme.

e The Young People's Families The programme utilises what may be considered a ‘family-based
approach to treatment requiring not only the engagement of the young people but aso their families.
Conseguently, the perspectives of the families who play an essentid role in the therapeutic process,
and their views on programme effectiveness, were considered vita.

e The Sewice Providers. It is recognised that an understanding of the sarvices own views on
programme effectiveness is crucid (Pawson and Tilley, 1997). Particularly, in view of the fact that how
the programme functions, and how 'effectively’ it works is directly related to the stated ams and
objectives of the programme.

e Hedth Boad Representatives. One of the primary purposes of the evaluation is to provide
feedback to the sponsoring Hedlth Boards and to the Department of Hedlth and Children about the
effectiveness of the programme. Therefore, it was deemed necessary to consult with the relevant
Health Board representatives, regarding their views on programme effectiveness and to take into
consideration their expectations.

"~
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There are however a number of difficulties and caveats which must be recognised when evaluating
programme effectiveness. As outlined, there are potentially diverse ranges of perspectives on what
constitutes appropriate indicators of programme effectiveness, which must be taken into consideration. In
addition, it is difficult to attribute any change direcdy to the programme in the absence of a control group.
Moreover, the fact that the effects of the programme may be indirect, or may not be felt for many years is
difficult to account for. Inevitably, many questions will remained unanswered, and it will never be possible
to arrive at a definitive and non-contentious assessment of the extent to which any residential drug

treatment programme is 'effective’ in its work with young people.

CHOOSING A METHODOLOGY

Many evaluative studies of drug and alcohol services use what Moos et al (1990) cal a 'black box
paradigm'. Such studies rely on comparing pre and post treatment test results, whereby clients are assessed
at intake and at one or more follow-up time period post treatment. Thus., clients are used as their own
reflexive control, and the difference between pre and post treatment results are said to be the 'effect’ of
the treatment, with little consideration given to the treatment processes involved, or to other factors,
which might affect the client. Moos et al (1990) among others are critica of such an approach to the
evaluation of drug/alcohol treatment services, because not only does it fal to examine the influences of
specific treatment components on outcomes, but also there is no assessment of how well treatment is
implemented. Such an approach to programme evaluation does not help to clarify what actually happens
in treatment interventions, such as therapeutic change processes. The lack of qualitative data in
programme evaluation research means a lack of descriptive accounts of the methods used within

treatment (Keene, 2000).

In addition, focusing solely on behavioural outcomes does not permit an exploration of the viewpoint of
die clients about the success of the programme. This individual perspective is essential to judge the
acceptability of the programme in the eyes of potential clients, as well as the perceived effectiveness of the
programme in giving the clients the tools they need to be successful (Chan et al, 1997). While client
satisfaction with services is increasingly recognised as an important outcome measure, the literature
remains limited. However, one area of consistency in findings about client satisfaction with alcohol/drug
treatment service is that the reported levels of satisfaction are ailmost always high. This appears to hold
true regardliess of the treatment modality (Cooners and Franklin, 2000) and has led to some concern that
client-satisfaction surveys may tend to inflate reports of satisfaction (Perreault et al, 1993; Williams, 1994).
One way to get a better understanding of service delivery and a truer reflection of client satisfaction with
services is diought the use of qualitative data collection methods. Moreover, it is recognised that any
evaluation method chosen should be based on the concrete information needs of the evaluation audience
(Patton, 1990). In this instance, the information needs comprise of multiple perspectives, contextualised
meanings, and the experience of service users. To this end a qualitative methodology was considered die

most appropriate for the telling of diverse programme stories and to enable an understanding and
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interpretation of complex processes. Moreover, it has the advantage of allowing the researcher to evaluate
the programme according to the merits and worth of its actud effects, independent of its intended affects
(Greene, 1998). However, an dement of quantitative data andyss was incorporated into the study, not
least because there is greater vdidity in findings that are derived from more than one method of
investigation (Bryman, 1988). '

Qualitative data collection

In order to become familiar with the setting, the programme content, and the therapeutic processes
involved, the researcher engaged in three days of non-participant observation at the initid stage of the
study (21-24" August, 2001). The researcher's presence was explained before hand to dl programme
participants and their families, and during diat time the researcher observed dl activities engaged in by the
participants, and informally chatted with the young people and their families. This stage of the fieldwork
was vitdl in terms of establishing rapport with the young people, prior to conducting in-depth interviews.

Immediately after the observation, in-depth interviews were conducted with dl young people on the
programme (n=13). Follow-up interviews commenced 18 weeks later, and 9 of the origina 13 young
people were traced, contacted and interviewed the remaining 4 were lost to follow-up. In-depth interviews
were adso conducted with a sample of parents/guardians participating in the programme (n=7). In
addition, 5 young people who were participants in the aftercare group that meets on the Kilkenny
premises and 1 participant who had just completed 2 years of aftercare in Limerick were interviewed.

All of these programme participant interviews were caried out by one researcher, which ensured
consistency and a grounded approach to data collection. This approach was grounded in that it dlowed
the researcher to identify and explore themes in the course of individua and subsequent interviews. An
open-ended flexible topic guide was used for the interviews, which could be adapted to each respondent's
own experience. The interview guide was based on some genera themes identified through a
comprehensive literature review (See Appendix Cl). All interviews were caried out with only the
researcher and respondent present Programme participants (including those in aftercare in Kilkenny) and
parents were interviewed in a room in Aidinn. Two of the follow-up interviews were conducted in
Aidinn, 5 in Cork (in the same location as the aftercare), one in Limerick and one in Dublin. Interviews
lasted anywhere between 50 minutes to 90 minutes.

A second researcher was responsible for carrying out in-depth semi-structured interviews with al gaff of
the Aidinn Adolescent Addiction Treatment Centre (n=?) who work direcdy with clients (see Appendix
C3). These interviews were designed to explore the subjective interpretation of staff concerning the
treatment model, methods and treatment processes of Aidinn. In addition, two members of the Board of

Managers and representativés of the rdevant hedth boards (n=3) were interviewed.
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Quantitative data collection

As stated previoudy, there was aso an dement of quantitative data andyss. This consisted of andyds of
data collected from client's screening/assessment interviews. These data provide information on the
socio-demographic characterigtics, drug/alcohol consumption, legd issues and health and well-being of dl
programme participants (n=264) who were accepted onto the programme between October 1998 and
August 2001 (see Section 4). This process dso had the advantage of giving the researcher an insight into,
and an understanding of, the client group.

The retrospective experience of former programme participants was considered important to the
evauation. It wes decided that the most practicable method of engaging the involvement of as large a
number of ex-clients as possible, was through a short postal questionnaire. This approach permitted the
researcher to gather data from former clients on their current alcohol and drug use, and on sustained
behaviour changes. A short questionnaire (See Appendix C4) was sent to al young people who had
participated in the programme (r=258) excluding individuds in treatment a the time of the initid
fiddwork. These young people can be roughly divided into the following groups

e GROUI'A: Service users who completed 6 weeks residentid (n= 139)
« Giu)iji” B: Sarvice users who Ieft with staff approval (n= 8)
* GROUP C: Service users who left a staff request — therapeutic discharge (n= 64)
e GROUPD: Service users who left againgt staff advice (n= 49)
In addition, a brief questionnaire was dso sent to each named parent/guardian or concerned persons for

adl of these 258 ex-residents (n=380) (See appendix C5). These data were entered into an Excel spreadsheet
and anaysed using SPSS for Windows.

STRUCTURE OF THE REPORT

Section 2 reviews the available literature on the prevalence of substance use and misuse among young
people in Ireland and examines some of the issues around young peoples drug use. In addition, a brief
literature review of effectiveness of treatment services, in particular 12-Step based programmes for young
people, is dso provided. Section 3 outlines the structure and content of the Aidinn programme. Section
4 provides a profile of the Aidinn client group, based on the data obtained from client records. The study
sample is dso profiled. Section 5 presents the results from the client interviews, and details programme
participants (including parents/guardians) perceptions of the service provided. Section 6 present an
andysis of the Aidinn programme and service provision, and the location and function of the programme
in the context of the overall addiction and treatment services provided in Ireland is examined. Section 7
pulls together the disparate themes explored in the research, offering conclusions about the eficacy of the
Aidinn Adolescent Addiction Treatment Centre and recommendations on how the programme can be
improved upon. Appendix A and B present and andyss of the data collected from the questionnaires
completed by ex-programme participants, and parents/guardians respectively.
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2. Adolescent Substance Use
A Review

INTRODUCTION

It is widely recognised that the youth of today have greater access to alcohol and drugs then every before.
For some young people experimentation with drugs and alcohol is merely part of a rite of passage through
their challenging teens, and may be seen as reflecting adolescent normative behaviour. The majority fdl
into a category called 'experimental’, 'situational’ or 'recreational’ consumers, using infrequently and in
small amounts to get high, have fun and relax. They generally do not have serious problems with their use
or require treatment?. For others however, their consumption goes well beyond experimentation, and
signals serious adjustment problems. These are usualy compulsive, dedicated users with serious personal

problems, and they rely on drugs as self-medication to cope with their problems.

From the outset it is important to be clear about the meaning of terms used to describe the patterns of
drug and alcohol consumption by children and young people. Definitions of use, misuse or abuse to some
extent depend on a society's acceptance and tolerance of use and indeed of substance related
consequences (Health Advisory Service, 2001). For example, in the US, especially regarding illicit drug use
among adolescents the term 'abuse’ is used, which reflects a view that any use is abuse. Conversely, in the
UK the terms 'drug use' and 'misuse’ have been adopted. This is in recognition of the fact that one-off
ahd experimental use of drugs and alcohol is not always indicative of personal, psychological or social
problems (Healdi Advisory Service, 1996). Misuse encompasses use that is harmful and is associated with
dependency or use that's part of a wider spectrum of problematic or harmful behaviours. For the purpose
of this report the defini:[ion of 'drug misuse' is that provided by SCODA (1999) whereby it is defined as
being 'drug taking which harms health or social functioning. Drug misuse may be dependency (physical or psychological) or
drug taking that is part of a wider spectrum of problem and harmful behaviour. Those who misuse drugs will require a
comprehensive assessment and appropriate intervention'. SCOD A (1999) defines 'drug use'as being 'drug taking which
requires a lower levels of intervention and treatment. Harm may occur through drug use, whether through intoxication,
illegality or health problems even through it may not be immediately apparent. Drug use may require the appropriate
provision of interventions such as education, advice and information and prevention work to reduce the potential for harm'.
The Health Advisory Service (2001) recognises that drug use has different implications at different ages,

with use (as defined above) mainly related to experimentation use in older adolescents.

% That is not to say that some young people will not experience problems related to experimental use such as
intoxication, excessve use, use of substances in a particular setting or idiosyncratic reactions.

R
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Young people and children who misuse drugs differ from their adult counterparts by characteristic
differences in presentation and types of drugs consumed. The current 'pick 'n mix' generation (Parker,
Measham, and Aldridge 1994) are more exposed to and consume a greater variety of illicit drugs, display
smaller gender differences in behaviour (Melrose, and Brodie, 2000), demonstrate decreasing age of
initiation into substance misuse and changing patterns of alcohol consumption (increased episodes of
intoxication and attraction to so-called designer drinks) when compared with earlier cohorts. Furthermore,
alcohol and drug misuse among adolescents is associated with increased dropout from school, poor
educational achievements, early pregnancy, and family difficulties (Health Advisory Service, 2001). There
is an extensive body of literature on the issue of co-morbidity of mental illness and drug and alcohol
misuse, particularly in adults. However, research has identified a relationship between substance misuse in
young people and suicidal behaviour (Wilens et al, 1997) depression (Zeitlin, 1999) and conduct:disorders
(Moss and Lynch, 2001; Whitemore, et al, 1997). While prevalence surveys of illicit drugs have sometimes
been small and not necessarily representative, the broad pattern and tend-is towards increased availahility,
exposure to, and use of substances across dl socia strata. For these reasons the use and misuse use of
alcohol and both licit and illicit drugs among adolescents has become a cause for public and professional
concern. This section examines the prevalence of adolescent substance use and misuse in Ireland, and

briefly reviews some of the main areas.

PREVALENCE OF ADOLESCENT SUBSI'ANCE USE AND MISUSE IN IRELAND

Research on the use of illicit drugs by young people in both the UK (Parker, Aldridge and Measham,
1998; Miller and Plant, 1996) and the US (Winter, 1999) suggests a dramatic increase in lifetime prevalence
rates during the 1990's. The three main sources of information on young peoplée's illicit drug (mis)use in
Ireland are officia statistics, socia surveys and qualitative studies. The relevant officia statistics consist of
treatment data contained within the National Drug Treatment Reporting System (NDTRS), which provide
an annual national overview of people coming into contact with drug services. These are of limited value
in identifying prevalence and trends in young people's drug misuse, however, because of their bias towards

certain user groups, such as dependent opiate users Nevertheless, Table 2.1 illustrates that the number of

Table 2.1 No. Teenagers in Treatment by Year teenage drug misusers in treatment peaked in
0,
Under 15 15-19 yeacs 1995, when 40.1% of the treatment
Year % 7 % population were 19 years and under. Data
Paputation Poputtation for the last available year (1998) indicates
1‘)")0 2{_] 1"-'“ 3 19 [ (El“ n
1991 35 1.5% 335 14.4% that just over one fifth of the treatment
1992 48 1.9% 435 17.2% population  (22.6%) were teenagers.
1993 35 1.2% 656 22.6%
1994 53 1.8 826 27.9% However, it is not possible to infer on the
1995 84 2.3% 1361 37.8% basis of these data alone, that there has been
1996 43 0.9% 1446 29.8%
1997 36 0.7% 1269 26% a comparable increase or decrease in the
1998 39 0.0%% 1327 22%

: : s _ number of problematic teenage drug
Source. National Drug Treatment Reporting System Annua Statistical Bulletins
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misusers in the State. It is necessary to take into account factors such as the changes in the number of
treatment centres participating in the NDTRS, and the increased numbers of places on methadone
programmes. To the authors knowledge there are no treatment data available on the prevaence of acohol
misuse among young people in Ireland. As young peoples drug use and misuse is often inextricably linked
with dcohal use, a proportion of the young people who sought treatment, according to the NDTRS were

probably alcohol misusers.

Most of the information available on adolescent drug and alcohol use in Ireland is based on socid survey
research using quantitative techniques, gathering data on young people through the administration of
school-based surveys. Although there are problems in comparing the findings of these studies, due to
differing objectives, methodologies, data collection methods, questionnaire design, and age criterion, they
can provide some useful information on adolescent drug use in Ireland For example, in 1994 the Western
Hedth Board (\WHB) area carried out a survey of substance use among adolescents of school going age
(12-18 years), including a sample of early school-leavers (Kiernan, 1995). This study revedled that cannabis
and solvents were the most commonly used drugs, with lifetime prevalence rz;tes (have ever used) of 16%
and 14% respectively. Ireland has aso been involved in the European Schools Project on Alcohol and
other Drugs Study (ESPAD), which is concerned with substance use, beliefs, attitudes and risk factors
among over 50,000 16 year old in 26 European countries (later extended to 30 countries). To date two
ESPAD studies have been carried out, the firg in 1995, when participating countries targeted students
born in 1979 i.e. in the year of data collection they would have been 16 years (Moran et al, 1999). The
second ESPAD study targeted students born in 1983 (Hibell et al, 2000). In the first study the lifetime
prevalence rate for cannabis was found to be 37%, which was among the highest found in dl countries
participating in the study. However, in the 1999 study the lifetime prevaence rate was found to be 32%.

In 1996 the Midland Hedlth Board (MHB) area carried out a study to examine lifestyles of second-level
students. Table 2.2 illustrates that cannabis had the highest lifetime prevalence rate (26%), followed by
solvents (17%). The Centre for Health Promotion Studies NUI Gaway carried out the Health Behaviours
in School-Aged Children (HBSC) study in 1998 (Fri€l, et al, 1999). Respondents ranged from 9 to 17 years,
and the lifetime prevaence rate of cannabis was found to be 12% for the total sample and 21.7% for the
15-16 year olds, substantialy lower than the findings in the ESPAD study. Findly in 1998 a school survey
was conducted in the Eastern Health Board (EHB) area (Rathigan, and Shelly, 1998) and lifetime
prevaence rates for cannabis were found to be 21% and 13% for solvents.

Lifetime prevaence is not however an appropnate means of estimating prevalence, as this can refer to
once off consumption, or experimental use. Therefore many studies aso examine use in the last month.
Table 2.3 highlights recent use, in the last 30 days. It illustrates that across dl studies cannabisis again the

most commonly used drug, and recent use is substantialy low than lifetime prevalence.
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Table 2.2 Comparisons of School/Y outh Surveys of Drug Use:
Lifetime Prevalence of Drug Use by Type of Drug

Survey!Y ear WHB ESPAD MHB HBSC EHB
(1994) (1995) (1996) (1998) (1998)
Local National Local National Local
Sample size 2,762 1,849 1,654 8497 6,081
Age Group 13-18 15-16 16-18 917 10-18
Drug Type
Cannabis 16% 37% 26% 12% 21%
Amphetamine 2% 3% 5% 3% 5%
XTC 2% 9% 7% 2% 3%
L SD/ Hallucinogens 9% 13% 9% 4% 3%
Hypnotics + Sedatives 2% 7% 4% 3% 3%
Cocaine— (Crack) 1% 2% - (3%) NA 2% 2%
Solvents 14% 19% 17% 10% 13%
Heroin 1% 2% NA 1,0 1%

Sources: O'Brien (2001:48} 'Rest:arch Findings on Dm2 Use' in Motan ef al Ed. Overview of Drug I ssuesin Inland 2900. A resource
Document. Dublin: The Health Research Board.

Table 2.3 Comparisons of School/Y outh Surveys of ISrug Use:
Last Thirty Days Prevalence of Drug Use by Type of Drug

Survey/Y ear WHB ESPAD MHB HBSC EHB
(1994) (1995) (1996) (1998) (1998)
Local National Local National Local
Sample s?e 2,762 1,849 1,654 8,497 " 6,081
Age Group 13-18 15-16 16-18 9-17 10-18
Drug Type
Cannabis 9% 19% NA 6% 11%
Amphetamine 1% NA NA 2% 3%
XTC 1% NA NA 1% 3%
LSD NA NA NA 1% 2%
Hypnotics + Sedatives NA NA NA 2% 2%
Cocaine 1% NA NA 2% 2%
Solvents NA NA - NA 5% 7%
Heroin 0% NA NA 1% 1%

Sources: O'Brien (2001:49] 'Restarch Ffnrlimys on. JDruj/ Use' in Mnran et al Ed. Overview of Druf,|ssuesin [nland 2t100. A resource
Document. Dublin: 1"he Health Resear ch Board.
Regarding alcohol consumption, according to the ESPAD only 9% of the young people interviewed never
tried alcohol; lifetime prevalence was 91%. In addition, 69% reported use in the previous month, and
there was no gender difference in this regard. An attempt was made to measure alcohol misuse, by asking
respondents a number of questions about their experiences of feeling drunk including if they had ever fet
drug and if they were drunk in the last month. Sixty seven percent of respondents reported having ever
felt drunk, with boys only slightly more likely to report this then girls (96% Vs 65%), and 42% of the
young people interviewed reported being drunk in the last month (boy 43%, girls 41%) (Morgan, 1997).
The HBSC survey found that 32% of school respondents reported ever having had a drink. Overall, 29%
admitted to having a drink in the past month. Of those, boys were more likely to report current drinking
then girls, 34% compared to 24% respectively. A similar trend was seen among those who reported having
been 'redlly drink' with boys proportionately more likely to reported having consumed amounts of

alcohol, which made them 'readly drink’. For the boys and girls, the majority of those who reported
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currently drinking, and ever been redly drink’ were in the 15-17 year age bracket (Frid, etal, 1999). Findly
a survey of substance use among early adolescents (14-15 year olds) in the Dublin region found that a
quarter of the pupils interviewed sad that they never drank while 59% said that they sometimes drink and
16% reported drinking regularly (Brinkley et al, 1999). ‘

Although not an exhaugtive review of school-based surveys (see O'Brien, 2001), the above indicates that a
sizable proportion of young people drink alcohol and cannabis is the most commonly consumed illicit
drug among adolescents in Ireland. More importandy it highlights the need for comparable methodol ogies
in such surveys to permit meaningful comparisons (O'Brien, 2001). The third source of information on
young peoples substance use is quditative or ethnographic study, which explores young people's own
understanding and interpretations of their lives. Due to the nature of quditative research — resource
intensive and more limited in gpplicability - there are few qualitative studies of young peoplée's drug use in
Iredland. Consequendy there is a growing need for additional research to flesh out the statistics produced
by socid surveys and treatment data. Qualitetive research (such as Mayock's (2000) study) can help us to
understand the meanings and motivations behind the decisions which young people make about their use
or non-use of drugs and suggest ways in which personal, socid, economic and cultura factors interact to
affect such decisions.

To conclude based on the available Irish data it is difficult to state categoricaly whether substance use and
Misuse is increasing among adolescents, as in other jurisdictions. It is vita that more research be carried
out in this areas, as a clearer picture of the nature and extent of adolescent drug use is necessary in order

to plan for future treatment service needs, and to evauate the effectiveness of current interventions.

PATTERNS OF DRUG MISUSK

Little is known about the pattern of adolescent drug misuse in Ireland. In the previous section it was
highlighted that cannabis is by far the most commonly used drug. This is supported by Mayock's (2000)
qudlitative study of drug (misjuse among young people aged 15-19 in a Dublin inner city community. This
sudy also revedled however, that poly-drug use was the norm among many of the young people
interviewed. Research in both the US (Callins et al, 1999) and the UK (Measham, Parker and Aldridge,
1998) indicate that combined drug use is common among young people. Such poly-drug (mis)use takes
many different forms and serves many different functions, for example one Irish study of a cohort of
heroin smokers (n=46) revedled that one third of the cohort had used heroin to come down off ecstasy
(Gervin et al, 1998). Only a minority of adolescent drug users consume heroin. That said, a szable
proportion of needle exchange attendees are teenagers (25%), and these young people are significantly
more likdy than their adult counterparts to engage in injecting risk behaviour, to have started illicit drug
use and to have initiated IV drug use a a significant younger age (Cox, 2001). Clearly more research is
needed on trends and changing patterns of adolescent drugs use and misuse.

10
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RISK FACTORS

A vast body of research has developed on identifying risk and protective factors of adolescent substance
misuse. Most of this research relates more to substance misuse and dependency rather then
normative/experimental drug use (Health Advisory Service, 2001). The 'risk factors' outlines in Table 2.4
broadly fdl into socia and environmental factors, and include a wide range of individual, family and socia
risks. For example, individual risk factors include academic problems, and affiliation with like-minded
peers. Many studies document that psychological disturbances tend to predate adolescent drug misuse.
Moreover, many of the behaviour traits associated with drug use such as rebelliousness, poor school

performance, delinquency and criminal activity have been found to precede the use of drugs.

Table 2.4 Risk and Protective Factors Personality factors such as low-self

D_omgms RISK Fagtors esteem, anxiety, depression and lack of

Individual
" Learning disability self-control have also been found to
*  Mental health problems be associated with certain patterns of
e Early history of child abuse
«  Poor academic attainment adolescent drug use. In a US study of
* Low commitment to school high school students, drug users were
e Alienation Ty )

« Rebdliousness found to have significantly more
e Favourable attitudes towards drug use psychological symptoms - anxiety,
o Affiliation with 'like minded' peers ’ . .

2 Family obsessive-compulsive reactions,
= Parent and family drug use - hostility reactions, agitation-
= Poor/inconsistent parental management ) ; )
~ Family conflict and distuption excitement, and violent reactions —
=  Positive family attitude towards drug use and less 'maturity’ then students who

SeReic do not use drugs (Glickman and
 Poverty :

e Neighbourhood disorganisation Utada, 1983). They are more likely to

*  Unemployment be involved in gang activity, have

_Protective Factors

«  Psychological well-being; more problems with the police, and

» Socia connectedness to adults + institutions;

Goal directedness in school or vocation; )
" Prosocial peers; short, according to Beschner and

»  Academic achievement; Friedman (1985) adolescent drug users
»  Problem-solving and coping skills;
e Involvement in religion.

the adult world and more involved with their own particular peer group.

have more problems in school. In

appear to be more dissociated from

Research suggests that the severity of adolescent drug use is significantly related to such family factors as
disruption and dissolution of family structure, certain family constellation factors, and the number of type
of problems which adolescents perceive to be present in their family (Newcomb, 1995). Drug users
engage in significandy more n'egative behaviours within the family (arguments and fights, stealing or taking
things from other family members) then nonusers. In addition, absence of a parent, lack of parental

closeness, unconventional parents, excessively passive mothers, lack of perceived closeness to parents and
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drinking and drug use patterns of parents have been postively correlated with drug misuse (Brooke et al,
1980; Kendal, 1982).

VULNERABLE GROUPS

As illugtrated the risk of drug and alcohol misuse is not uniformly distributed across the general youth
population. Moreover, some groups of young people ‘'a risk' may not be included in school-based
surveys. It is unusua for harmful substance use to arise soldy as a result of peer influence and in the
absence of a pre-existing mgor vulnerability (Hedth Advice Service, 1996). There is a developing
consensus regarding the groups of young people who are at particular risk. Among the most vulnerable
are runaways (Kipke et al, 1997) the homeless (Flemen, 1997), young offenders (Hough, 1996), truant or
school 'drop-outs' (Miller and Plant, 1999), those in care (Ward, 1998), young people with concurrent
mental health problems (Buksetin et al, 1998) and those with co-existing conduct disorders (Whitemore, et
al 1997). In addition, Mdrose and Brodie (2000) reported that young women, compared to maes of a
smilar age, had more problematic and more frequent drug use, initiate drug use at an earlier age and are
more likely to be injectors. These vulnerable young people are likdy to require interventions from avariety
of agencies and professionals to respond to their multiple needs, yet they are faced with a dearth of
speciaist substance use services.

PROBLEMS PRESENTED BY ADOLESCENTS ENTERING TREATMENT

The patterns, length and intensity of drug consumption among young users entering treatment are
considerably different from the patterns of adults. According to US data over haf of the adolescent drug
users seeking treatment report cannabis as their primary drug, and an additional 20% use cannabis as a
secondary drug. Over one third used daily (Weinberg et al, 1998). In understanding adolescent drug use
one must go beyond the primary drug reported. Most compulsive dedicated users — particularly those
requiring treatment - are multiple drug users. Due to the redtrictions in age range, adolescents have an
earlier onset of substance use and a shorter duration of substance use than adults entering treatment.
Similarly, adolescents have less time to experience deterioration in role functioning, (Stewart and Brown,
1995) and have less time to encounter maor problems related to their acohol and drug use (Filstead et al,
1989). Despite these characteristics that may limit the manifestation of alcohol and other drug related
problems, adolescents have been shown to have a rapid progression from experimentation to problematic
use.

Adolescent drug users who seek or are referred to treatment usudly present with a multiplicity of
problems beyond drug use per se. In any attempt to treat adolescent drug users, attention must be given
to these underlying problems and usudly to the family situation as wel. Family problems are dso high on
the ligt of problems reported by adolescents entering treatment; other problems are school-related

problems, legd problems, and emotiond or psychiatric problems.
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TREATMENT FOR ADOLESCENT SUBSTANCE MJSUSEKS

Few drug treatment programmes in this country are designed specificaly to serve adolescents. Thus, many
young people are requires to access treatment through adult services. Unfortunately there are no data
available illustrating where adolescent substance misusers go for treatment. The National Drug Treatment
Reporting System's annua reports do not include an andyd's of data by age groupings.

Both the US® and the UK* have developed treatment protocols/guidelines for adolescent drug users,
which oudine the importance of basing treatment decisons aong a continuum of severity. Accordingly,
treatment interventions should range from minima interventions to long-term residential treatment,
depending on the nature and severity of the presenting drug problem, and related issues. More intensive
treatment services should be devoted to youth who show signs of dependency - that is a history of regular
and chronic use, with the presence of multiple personal and socia consequences and evidence of an
inability to control or stop using substances (Winters, 1999). However, an .individuals should never be
placed in intensive treatment, such as resdential treatment, unless they have had previous treatment. In
short, the degree of substance involvement is an important determinant to treatment, as are any coexisting
disorders, the family and peer involvement, and the individud's stage of mental and emotiona
development. Nonetheless, in both the UK and the Netherlands, the overriding principle of treatment
placement is 'least intensive treatment first' approach. A working group established by the National Drug
Strategy are currently developing a protocol/guidelines for the treatment of under 18 year older with

serious substance misuse problems in Ireland.

There are ranges of psychologicd therapies (i.e. counsdling, brief interventions, individual psychologica
therapies - such as cognitive and behavioura approaches) and pharmacologica therapies, which are
utilised in the treatment of adolescent drug users, which have been reviewed esewhere (Hedth Advisory
Service, 2001; Crome, 1999; Catadlano et a/, 1991). In the US, treatment programmes for adolescents
usudly take the form o* the 12-step approach or family therapy. However, there is a notable lack of
resesarch on 12-step based programmes for adolescents, which for nearly three decades have been the
most prevalent mode of treatment in the US (Winters, et al 2000). Severd well-designed studies of adult
substance misuser treatment programmes have yielded findings strongly supporting the efficacy of 12 Step
orientated programmes (Ouimette et al, 1997; Moos et al, 1999). However, few studies have examined the
efficacy of AA and Minnesota Modd programmes among young substance abusers (Kassdl and Jackson,
2001). Hazelden's Youth and Family Centre in Minnesota conducted a treatment outcome study of 480
clients who completed treatment in the mid 1980's. However, only 53% of the sample were contacted at 1
year after treatment when 46% reported no use of alcohol and 68% indicates no use of other drugs during
the follow-up time period (Keskinen, 1986). Harrison and Hoffmann (1989) conducted an outcome study
of severd residential adolescent treatment programmes, many based on the Minnesota Model. The study

3 The Treatment Improvement Protocol, Treatment of Adolescents with Substance Use Disorders (TIP - Series 32, US, DHSS
1999).

* The Substance of Young Needs: Review (2001). The Health Advisory Service.
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sample was 924 adolescents; 42% reported total abstinence during the 1year follow-up period and an
additional 23% reported using acohol and other drugs less than monthly. In addition a range of smal-
scale evaudions of 12-step programmes reported abstinence rates in the range of 50-60% (Winter et al,
2000).

More recendy Winter et al (2000) carried out an outcome study among '245 adolescents, 73% of whom
received treatment with a Minnesota Modd approach (resdential and out-patients) and the reminding
27% were on a waiting list. The study included samples of individuas who completed treatment, and
individuds who did not. The results show that overdl dgnificant reductions in drug use were found
among treatment completers compared to other subjects during post-treatment period. After a 1-yesr
follow-up, 53% of treatment completers were abstinent (combined abstinent and minor relgpse rate),
compared with 15% of the non-completers and 27% of the waiting list group. However, the research
found that adolescents who recelved outpatient trestment were more likdy than those who received
residential treatment to report abstinence at 1-year follow-up, 21.4% compared with 15.4%. In addition
the group who received residentiad treatment were more likdly to report lapses (the use of drugs one or
two times only during the year) than outpatients, 29.5% and 22.4% respectively. It was expected that
resdential care, with its presumed enhanced treatment offerings, would out-perform outpatient care.
Winter et al's study aso reveded the treatment retention was an important contributor to outcomes, and
indicated that short stays in treatment appear to result in no better outcomes than receiving no treatment
a dl. It should be noted however, that for some young people the treatment experience (even if not
completed) in their youth might indirecdy affect future drug use

Unlike 12-step programmes, family-based models, which are rdatively new, have been impressvely
evaluated with controlled studies; Such an approach to adolescent substance use is based on the view that
problems related to the whole family often find expression in a young person. Hence, an understanding of
the role of the family and, if appropriate, the need for proactive involvement is required (Crome, 1999).
Many treatment programmes work with the family members in a component called family-based therapy,
family-centred therapy or smply family therapy. Just as the names differ, so have the services differed
from one programme to another. According to Winter (1999) some family-focused interventions assume
that information about 12 steps philosophy delivered in the context of family trestment is sufficient to
affect die drug using behaviour of the adolescent. Other approaches, assume that the interaction within
the family and between important family members and other extra familid individuds is critica to making
change.

The mgor objectives of family-based models, regardless of the approach are to reduce resistance to
treatment, to re-define the substance problem as a family issue, to improve relationships with parental
figures, to develop strategies to change maladaptive patterns of behaviour and to maintain these changes
(Crome, 1999). However, Winters (1999) argues that much of what passes as family therapy has lacked a
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systematic and disciplined therapeutic approach, and does not reflect an understanding of family
dynamics. In addition such programmes frequently lack well-trained and experienced family therapists.
Nevertheless, several randomised clinica trials have shown the effectiveness of family-based approaches
in increasing client's engagement with treatment and in reducing drug use (Joanning et al, 1992;
Santisteban and Szapocznik, 1994; Liddle and Dakof, 1995). Moreover, this approach has been shown
experimentally to be superior to severa aternatives including peer group therapy (Joanning et al, 1992;
Liddle and Dakof, 1995) parent education (Lewis et al, 1990), multi-family intervention (Liddle and Dakof,
1995) and individual counselling (Henggeler et al, 1991).

Finally, for many young drug users achieving a brief period of abstinence is a readily achievable goal,
although maintaining abstinence or avoiding relapse poses a much greater overall challenge. The rates of
post-treatment relapse for adolescent's range of 35% to 85% (Catalano et al, 1991) and these rates are
based on results from studies using widely varying follow-up periods and methods of data collection.
Research has identified three types of variables, which affect treatment progress or treatment outcome
(Catalano et al, 1991). Firsdy, pre-treatment factors, which are variables such as age, and drug use prior to
admission to treatment. For example, although age is not consistendy a predictor of outcome, younger age
is associated with better outcomes in residential settings, while older age is predictive of superior
outcomes in outpatient settings (Hubbard et al, 1985). Secondly, during-treatment factors refer to variables
such as length of time in treatment, and programme characteristics, which exist during the course of
treatment. Thirdly, post-treatment factors are those, which occur following the completion of treatment.
These include drug cravings, lack of involvement in productive activities, and lack of involvement in

active leisure and they have been found to predict relapse among adults (Catalano etal, 1991).

SUMMARY

International research illustrates that illicit drug use by young people is widespread (Parker et al, 1998;
Miller and Plant, 1996;*Wright and Pearl, 1990). Moreover, alcohol and illicit drug use is increasingly
accepted as part of the youth culture (Parker, 1989). The available Irish data illustrates that alcohol and
tobacco are the most widely use drugs among young people. While cannabis is the most commonly used
illicit drug. From the available data it is not possible to determine whether substance use and misuse is on
the increase in Ireland. However, data from the National Drug Treatment Reporting System illustrates
that a proportion, abeit small, of the drug using population are adolescents and young substance
(mis)users. These young people have treatment needs that differ from adults. A review of the literature
illustrates that there is some evidence to suggest that the Minnesota Model and other Twelve step
approaches are successful widi adults, but far less is know about their effectiveness for adolescents as
studies comparing the effectiveness of such intervention with other treatment alternatives for adolescents
are rate. To date few dedicated adolescent treatment services have been established in Ireland, and in the
next chapter, the structure and content of the only adolescent residential drug treatment service in the

country will be detailed.
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3: Aidinn: Background and
Programme Structure

INTRODUCTION

Aidinn is the only non-hospital based residential facility in Ireland that is specificaly dedicated to treating
drug, alcohol and other addictions among young people. Aidinn is a subsidiary of Aiseairi Cahir, which was
established in 1983 by St. Eileen Fahey of the Mercy Religious Congregation and managed by a Trust and
Board of Managers. Previoudy members of the Mercy Congregation had a nursing role in staffing county
psychiatric hospitals, which included many alcoholics among their admissions. Aiseiri, Wexford opened in
1987 having been requested by the South Eastern Health Board who funded the building and the initia
training costs. Thus, Aiseiri operates three residential centres including Aidlinn, according to a particular,
non-community model of treatment that was originally developed at Willmar State Hospital, Minnesota
and was subsequendy refined at the Hazelden Foundation. It is known as the Minnesota or Hazelden

model and draws gready from the Alcoholics Anonymous (AA) 12-step programme.

AA 12 STKPS PItOGUAMMK

The AA 12 Steps Programme is essentially an international mutual support fellowship that is based on an
understanding of alcohol problems (and drug, gambling, and other relevant behaviours) as a progressive
illness or disease, and promotes recovery through abstinence and regular, voluntary attendance at
fellowship meetings. Such meetings are held at several locations: hospital, churches, schools, community
centres and treatment centres, depending on the society or community in which they are established. They
can be both open (non-addicts, friends or professionals may attend) and closed (members only). Closed
meetings involve members discussing and sharing their experience of addiction and working through their
programme of recovery. The felowship is considered as being particularly important in assisting
individuals in aftercare, that is helping them to sustain a changed lifestyle and adaptation to family, work
and community, following a period of intense treatment, which is provided separately by treatment
agencies, who utilise the 12-Steps or other programmes. Because of the importance of these 12 Steps in

the Aiseiri/Aislinn programmes, it is worth listing them here;

Step 1 We admitted we were powerless over alcohol - that out lives had become unmanageable.

Step 2 Came to believe that a Power greater than ourselves could restore us to sanity.

Step 3 Made a decision to turn our will and our lives over to the care of God, as we understood
Him.

Step 4 Made a searching and fearless moral inventory of ourselves.

Step 5 Admitted to God, to ourselves, and to another human being, the exact nature of our wrongs.

Step 6 Were entirely ready to have God remove al these defects of character.

Step 7 Humbly ask Him to remove our shortcomings.

Step 8 Made a lig of dl persons we had harmed, and became willing to make amends to them dl.
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Step 9 Made direct amends to such people whenever possible, except when to do so would injure
them or others.

Step 10 Continued to take persona inventory and when we were wrong prompdy admitted it.
Step 11 Sought through prayer and meditation to improve our conscious contact with God as we

understood Him, praying only for knowledge of His will for-us and the power to carry that
out.

Step 12 Having had a spiritua awakening as the result of these steps, we tried to carry this message
to acoholics, and to practise these principles in dl our affairs.

The Minnesota Mode incorporates this AA philosophy. Its application to Aiséiri is documented in an

evaluation report that was published in 1994".

SELTING UP AND I)EVKI,OI>IN<; AISIINN

The idea of setting up Aidinn was first proposed in 1994 by an Aisairi staff member, now current Aidinn
director, who was concerned that there was no smilar fadlity for young people. Through both her work
with Aiseiri, and her involvement in a schools education programme, she had become conscious of the
need for a response to youth drug and acohol addiction. She prepared a proposa for setting up a separate
adolescent residential fecility and presented this to the Trustees and Board of Management of Aiseairi. Four
main arguments were outlined in support of this proposal.

Firgt, it was argued that there was a widespread increase in adolescent drug and alcohol use potentialy
leading to mgjor problems including misuse and dependency. The problem of "chemical dependency" was
described as being at "epidemic level" and in support of this extracts from a number of locdised studies
were included in an Appendix?, and figures on the number of admissions to psychiatric hospitals by young
people for alcohol related problems were aso provided®. Second, Aisdiri and other adult treatment centres
provided letters in which mey reported that their programmes lacked success in deding with young people
primarily because they did not integrate well with adult groups and a more crestive approach to treatment
was needed. Third, a number of Gardai, judges, juvenile liaison officers and probation officers hed
indicated (by letter) the n:aed for such a fadlity*. Findlly, the directors of three diocesan youth services in

southeast region (Waterford, Cashel/Emly and Ossory) indicated (adso by letter) the need for such a
faclity.

! See reference - Leane, 2, Powdl ?-
2 These included extracts from the following:

1 Waterford Regional Technica College (undated) Survey on need for a Residentid Centre for Chemicd
Dependent Adolescent and Y oung Adults, (2 pie charts)

2 University College Cork and Cork Youth Federation (no date) Smoking, Drinking and Other Drug Use
Among Cork City Post-Primary School Pupils (survey concludes sgnificant polydrug use among young
people and advocates a comprehensive school and community education programme). _

3. Combined Action Gaway (1991) A Survey of Alcohol Use Among a National Sample of 2" year 2" leve
Students (indicates age of first drink is declining)

4. Roscommon Regiond Y outh Service (1993) Amoking, Alcohol and Other Drug Use.

% These figures showed that such psychiaric admissions increased from 78 in 1970 to 295 in 1992. However, the
figure of 295 first appearsin 1977 and remains high thereafter, and in fact reaches 346 in 1982.

* These indications were provided mainly a letter from one judge and a second letter from a Garda that included the
names of criminal justice professonas whom he had canvassed to support the proposal.
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Following the presentation of this proposal the proposer's religious community agreed to support her on a
study vist to the US, during which time she undertook sx week practice study divided between Hazelden
Y outh and Family Centre Minnesota, and CARON Foundation in Pennsylvania. Both organisations had
adapted the 12 steps approach to young substance misusers. This was a successful study visit in that it
helped confirm the application of the Minnesota Modd to young people. Also the extent to which she
was given open access to each éement of these programmes provided her with a strong bass for

establishing a similar programme in Ireland.

Arising from the visit a proposal for developing an adolescent treatment centre, as a separate entity under
the Trustees of Aisairi but managed through a subsidiary company, was presented. Aisairi, previousy used
this modd of establishing a subsidiary company to st up a treatment centre in Wexford. The proposal
was accepted and committed to in principle pending the location of suitable premises, the raising of
£200,000, securing Department of Health funding and cooperation and obtaining the support of the VHI
and BUPA. The findings from the US study visit were dso presented to the Leaders of the Mercy Sigters
of the Southern Province. Support was received from the Order in the form of freeing one member to
work unsdaried for three years on establishing the project. In addition the Mercy Congregation provided a
house in Ballyraggett, which is now the Aidinn Centre, and $40,000 to start fundraising. Findings were
subsequently presented to the Chief Executive Officers, and Programme Manager of the South Eastern
Health Board and they supported the project in principle. Many subsequent meetings followed with the
South Eastern Health Board representatives in the following three years. A joint meeting with the South
Eastern Hedlth Board, Mid Western Health Board and the Midland Health Board was held in early 1997.
Following that meeting, the Midland Health Board withdrew from the project and their place was taken
immediaely by the Southern Health Board.

Following the decision by the Mercy Congregation to provide a building in Balyraggett, the way was made
clear to appoint a Director, to establish a Board of Management, to engage in an intense programme of
fund-raising to assigt in the building's refurbishment and to initiate the treatment centre, which eventualy
commenced in 1998. It is evident that the Director's conviction and the charisma that she brought to her
role held great sway with the Board of Management and others and she succeeded in mobilising terrific
energies in support of the centre's establishment and development. In the main, the primary role of the
Board of Management was, and continues to be, resource acquisition and management. There are two
sub-committees. one deds with fund-raising and to date has raised over EURO 600,000 from non-
statutory sources, alongside an annua budget of over EURO 300,000 from statutory sources. The other
sub-committee dedls with personnel issues; recruitment, job descriptions, remuneration, and the

development of procedures for complaints and grievances.
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AISLINN STAFF

The Board has no involvement in programme design or monitoring and in effect this responsibility lies
with the Director and her counselling team. The Director's main initid training is in general nursing. She
has worked in midwifery in Ireland and in community hedlth in a developing country. For over fifteen
years now she has been involved in addiction work and was initidly motivated to be involved in this work
as a result of her concerns about a "revolving door syndrome" she encountered in the treatment of
acohalics in hospitals during her nursing training. She undertook training in Aiseiri, which was accredited
by Hazelden. She then worked for eight years in Aisari until she was assigned to develop and set up
Aidinn. The Director's responshilities are to give overdl direction and support to the programme, to
manage, supervise and support counsalling gaff, to leed counsdlling team meetings and discussions, to
work aongsde an administrator and to report to the Board of Management. Alongside these management
responsibilities, the Director adso plays a prominent role throughout the programme, for example
facilitating group work and family work, in which she takes a particular interest.

Working aongside the Director is a senior counsellor, who has overdl responsibility for the counsdling
team during the Director's absence. Like the Director, the Senior Counsellor was trained through a
Hazelden accredited course in Aiseairi and has four years post-training experience. Next to the Director she
is the most experienced (in terms of post quaification years worked) member of the counsdling team.
Remaining members of the counsdlling team (n=?) adso have smilar recent Hazelden training and Aidinn
now currently has counselling trainees (n=?) on Hazelden accredited programmes. The Hazelden training
dearly provides an important foundation for integrating with and sustaining the programme and daff
speak very favourably about its "powerful impact” and the influence it has had on "persona change." A
number of staff members formerly had problems arising from drugs or alcohol misuse and are currently in
recovery. They are quite open with respect to this and generdly speaking being in recovery is viewed as an
important asset to the programme. Moreover, this information is not withheld from programme
participants. As one counsellor said;

The lads know | am in recovery because they ask and they get told on that basis

In addition to the direct counsdling teem there is a screening worker who undertakes
screening/assessment interviews and aso liases with referrd agents and families: a recreational worker and
a child care worker who oversee a socid and recregtional programme; and four night assstants who
supervise overnights. The Centre aso has a chef and a gardener.

On the adminigtrative side there is a Centre administrator who manages accounts and accounting
arrangements/relationships with hedth boards and other funding bodies. The Centres secretary
undertakes reception and general secretaria duties. As the firg point of contact she also processes initid
gueries in relation to referral, admission and genera information.
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ProcrAanat Priosorin

As previoudy stated Aiseiri and consequently Aidinn, are based on the Minnesota Model, characterised by
the use of the 12-steps philosophy of AA as a foundation of therapeutic change. Accordingly, the
treatment god is total abstinence from mood-atering substances and improved qudity of life. Implicit in
thisview isthe notion of chemical dependency, that is individuals who are dependent on one particular drug
or class of drugs should abstain from al drug use, for fear that they risk relgpse to their drug of choice, or
transfer their addiction to another substance. Aidinn, retained the main therapeutic components of the
parent Aiseiri programme, therefore treatment components include group therapy, individua therapy,
family therapy, lectures about the 12 Steps of AA, and a series of AA-based readings and assignments and
working through the firg five steps of AA. Thus, while in residentia treatment, the step work undertaken
by the young people focuses on the fird five steps of recovery. In lay terms this involves (1) admitting to
the power of substances to make one's life unmanageable, (2) believing there is hope for change if you let
yoursdf be helped, (3) learning from the advice of others as you explore making different decisions about
your life, (4) taking an in-dept mora inventory of one's life and (5) discusing your past wrongs with a
peer, counsellor or sgnificant other (Winter et al, 2000). These steps are intended to increase the youths
recognition that their substance misuse involvement is causing problems in their life, that a significant life-
dyle change is needed to reverse the current problem, and that support for change can be drawn from

severa sources in one's home and community.

In recognition of the fact that the needs of adolescent substance misusers differ to adults, Aidinn
developed its own way of deivering the programme, which is adolescent friendly, and includes
recregtional and creative components. For example, dl programme participants are required to get
involved in recreation, which depending on the weather is carried out outside or in the main building.
Participants either play team games such as football, or they do a work out, or circuit training. Other
aternative aspects to the programme include art and psychodrama. Outside facilitators are brought in to
supervise these groups. In addition a teacher comes in to do career guidance work with the young people.
Furthermore the programme is two weeks longer than Aisaixi's four-week programme and residents in
Aidinn are within the 15-21-age range, whereas Aisairi residents are of dl adult age groups. Because of its
younger age group, the Aidinn programme is conscious of additiona care responsbilities in relation to
minors, who are never left unattended, and these responsibilities dso arise in relation to communications
with residents' families.

Despite these differences, which are manly of a practical nature, there are no philosophical differences
between the two programmes. The approach adopted by Aidinn endorses the disease model of substance
dependency, which represents an explanatory concept encompassing socia, psychological, spiritual, but
predominantly biologica dimensions of alcohol and drug dependency (Sheehan, and Owen, 1999). Thus,
like Aisairi, Aidinn identifies addiction as a disease characterised by gradual loss of control over acohol or
drugs and subsequent deterioration in addicts physical, emotional and mental health:
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It (addiction) hits indiscriminately and is termina and smilar to diabetes. It has to be

managed each day and, like cancer, it has a remisson and the only difference being that a

person in addiction can chose how long they can stay in remission”,
From the disease model perspective, individua addicts, it is asserted, have no control over their addiction.
Moreover, substance dependency is a chronic and progressive condition, with no cure. Therefore the view
isthat it is particularly important to treat young people at an early age. While their exposure to acohol and
drugs provides a great dedl of pleasure and does things for them that they have never experienced before,
they are nonetheless losing their sdf-confidence, losing their sdf-esteem and becoming incressingly
conscious that that they are headed for trouble. Providing an effective treatment intervention while they
are dill young, can mean that they begin to understand their disease, addiction, and rediscover their
confidence in overcoming their problems. Most of the young people treated in Aidinn for substance
misuse had no understanding of the 'disease concept of addiction' prior to attending the centre,
consequently they did not understand their behaviour. As one counsellor said;

A lot of the lads fed looked-down upon and week-willed. Whereas they"are not: they are
diseased and need to be treated on this basis the same as anyone who has this disease.

While there is no cure for addiction Aidinn, like dl 12 Steps programmes, emphasises the fact that
recovery is possible. However, recovery can only be achieved through abstinence, which is Aidinn's
fundamenta treatment godl.

We promote abgtinence: the way to avoid theillnessis to stay abstinent.

The achievement of abstinence, it is believed, can be supported through a lifetime process of spiritua
awareness and personal insight, respongibility and change. In this sense, spiritudlity is not considered a
prerequisite for recovery, athough on admission clients are asked about their spiritual understanding. It is
believed that individual 'addicts need to acknowledge an external power and to reach out to this in order
to make the changes that are needed in their lives.
In order to recover you need to look outside of yoursdf. Addiction is linked to being in
control — recovery is acknowledging that there is something outside of yoursef.

Thereis a process here and people just change. It has alife, philosophy, and spiritudity of its

own and when you give it your al it seems to work.
Making recovery work involves taking persona responsibility. Although addiction is considered an illness,
it has wider family and socid consequences and the only way addicts can change the effect of their
addiction on others is for them to take responsibility to change. This emphasis on individual responsibility
to change is a fundamenta principle in Aidinn's overall philosophy and provides everyday guidance to
gaff in the therapeutic direction of their work with residents.

> Unless otherwise stated quotes in this section are from members of Aidinn Stef
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PROGRAMME OPERATION
The main operational component of Aidinn's programme is to provide an induction for young substance
misusers into lifetime recovery. Such induction is undertaken through an intensive, concentrated six-week
resdence. In the initid stages of designing a programme some consideration was given to non-residentia
options or possihilities, such as day treatment. However, there was a sense in which the residential option
became inevitable. The initiative had come manly from someone who had dready spent eight years in
Aisari and who believed it was possible to make the Aisari resdentia programme work with young
people, in a separate setting. With evidence, gained from this US study vist that residential programmes
seemed to work esewhere; there was a clear momentum towards trying this approach as distinct to any
other. The reddentid component it seems is paramount: it is the foundation from which other
developments happen rather than the other way around. It is considered “critical" as it provides young
people with "time apart” to look at "redity with new eyes'.

They need time out in a new environment, avay from the environment in which they are

under so much pressure ...the addicted person has logt dl self-worth and they rebuild it here

and it is only through this process that they begin to look at themselve_s in a positive way.
ADMISSION
Entrance to the programme is through a referral and screening procedure. As there is no uniform funding
arrangement between dl hedlth board areas, there are variations in the detail in how individua referras are
made. Usudly, nominated addiction counsdllors from the hedlth boards, which have referral agreement
contact Aidinn to make a referral, which is subject to funding confirmation by an authorised senior
manager. Alternatively, referrds can be made direcdy by parents with respect to either private funding
(either insurance or direct payment) or subject to further negotiation with respective hedth boards. The
Probation and Wefare Service, G.P.'s, and Gardai dso make referrals to Aidinn (see Chapter 4).

Following authorisation or funding agreement, a screening interview is scheduled for the prospective
client and their parents/guardians. Parents are present throughout the interview, except in Stuations
where a prospective resident requests a separate interview. The screening interview usudly last one and a
haf hours and focuses*on a range of topics. family, acohol and drug (mis)use, the consequences of
substance misuse, involvement in dedling, school, work, spending and involvement with other sarvices.
Questions are dso asked about mental hedth history, violence history, legd history, psychosexua history,
friendships and spiritual history. The main focus of interview is a person's alcohol and drug (mis)use and
how it impacts on areas of their lives. The screening interview is however, rdatively informa, and the
young person is encouraged to be open and honest, as are the parents/guardians. This screening is
conducted with the assistance of a brief schedule and the Jelinick diagnostic chart (which conssts of
behavioural items). These instruments are however, not vaidated and therefore not reliable. There is dso
doubt concerning the diagnostic vaue of the Jdlinick in determining dependency. Generaly, as a result of
the screening interview the next available admission to the programme is offered. The young person is

shown around the house before they leave, however, they are not able to meet and tak with the other
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residents due to confidentiality. On a few occasions prospective residents have been told that they may

not be appropriate for admission.

In preparing for admission clients and parents are issued with booklets that comprehensively outline the
programme procedures and policies and various processed for dealing with admission, client-family

communications during residence and discharge.

DAILY ROUTINES

Once admitted onto the programme clients proceed to adapt to a highly structured programme of therapy:

It's very structured here: most of the time the residents would be in structured activity, so
only now and then would there be a free fifteen minutes.

Table 3.1 Typical Daily Routine

Time Residents Staff
8.00 Breakfast <
8.30 House Chores > Staff Handover (nighl staff)
9.00 Meditation
9.30 Free lime - Reflection/daily planning
M eeting/handover
10.00 Group Therapy Group Therapy
Family Session (Weds) Family Session (NX'ed
1J.30 Free Time/Cigarctic Bresk Individual appointments
1145 12 Step assignments- individually Assigt in 12 step assignments
12.20 Cigarette Break
12.30 Lunch
13.30 Free Timc/Cigarcllc Bresk Staff Handover
13.45 L ecture/Family 1 .eciure(Weds) Lecture/Family Lecture (Wed)
215 Cigarette Bresk :
14.30 Recreation/Art/Family session (Weds) File Management/Family Session(Weds)
Family-Visit (Sun) | ndividual appointments
16.00 Shower/Free Staff Handover
16.30 Group Therapy Group Therapy
Oriental ton Group Orientation group
17.30 Free Staff Handover
18.00 Tea
18.30 Free "Time
19.00 Big Book Reading Big Book Reading
"I'tealinen | Plan Keview "1 red meni Flan Review
19.30 Cigarette Break
19.45 12-Step Assign men | - Individually Assist with Step Assignments
Video (Friday. Saturday. Sunday) Jndividual appointments
20.20 Cigarette Break
20.30 Reflection Sheet Supervision of Reflection Sheet
21.00 ' Meditation
21.30 Board Games /Mass (Saturday) Handover to Night Staff
22.30 Bed
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The programme differs to more familiar (for drug use) Therapeutic Community (TC) programmes, whose
resdentid component is usudly 12 months or longer. Unlike TCs, Aidinn does not incorporate routine
housekeeping and house maintenance duties as an integral component of daly therapy and treatment.
Rather, the daly routine is focused on structured one-to-one counseling, group therapy, group
information sessions on the programme's overal philosophy, and instructions on the 12 Steps. Thereis a
socid and recreational dimension, but this is grictly timetabled. Residents have no access to distractions
such as the radio, the televison or newspapers and they are not alowed tape recorders or books. On
weekend nights they can view videos that are sdlected from a limited collection of general releases

THERAPEUTIC FOCUS
Like therapeutic communities, the therapeutic focus in Aidinn is directive, and at times confrontational.
Staff routines are highly structured and there is constant attention to 24-hour client supervision; knowing
where everybody is; and monitoring changes in patterns of behaviour and cgmmunication.

Supervison of clients would be a big thing: constandy doing a head count - dways

wondering what are they up to. I'm sure clients do find this intrusive.
On a daly basis there are four gaff changeovers during which there is an exchange of information in
relaion to residents adherence to house rules, their generd mood and attitude, their interaction with
peers and gaff, and their progress in achieving therapeutic objectives.

Most of them have little understanding of rules and boundaries and attending with them is

making sure they stay aware of our expectations.
Therapeutic objectives are agreed with clients following consultations - a intake and in subsequent
individual and group sessions - but are fundamentaly guided by the programme's philosophy.

Our objective is to help residents to give up mood-altering chemicas and dso to give up

their lifestyles, to change those character defects and failings that get them into trouble and

to give them light and hope.
The programme rather fhen the individual client therefore, primarily governs the determination of need or
desired outcome. Provided client ams he within the parameters of the programme's main tenets, or have
the potential to do so, they can be agreed. In effect, during the early stages of the programme, residents
are being inducted into a philosophy as much as into treatment/recovery:

(We are) promoting a theory with them rather than reflecting on a life experience.

Following agreement, clients receive a great ded of affirmation and encouragement. Each client has a key
worker who, in addition to working with the client in groups, is aso regularly working in one-to-one
sessions, re-assuring them and helping to keep them focused on therapeutic ams and goas. Their
progress is discussed at staff meetings and changeovers thus contributing to continuity in attention and
treatment. If a dlient indicates awillingness to explore aspects of their addiction during a morning sesson
there is continuity in keeping them focused on this through the afternoon, the evening and the next day if
necessary. Consequently there is a strong sense of being able to witness, acknowledge and share an insght,
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a change or an achievement, particularly among other clients. Such developments generate grest
enthusiasm and help fulfil the programme's belief in a spiritual component.
Somebody has had an interna struggle for so long that findly they are able to reach out:
reflecting something out there that is bigger than dl of us.
If however, a client is unable to accept their addiction, their lack of power over it, or to seek a higher
power in overcoming it, and make a commitment to a lifetime of abstinence, there are difficulties or
complications in reaching agreement about their aims and in sustaining their therapy. They may need to be
"cgoled" or "confronted" in order to bring them the extra step towards programme adherence. While
these difficulties cause some discomfort, for daff and residents dike, there is aso a view that most
individua progress is often made during such encounters. Ultimately, falure to achieve progress or
programme adherence can result in what is referred to as a therapeutic discharge, whereby clients are

asked to leave the programme for the reason that they are not yet reedy for it:
Maybe they weren't ready: they might need to hurt more

Other discharges are usudly the result of direct client request (againgt staff advice) or at the request of
daff as a result of serious breaches of rules.- Procedures for deding with dl discharges or other disciplinary
meatters are clear, written and adhered to.

Importandy, the programme has a nurturing function in relation to residents. Many come with little
nourishment and some lack socid skills or have lacked recent opportunities for warmth in family or socid
relationships. Staff spend a lot of time, particularly during medls, sitting and talking with residents,
encouraging them, affirming them and reassuring them.

FAMILYINVOLVEMENT

Family involvement is a crucid component of the programme. From the outset families are part of the
referra and intake process, Family members are then required to attend the family programme, each
Wednesday from 10am to S5pm for the Sx weeks of resdential trestment, and to make a socid vist on
Sunday afternoons. Parents are asked to Sgn contracts in advance of admission committing themsalves to
this level of involvement Parents are o requested not to take alcohol or drugs during the course of the
gx-week programme. The emphasis on family involvement is in recognition of the consequences of young
persons addiction on family members and the need for members to support and adjust to an individua's
recovery:

Addiction is recognised as a family illness: family adjusts to cope with the illness. Family has

put 99% of their efforts into the addict. Family needs to learn about addiction and

themselves and what they need to change in order to dlow the addict come home.
The family day consists of lectures, family conference, joint group session, step work and education
sessions for parents and concerned others. The purpose is to help support the family and client during
transient from addiction to recovery, helping them to bresk down defence mechanisms, and to improve

communication. The family programme over the 9x weeks consists of the following;
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*  Introductory Lecture
Individuals Family Sessions
Group Family Sessions
First Step session
Home Contract and review of relapse track
Evening session - educational
* Lecture Tweve steps
Sdf Help groups
Effects of Addiction
Effects on the whole family
Effects of addiction on the addict
Relapse, coping with resident going home
Spiritudity.

Generdly, the focus in these sessions is on exploring resident's alcohol and drug history and sharing and
reviewing their progress, while a the same time keeping families informed of the philosophy and thinking
behind the programme. In family therapy sessions residents share the details of their drug history while
parental knowledge and understanding of these is dso darified. Residents account for how they are getting
on in their 12 Steps; sharing their personal insights and commitment to change; and exploring how their
return home and aftercare is to be managed. Throughout these sessions there is a strong emphasis on
communication. In particular, saff facilitate resdents to express their idess and understanding of their
addiction to their families, and to help them include their voice. Staff dso facilitate family members to ask

questions, to seek clarifications or add other insight or other information to the process.

Am HIU:AUK

Another key element in this programme is its focus on aftercare. As dready outlined, the main objective
of the residentiad programme is to induct young people with alcohol and drug problems into recovery,
which is a lifetime commitment to remaining abstinent and participating in a 12 steps fellowship. By way
of supporting ex-residents into continued recovery, Aidinn has set up specia two hourly weekly aftercare
meetings in four locations: Kilkenny (Aidlinn), Dublin, Cork and Limerick. The young people are required
to attend the aftercare for two years, following their residentia treatment. These meetings follow basic AA
principles except that they dso include trained facilitators who are themselves in recovery. On a monthly
basis a combined aftercare group for the young people and parents is held and there is dso a separate
monthly meeting in Aidinn, which is for family members only.

S'MMAUY

The Aidinn Adolescent Addiction Treatment Centre was established out of recognition that young
substance misusers have treatment needs that differ from their adult counterparts. To this end it was
considered necessary (and in accordance with good practice) to establish a Centre specificaly for young
substance misusers. The 12 Step Minnesota Mode approach is one of the most widdy practices
approaches to treating serious substance misusing adolescents in the US (Winter & &/, 2000; HAS, 1999).
The Aidinn Adolescent Addiction Treatment Centre uses the basic tenets and philosophy of the
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Minnesota Model however the programme has been modified somewhat to cater for the needs of young
substance misusers. As outlined in the previous Chapter few outcome studies have been conducted on
this treatment approach, and those that have show favourable outcome results for adolescents. However,
it is difficult if not impossible to extrapolate on the bass of the research findings, as programmes will vary

to the extent to which they adhere to the Minnesota Model, which at its core emphasises life-style changed
organised around the AA philosophy.

In the chapter the programme structure, content and philosophy has been described in some detall. As a
Minnesota Model programme the Aidinn Adolescent Addiction Treatment Centre combines the
principles of the 12 Steps of AA and basic principles of psychotherapy. Chemica dependency is treated as
a primary disease with the prescription of abstinence. All clients are involved in a range of treatment
components that span the Sx weeks of the resdentiad programme. Treatment components include group
therepy, and individual counsdlling, family therapy, lectures about the 12*teps, a series of AA based
readings, occupational and recreationa therapy. Step work focuses on the first five steps of recovery. In
addition, families are required to attend sessons on a weskly basis with other family members. Group
therapy, lectures and contact with other fémilies and daff offer the participants both information and
support. At the conclusion of the residential component of treatment, the young people are expected to
enter two years of aftercare. Its purpose is to continue the treatment process, providing ongoing
assessment of the young persons progress and assistance as needed. In the next Chapter, the intake

characterigtics of the population of programme participants are outlined based on programme records.
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4: Aislinn Client Profile

Data were collected from client screening and assessment forms, in relation to dl young people who
presented a and were accepted into the Aidinn Adolescent Addiction Treatment Centre from October
1998 to August 2001 (n=264). The data was entered into an Excel spreadsheet and anadysed by SPSS. The
data obtained are based on client's self-reported behaviours and provide a comprehensive description of
the treatment population at Aidinn. The data presented here represent the total treatment population for
the period under investigation; percentages are based on vaid responses adjusted for missing data. Missing
data includes information not collected and non-responses by clients.

SOCIO-DEMOGRAPHIC ~ CHARACTERISTICS ~ OF  POPULATION
Twenty eight percent of the population were femae (n=74), the remaining.72% were mae (n=190). The
average age of clients a the time of entering trestment was 17.6 years (Sd=1.6; range 1521 years). Andyss
reveded that there were no significant gender differences in the age of programme participants. The mean
age for femades was 17.4 years and the mean age for maes was 17.7 years. Figure 4.1 illugtrates the age
distribution of clients, and show that there were some gender differences in diis regard. It illustrates that
9% of the population were 15 years of age a the time of entering treatment; femaes were dighdy more
likey than mdes to be in this age category (11% Vs 8%). Sixteen percent of the population were 16 years
old, and there were no gender differences in this regard. Twenty seven percent of the femdes were 17
years compared with 21% of the maes. Femae respondents were less likdy than their mae counterparts
to be in the higher age categories, 18 years (18% Vs 21%) 19 years (14% Vs 16%) 20 years (12% Vd44%) and
21 years(1%V s4%).

Figure 4.1 Age Distribution of Population by Gender
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Table 4.1 County of Residents
f:umnl)‘ ol Number  Percentape
Residence n Y
Carlow il |
Clare Ui

(.ork 37 | 4
Dern | 5
Doyl | 1.3
1Dre !g:I\mI,l | 1.5
Dublin 26 o
(_;'.'II\\"'.I_\ T 3
I"-;t‘l‘l‘}' 7 3
Kaldare G 2
Kilkenny 21 b
L aois 3 |
lennm 2 I
lamerick ] 7
London/LK 2 |
Longford | N5
I\rlil_\'fl | 1.5
Meath J 15
Navan 2 |
{)I‘I-}III 3 |
Sligo 2 I
'I'i|1"u-1'::1 \ 55 21
Waterford 20 7
West Meath 2 I
Wexford 12 q
Wicklow £y 2
Tortal 204 101)

Table 4.1 illustrates the county of residents of programme

participants. It shows that the highest proportion of clients
were from Tipperary (21%), followed by Cork (14%) Dublin
(10 and Kilkenny (8%). The health board areas in which the
programme participant resided were also recorded. Figure 4.2
illugtrates that 40% of clients were residing in the South
Eastern Hedlth Board (SEHB), 18% where in the Southern
Hedth Board area, and 17% in the Midwestern Health Board

aea

Figure 4.2 Health Board Aress of Programme Parti cipants
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The occupation of dl participants immediately prior to their entry into treatment was recorded. Table 4.2

shows that over hdf the programme participants were unemployed (56%), 17% were employed and 13%

were dill in school. There were some minor gender differences in reported occupation. Femae clients

were proportionately more likely to be unemployed than their male counterparts (58% Vs 56%). They were
dso however more likdy to be ill in school (16% Vs 12%). On the other hand, mae clients were

proportionately more likdy to be on a Youthreach programme (10% V's 129 or doing an apprenticeship

(6% Vs 1%). There were no gender differences in reported employment.

Table 4.2 Occupation of young people (prior to entry into treatment).

Occupation

Hniployed
Unemployed

In School
Collcgu/Tliird level
Apprentice

FAS course

Youth Reacli

Total

Made
30 17
100 56
22 12
Yl
11 6
AN
10 6
17) ion

Female
n Yo
198 Wi
41 5«
11 16
2_ 3
1 1
3 A
1981
71 100

Total

[}]
(1]

17
56
13
2
5
3
°
100

2

9
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Table 4.2 illustrates that only 13% of the young people were ill in school (n=33). The average age a
which the remaining clients left school was 155 years (Sd=144; range 819 years) and there was no
sgnificant gender difference in this regard. Of those who had left school (n=229) 39% Ieft without any
quaifications (n=89), 44% left school having completed the Junior Cert (n=98), and 17% had completed
their Leaving Cert (n=37). Of those that completed the Leaving Cert 24% had commenced some type of
post-leaving course. Due to the relaively low leves of formd education, it was not surprising that 17% of
the population sdf identified some learning difficulties. Four percent reported that they were dydexics,
3.5% reported having problems reading, an additiond 9% reported problems with both reading and
writing, and 1% reported having been diagnosed with ADHD (Attention Deficit Hyperactivity Disorder).

The living circumstances of dl the young people prior to entry into treatment were recorded. The mgority
69% reported that they were living with their families. An additional 16% reported living with one of their
parents, in the mgority of such cases (80%) this was their mother. Three percent of the population
reported living with another family member, 1% reported living with friends, 3% were living on their own
in aflat, 2% reported living with a partner, 1% wtre in care, and 2% were homeless. Findly 3% reported
other forms of accommodation immediately prior to treatment including probation hostels, secure units
(Oberstown) and detox units.

Ditiic; ANI> Al.CONOI. I1SK

All young people were asked about their alcohol use. The mean age a which the clients reported first
acohol use was 12.8 years (S=1.74 years range 6-18 years); there was no gender difference in this regard.
Data were not avalable on the age at which problematic alcohol consumption commenced. The most
common drink consumed was lager (53%) followed by cider (32%0), however, it is likdy that the young
people consume a range of different types of alcohol. Figure 4.3 illustrates that over hdf the client

group reported consuming acohal in the

Eigiire:4:ask-a5t eonstimed;dleonal week prior to entry into treatment, and one

> 6 months

ne third of the young people drank acohal in

1-6 months
12%

the month prior to entry into treatment.
Only 17% of the population reported that
the only substance they used was acohoal,
the remaining 83% used a range of other
substances.

Data were recorded on young peoples sdlf-reported drug (misjuse. The mgority of young people (83%)
reported poly drug consumption that is the (misjuse of three or more substances. Information was only
collated on a maximum of three primary substances used prior to treatment. Therefore, the data presented
does not relate to lifetime prevalence of drugs consumed. Most of the young people will have, in the

course of their drug using careers, consumed a vast array of different drugs, however, in many instances
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their use would have been experimental, or their substance of choice will have changed over time. The
data contained within the screening/assessment forms did not permit an accurate analysis of dl substances

consumed in the course of drug using careers.

) Table 4.3 Self Reported Drug Used
Table 4.3 illustrates the totd number of

= iz Total Primary
programme participants who reported the use of Sl 3 m';_, : mf}
eech drug type. For example, it shows that 91%  Cannabis 238 91 180 69
- XTC 200 77 LA 7
of the programme participants reported the use
prog RECLGIRENLS (R0 Amphetamine 130 50 4 2
of cannabis, over three quarters of the [SD 24 9 -
S rol 2 \_‘ s
population reported the use of XTC and 50%  F1eroit ek L
Cocaine 22 8 L
reported the use of amphetamines. The second  Inhalants 12 5 3.1
- Benzodiazepines 11 4 o
gl s (e Rieggme eigRets Tranquillisers 9 3 I 0.33
primary drug of use. In this instance primary Methadone ;6 2 1,833
. At s 4 0.33
drug is defined as being the most frequently consumed O”"’.r DpatEs Y1 1 035
Magic Mushrooms 4 2 F S
drug, as opposed to the individuds drug of  Alcohol - - 44 17
None

choice. For example it shows that 69% of the
programme participants reportedly use cannabis most frequently, 17% reported using alcohol most
frequendy, and 3% of the programme participants reported using heroin most frequendy. The most
notable differences between the two columns are in related to X TC and amphetamine consumption. This
is largdy due to the fact diat XTC and amphetamine users rardly consume these drugs on a daily bass,
rather use is confined to weekends, and cannabis or alcohol is consumed more frequendy. This is not to
sy that the preferred drug is the most frequendy consumed.

The average age a which young people initiated use of-their primary drug was 13.6 years (Sd=18 yeas
range 7-20 years). Andysis reveded that age of onset of first use varied across drug type. The mean age of
fird use of acohol was 13.7 years (S=1.6 years range 9-16 years), the mean age of firs use of cannabis was
135 years (S0=16; range 7-18 yeas) and for XTC it was 153 years (=2 yeas range 12-20 yeas).
Unfortunately there were no consistent records kept of onset of misuse, or problematic use, therefore the

vaue of the data are limited. Figure 4.4 illustrates when the programme participants last consumed their
primary drug. It shows that 47% use their

primary drug within the week prior to Figure 4.4 Last consumed Primary
Drug

entry into treatment, 39% reported use in
the month prior to treatment, 12%

reported last using between 1-6 months
prior to treatment and 2% last used their
primary drug more than 6 months prior to
treatment.
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. [ Figure 45 illudrates the pattern of use of
Figure 4.5 Pattern of use of Primary

Drug programme participants primary drug. It
shows that 72% of respondents reported

using their primary drug daly, 9% reported
weekend use, and the remaining 19% reported
use 4-6 times a wesk. Analyss revealed that
pattern of use varied across drug type. For
example dl of the heroin misusers reported

daily use, as did 82% of the cannabis misusers,
and 54% of the adcohol misusers. On the
other hand, 56% of the XTC misusers and 50% of the amphetamine misusers reported weekend
consumption. While the vaue of this data is limited, it dearly illustrates that the mgjority the young people
in the Aidinn Adolescent Addiction Treatment Centre are poly drug misusers, consuming a range of
substances, and that patterns of consumption varied markedly across drug type. In addition, it is worth
noting that 32% of the young people reported that they have had an accidenta overdose, and this was not
associated with gender or age.

ANTI-SOCIAL Hti-iAvioui<
Some information was available on the anti-socid and offending behaviour of the young people who had
been accepted onto the programme. All young people were asked in the assessment procedure whether
they had ever stolen for drugs. Figure 4.6

illustrates that 84% of the young people Figure 4.6 Have you ever stolen for drugs
reported that they had, however 21% stated
that they had only ever stolen from their

family. There was no sgnificant gender
difference in this regard, although the young
women (22%) were more likdy to state that

they had not stolen for drugs compared
with their mae counterparts (14%). In
addition dl the young people were asked
whether they had ever 'dealt drugs, the mgjority 69% reported that they had. However, no clear definition
of deding is provided. In many instances the young people bought drugs for themselves and their friends,
and it would appear that this was considered dealing. However, as will be seen below, a small proportion
of the young people were involved in more heavy end deding, and had charges pending for possession
with intent to supply. Andyss reveded that there was a significant gender difference in sdf reported
deding (x* =33.33; df=l; p<0.01). Three quarters of the young men reported this compared to 51% of the

young women.
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Almogt three quarters of the population (73%) reported that they had been arrested. There were highly
significant gender differences in this regard (¢ =21.6; df=l; p<0.01). Just over haf (53%) of the femde
participants reported having been arrested compared with 81% of the mde participants. The average
number of arrests per person was 8, however 19 individuas reported in excess of 20 arrests. Programme
participants were aso asked whether they had ever been arrested for assault, and 38% of those who had
been arrested (n=72) reported an assault-related arrest. Surprisingly there was no significant gender
difference in this regard, with 32% of the femdes who had been arrested reporting an arrest for assaullt
and 39% of their mae counterparts. The vast mgority of the young people arrested for assault (94%)
reported being under the influence of drink and/or drugs at the time of the incident.

Thirty Sx percent of the population reported that they were on probation at the time of presenting for

treatment. While gender differences were not datidticaly sgnificant, the young men (38%) were

proportionately more likdly than the young women (29%) to report this.
Table 4.4 Charges Pending

Just under hdf the population (49%0) reported that they

Charges H ] ] ]

Possession 19 19 had charges pending at the time of entering treatment.
Possession wilh inlenl o supplv- 9 9 The young men (58%) were significantly more likely
Drunk and Disorderlv 11 I ) )
Drunk Driving 1 1 than their femde counterparts (26%) to report this
Breach of the Peace G 5 (x2=21.24;df=;p<0.01). Table 4.4 illustrates the range
Criminal Damage A A .

N 11 11 of charges that the young people were facing. Over
GMil 1 1 one quarter of the offences were drug related, in that
1 .arcenv 13 13 1

Armed KoMijrrv 2 3 19% were for possession of a controlled substances,
Auio r.hcir 3 3 and 9% were for possession with intent to supply.
Jovriding 1 1

"1 res passing 1 1 5

Breaking and tillering 1 1 All programme participants were asked whether they
Possess ion of wea po n 1 1 were attending treatment at the recommendation of
2 or more charges pendiiTg 17 17

the court, and 19% reported that they were. It is
possible that there was some confusion around this line of questioning. In some cases people reported
yes, because their case was adjourned until post-treatment, in other cases the judge or their probation
officer recommended that they attend treatment. Findly one fifth of the cohort reported having been to
prison (20%) and surprisingly there was no gender difference in this regard. Twenty percent of the femaes
reported having been in prison, compared with 23% of the males. It is likdy that this is an overestimate, as
individuas may have dtated yes, if they were held overnight in police cdls. Moreover, there was no
distinction made between being remanded in custody and receiving a custodial sentence.

HKAI/I'T | AND WIil.l.-1JKINC
All programme participants were asked whether they had any physicd hedth problems, and 84% reported
having none. Twelve percent of the population reported suffering from asthma, and a range of other

hedth complaints were reported including anorexia (n=1), epilepsy/seizures (n=3) and diabetes (n=1). The
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vast mgjority of young people were not on any prescribed medication, however 5% reported being on and
depressants (SRI's) and one respondent reported being on librium to 'stabilise his moods'. Sixty percent
of the young people reported having attempted suicide at some point in the past. Anayss reveded that
young men were significandy more likdy and their female counterparts to report this (x’=8.8;df=I;p<0.01).
Just under haf (47/%) of the femde clients reported having attempted suicide compared with 66% of the
young men. The average number of suicide attempts per person was 2.3, however one young man
reported having attempted suicide 10 times. The mgority (70%) of the young people reported being
sexudly active, and gender differences were not detigticaly sgnificant (mdes 71%, femdes 67%). Less
than hdf the cohort, 46% reported having a regular sexud partner.

CONTACT WITH TREATMENT SERVICES

Over three quarters of the young people (77%) had been for counsdling (including although not
exclusvely drug-related counsdlling). There was no significant gender difference in this regard, however
femde clients were proportionately more likdy (84%) to report this than their mae counterparts (74%).
Over hdf of the young people (58%) reported that they had previous contact with a drug related service.

In the mgority of cases this contact was for a Table 4.5 Referral Sources
relaively short period of time, and it lead to a referral RRefer, mi Number Percent
on to Aidinn. Anaysis reveded that femae clients %buf&% B n “
were significantly more likdy to report previous :.:::I‘T|':M"”'(' jj ?\}
treatment contact; 67% of the young women had \“]’.‘1"l”tul 3: :‘1
been in contact with a drug related service compared 4\ jciri 18 ]
with 51% of the young men (x2=383; df=I; p<0.05). :':l s }"I {
Table 45 illustrates the referd sources of the _}kll,::l_]. e ediiiecs 3'11 (,
programme participants. It shows that one fifth of 5 ARG
the young people were referred by either their n\'l,(:l :
Probation Officer or. Juvenile Liaison Officer. FHEDERSHe=2
Parents or other family members referred 18% of the L:-_E::I:\::l:: L l
young people. Addiction counsdlors were "7“"”" dara 1
responsible for the referrd of 14% of the programme :;rl: : hl't 1
participants and 11% were referred directly by ""’L‘."*”‘“‘“ !
Arbour House (an adult addiction service). )l:' :

Tabor Lodge 2
PROGRAMME COMPLETION E Weltpriig tosel, 4
The average length of time on the programme was ::,;::1 I iducationiOfF 7} :
29.7 days (St=152 days range 10 days). Figure 4.7  Cordar 3 ‘
graptically illustrates the length of time individuls o erP AT

dayed on the programme. The blue line highlights the percentage of programme participants who |eft
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treatment at weekly intervals. For example, it illustrates that 14% of the participants left within the first 7
days of treatment, and additional 10% left between the first and second week, and 6% left in the third
week of treatment. Figure 4.7 shows that 43% of the programme participants left in their 6" week of
treatment. The yellow line illustrates the programmes retention rate. For example, it shows that after 14
days of treatment the programmes retained over three quarters of the young people, and after 35 days of

treatment over half its population (52%) were still in treatment.

Figure 4.7 Lenght of time on Programme
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Figure 4.8 on the other hand, shows the outcome of treatment. It highlights that 52% of the population
were classified as completing treatment, and an additional 3% left treatment with staff approval. One
quarter of the population left treatment at staff request, and one fifth were self-discharges, or those who
left against staff advice. Although not statistically significant, analysis shows that young women (61%) were
more likely than young men (49%) to complete treatment. Conversely, young men were more likely to
have left treatment at staff request (29%) then their femade counterparts (16%). Preliminary analysis
indicates that age may be an important variable in predicting treatment outcome, or more specificaly in
predicting whether a programme participant will leave treatment against staff advice. Analysis revealed
that programme participants who left treatment against staff advice were significandy younger than those

who successfully completed treatment (t-test = 3.57; df=176; p<0.01).

The only other variables found to be significandy associated with treatment completion were being on
probation (x* =H.38;df=2; p<0.001) having charges pending (X* =6.3;df=2; p<0.05) and prior arrests (x°

=9.38;df=2; p<0.01). All of these variables were seen to impact negatively on treatment outcome. For
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Figure 4.8 Programme Outcome
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example, individuals who reported being on probation were sgnificandy less likely to complete trestment
than those not on probation (40% Vs 64%). Smilarly individuas with changes pending were significandy
less likely to complete treatment than their counterparts (47% V's 63%).

COMMKNTS

The data presented in this section were derived from screening and/or assessment instruments. These
instruments were specificaly designed for, and utilised by Hazelden type programmes thus these
instruments were not designed for research purposes. Consequendy, data were not recorded with research
in mind, and this raises the issue of vdidity and rdliability in their application to this end. That sad, in the
absence of any other data on the treatment population, they provide a broad profile of the Aidinn
Adolescent Addiction Centres treatment population, and indicate a young client group of predominandy

poly-drug misusers, with complex behavioural and legd issues. To summarise

. 28" ol thi e .|H||.Illf ay were Tenale: 72%0 were male

*=  Mean ape of programme participants was | 7.6 vears

*=  The highest pr'r)pnl‘finﬂ of chients were Teom the South astern |lealth Board |'c._1_;inn

*  The majority were unemploved (56%4) ar the time of sereening: only 13% were still in schoal;

*  The majoriy (69%) hive in their family home

*  Only 17% of the population reported thar alcohol was the onlv substance they misused

Fhe majarny (B3%0) reparted polyv-drg misuse

= Panern of substance (mis)use vaned across drug lvpe:

3% reported that they had been arrested, and voung men were significantly more likely to

report ths

- " ol the | :]\III:'II"III WL Om pl‘uh:lllt m and 4975 had I_"‘I}II‘J_'.L'S ]“JL'I'IdIIlL'_
»  J7%: of the populatan reported having ever been [ ¢ winselling
= 3R% reported previous contact with a drug service

= 32% of the population campleted the programme; and addmonal 3% left with sialt approval
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SAMPLE PROFILE

Interviews were carried out with 13 young people who were in treatment at the time, and 6 young people
who had completed treatment and were in aftercare. Badc socio-demographic data, together with an
overview of individuds drug-using careers, and related problems are presented in this section of the
report.

SOCIO-DEMOGRAPHIC CHARACTERISTICS

Of the nineteen young people interviewed 6 were women and 13 were men; of the in-trestment group,
only four were women. In relation to those in residentid treatment at the time of interview, nine were 17
years of age, one was 18, and three were 19 years old. Those who were in aftercare were somewhat older,

onewas 17 years old, four were 21 and one was 22 years old.

Regarding the thirteen in treatment, ten were living in their family home immediately prior to entering
treatment. The remaining three could be dassfied as homeless, one was living in a hostel, a second was
gsaying in a B+B and the third had just been evicted from her family home. All the homeless were young
women, athough one of the young men had been homeless for a period of time. Two of the in-treatment
group were ill in school, one had been recently sacked from his job, one was working immediately prior
to treatment, eight were out of work, and one had recently been expelled from school. One of the
respondents was a parent of a young child. The young people were from different parts of Ireland,
including Cork, Gaway, Pordaois, Wicklow, Dublin Tipperary, Limerick, Kerry, Dundalk and Kilkenny.
They dl spoke about the fact that drugs were reedily available in their areas.

One of the young people interviewed was in her first week of treatment, two were in their second week of
treatment, one was in his third week, three were in their fourth week, and two of the young people were
five weeks in Aidinn. One young woman had been in Aidinn for saven weeks and was due to leaving the
following week, and another was in his last week of treatment. Findly one young man had completed the
residentid component of the programme and come back to Aidinn to do his 5" Step, and one young
woman with 'exceptional circumstances had been in Aidinn for the previous three months. This young
woman had been on the programme in April 1999, had completed treatment and, after a period of being
drug free, had relapsed. She explains her situation as follows;

Then | decided that | wanted to come back into treatment again. And eh, [laughs nervoudy]
| was here a week and | got into an exclusive relationship and | were violent towards eh one
of the lads in treatment. And we both, wel we were both supposed to get sent home. So the
head counsellor rang up my mother yea know to come up and collect me and bring me
home. And my Mam wouldn't come up, yea know 'cos of everything | did to the house like,
and getting her evicted . . And, then die head counsdllor tried to get me into a different
treatment centre, yea know. .. ... There was no spaces in any of them! So yea know, she sad
that | could, that she'd keep me here once | keep away from dl the group, and go on a
separate programme, on my own! Not having nothing, not even smoking a fag with the
group! Doing none of the group activities like, and go down and work in the kitchen every
day. With eh, the chef. Eh and | said dl right so, and that been going on for three months!

[laughs]. (Wendy)
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This dsituation was unique, and for reasons of confidentiaity, the young woman in question was not
permitted to spend time with the other programme participants. Another of the young women had been
on the programme approximately three months previoudy, and had been discharged after two weeks for
taking drugs. She had just come back into the programme, and was starting treatment again.

ALCOHOL AND DRUG USE
Two of the young people interviewed sad that they rardly drank, and a third say that her alcohol use was
not a problem for her. It was something that she did relaively infrequently, and in a sociable manner. In
describing her acohol use, she said;
Like | do like drink like yea know, but | know when to stop with drink! | know | can have a
sociable drink and not, yea know what | mean, it's not going to be a problem. | never have a
need [emphadg to drink, its just E's and hash, yea know like! (Sineed)
Another young man sad that alcohol was his 'least favourite drug'. He had used acohol in his early teens,
and as he says, -

| don't know | never redly got into it! | couldn't, | thought I'd no control, | was kind of
happy when | was drunk but | just, it wasn't as over what | was doing when | was drunk. |
was loud, yea know, | mean | wasn't aggressive good a buzz for me as well say taking speed,
or cid, or smoking cannabis. And hangovers were just horrible things, yea know, but then, |
suppose in the end hangovers from drugs were a lot worse than drink. But eh, it was my least
favourite drug! (Jm)
An additiona two of the interviewees said that their primary drug was acohol, and they reported limited
experience with other drugs; having only ever redly used cannabis, and even then their use was infrequent.
The rest of the young people dl had used a range of drugs and reported regular, and frequently excessive
alcohol use. As one man had been a regular use of both XTC and hash sad;

Alcohol was me main thing before | came here like. | was drinking nearly, some times |
could drink every day for about 3 or 4 weeks on the trot like, and then I'd stop for 3 or 4
days and back again like, drinking every day. At the time | was aso taking Vaium and a bit
of hash now and then. (Owen)

Drugs

All of the young people interviewed who reported the use of illicit drug sad that they used cannabis.
However, cannabis was never the only drug that they consumed, dl the drug takers reported using a
diverse range of substance, usudly stating a preference for a particular drug, which was not necessarily the
drug they consumed more frequently. One of the young women interviewed sad that glue was her
‘favourite drug', although prior to treatment her adcohol use exceeded her use of glue. She hed
experimented with both XTC and speed but didn't like the physica effects either drug had on her.
However, regarding her use of glue, she sad;

Every single night | was sniffing glue in the track, or down by the pond. | collapsed like,
loads of nights over sniffing it like, yea know. I'd get this buzzing noise in me ear and then
I'd know that's me gone like for the night! But eh, | use be sniffing like a fiver bag of glue
every dngle night, without fal ... . But when | was sniffing glue it had no physicd effect, it
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took me into ancther dimension. Yea know, what | mean, it was more like mental, yea know,
you'd float off into a different world like and even you'd fdl in love with the bag, like, just
blowing into it like! Oh, | was just totaly like, glue was my best friend, like, yea know what |
mean. (Wendy)

Another young woman said that she frequendy used inhalants. She said that she started sniffing when she
was 11, and progressed onto using other drugs, but continued to use inhalants. She said;

My sniffing was quite bad, | was dways sniffing. Mosdy nall varnish, and deodorants. It was
suff like that; it was mosdy the nal varnish now though. | just, even if | was going to paint
my nails or something, if | was going out, I'd just get the smél of it and I'd have to do it.
...You'd black out, wel | dways black out on it, but you just, its not actudly a buzz, it's |
don't know, it's just like yea know, if you eat something and you just cannot get away from it,
that's what its like. When you have the bag and everything in your hand, its stuff like that.

But I'd just completely, like | would wake up and I'd be filthy dirty, and | wouldn't have a
clue what | did. (Kathy)

The mgority of drug takers reported having used XTC, for many their use increased quickly, and became
unmanageable. However, as will be seen below, excessive use of XTC was often associated with negative

physica effects, and consequendy many of die young people could not maintain high levels of use. They
would then switch to using somediing else. As one young man sad
| was taking 6 or 7 E's, four nights a week like that was going on for a while. Then |

substituted that for drink, but | was dways heavy on the drink like, but | got heavier on the
drink then, to substitute it, yea know that sort of away. (Colm)

Many of the young drug takers showed a Smilar pattern, of progression and movement for one substance
to another.

When | was ten | started smoking hash....Then from there | started drinking and then I'd
my first experience with X TC when | was 13, before my 14™ birthday, and then | went on to
take XTC and then by the age of 16 | was taking anywhere between 5, 10 to 15 XTC tables
in one night 3 to 4 nights a week. Speed as wel! .. | smoked a lot of hash too. | used to
smoke well over an ounce of hash a week. Drink, | drank phenomenally as well in the end,

not as much as, alot of other people in here.. ..'cos drink wasn't my forte.. .it was drugs for
me twenty four seven! (Laurence)

One young man interviewed was an injecting heroin misuser, and another young man who used a range of
prescribed medications said;

| was mad to get heroin, to inject heroin, and it wes just the opportunity didn't present itsdf.
Yea know, | tried, but | couldn't get it, and | think that would have been die end for me.

(dm)
Thus the mgjority of the young people interviewed were poly-drug users, consuming a range of substances
bodi in die course of their drug using careers, and on a given night out. For some the choice of drug
depended on the setting. As one young man said;

The XTC was grand like, for the nightclubs. The dope was grand during the week when |
was working, and the beer was grand well say on a Friday and Thursday night, or Sunday
during the day, and a bit of dope as well, sitting in a pub. (Sean)
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Not only was the desired dfect of the drug important, for many young people their choice of drug
depended on availability; whatever they could get their hands on, a the time. In addition, cost was an

important issue, as many of the young people, had limited financid resources.

PROBLEMS RELATED TO DRruG AND ALCOHOL USE

The young people spoke about a range of problems associated with their drug use. For a number of the
young people their drug and dcohol use contributed to them being expdled from school or loosing jobs
that they had had. Some of the young people spoke about their loss of motivation and desire to do
anything other than take drugs. They spoke about finding it difficult to motivate themselves to either go to
work or to school. As one young man said;

| just couldn't do anything, yea know, other than take drugs. | kind of didn't want to go to
work, yea know. I'd get up in the morning, so tired from taking drugs dl the time, I'd no
interest in work, and dl my money was spent before 1'd even gotten my wages. Yea know,
what | mean, it was a mess, yea know, nothing was going right. And to me, it kind of
happened over night, yea know. One day, | was yea know, | was just kind of, well try out
this hash, welll take these tables, see what they're like, and kind of sx years later, that's dl I'm
doing like! (Jim)

Others spoke about hedth related problems. Such problems were usudly associated with XTC
consumption. Respondents taked about rapid weight loss, loss of appetite, inability to deep, back pains,
getting very run down, and generdly looking very unhedthy. As stated previoudy, such negative affects
often resulted in the young people switching to another drug of choice. One young man spoke about a
particularly negative experience he had had, after taking XTC.

| got put into hospital over XTC tablets. My heart swelled up. | took a heap of them one
night and | went home to bed, after | came down, yea know what | mean! Then | woke up
the next morning and my chest just swelled out, up there like!... They had me on a heart
machine and things, and the heart machine | was on anyway started going beep beep beep
and they thought like that | [pausg] anyway | went unconscious and | woke up and they had
al these things stuck on me, dl around me neck and dl down there. It was a red shock
seeing that like, yea know. | 4ill find it hard to breath sometimes when I'm running (Billy)

For most of the young people, their drug use caused problems at home. The spoke about frequent fights
with family members, staying out dl night, loosing friendships, and generaly making life difficult for their
families and friends. As one young man said;

Yea, family problems | suppose, my parents would be arguing dl the time wondering where
am | and what was | doing, and they started blaming each other for, for, wel it's obvioudy
my problem, I'm causing the problem there! (Steve)

The mgority of young people interviewed spoke about aggressive behaviour and their inability to control
their behaviour, which in turn often lead to the getting involved in fights and eventudly the crimind

justice system. As one young man said;

| wes fighting dl the time. like | got into a fight in town, | hit a fdla with a buckle of a belt
across the eye and he had to get stitches. And | went to court, and | was, wel | was drinking
and | didn't know what | was doing, and | was on XTC like, and | didn't care what | was
doing like! (Paul)
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Respondents spoke about robbing from their families, going out robbing cars, sdlling drugs to get money,
and not taking care of themselves or worrying about the consequences. As one young women said;

I'd dways either get into a fight with someone, or go avay with some fdla and wanting to go
home and deep with him like or yea know, and I'd get redly O$|f|ed drunk that | just
couldn't even walk, yea know what | mean likel (Wendy)

Despite the fact that dl the young people interviewed reported negative consequences to their drug and
alcohol misuse, and a range of related problems, they did not dl believe that they were in need of
treatment, prior to entering Aidinn. For example, two of the young men stated that one of the main
reasons they came into treatment was because of legd problems. Many of the young people interviewed
aso sad that they attended the programme for the sake of their parents rather then for themselves. As
one young man whose motivation for attending the programme was largely to avoid a prison sentence
sad;

A lot of people when they come here fird, | think it's, they kind of don't do it, they do it to

please others rather then for themselves. But the thing is when they're in here they redise

what an enemy they are to themsdves. So | think if | had a choice, if I'd a choice, | would

have been in here before too long anyway, cos my life was a mess. A complete mess, and |

was sck to death of it! So it was alot of my own choices that brought me in here in the first
place. (Laurence)

When parents were asked about problems related to their child's drug and/or alcohol use they dl spoke
about the upset to family life, the constant arguments, the young persons mood swings, behaviour
changes and the fact that they were so difficult to live with. As one parent sad;

His behaviour would have been a hit, he was very contrary, and yea know, every day they
[the other children] would say is he here, they knew something was wrong! The dinner would
be out and your covering for him dl the timel__ So yea know, it did disrupt family life
definitely! | mean because we were so anxious about him, you were kind of snapping & the
other children a times, yea know...cos you're soanxious! Over the last 4 months it got
worse and worse, it built up, with X it got worse and worse, and it built up with ourselves
then! And we were meseting criSs dter crigs, it wasn't the case of you know, before then we
might have cdls from the school or wherever every month or every two months. But this
year it just snowbdled as he was gradudly taking more and more [drugs], there was
constandy something going on with X....

Parents adso spoke about damege to their relationship, as their son or daughter had created a lot of
conflict between themselves, which in turn lead to them blaming each other. A number of parents spoke
about how the young person had became the focus of dl the attention within the family. As one mother
sad;

| suppose our reaction was God this has taken over our whole lives for the last few months,

yea know, no matter what we were trying to do, he would go missing, or we were looking for

him or something! There was dways something! He was number one; yea know, over us,

over the other three children, over everything!
PREVIOUS TREATMENT CONTACTS

As dready mentioned two of the young people had been in Aidinn previoudy. Mogt of the other
interviewees had had some form of contact with services, dbet limited. This contact was typicdly with an
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addiction counsellor, and either resulted in discontinued attendance or a referrd to Aidinn. As one young
man sad
| was going to [another service] anyway, | went up there for nine weeks I'd say, yea know,
going out there weekly. 1'd go out every Wednesday, and sometimes twice awesk- They do a
smd| bit of counsdlling, it wouldn't be as much as goes on in here like. They take urines like,
but one or two of them came up with XTC in them like, | just couldn't stop taking them like!
And | was drinking as well like, when | was going up there, but | was drinking three night
before | went out there like, so it was gone out of my system! But | was kind of wasting their
time and my time so | stopped going. (Colm)
Two of the young men interviewed had previous been in contact with treatment services. One young
man recounted;

| went to, | was in X, | was in there for four weeks, it was a Sx week programme, a detox
and | got thrown out of there. And I've gone to counsellors, and I've gone to NA meetings,
and I've tried to get into other treatment centres and just, | didn't think, | didn't think there
was no hope for me. (Kieran)

Thus, the mgority of the sample interviewed sad that attendance at Aidinn was their firsg significant

treatment contact. ’

KKI-T;RKAI. M >I<CL.S

Two of the young people interviewed were referred by counsellors (one of which was a Teen Counsellor).
Another young women was attending a drop-in centre and a socid worker had told her about Aidinn.
Probation Officers referred two of the young men, and one of the young women. The young woman in
guestion had had aJuvenile Liaison Officer until she was sixteen, and was subsequently put on probation
and she sad that she was 'encouraged’ by her Probation Officer to come to Aidinn. While one of the
young man recounted;

My Probation Officer ...he told me you've got a choice, you are either going to prison or

you are going there [Aidinn] cos I'll put you in prison mysdf, he said. ..Cos my suspended

sentence was up for review, on condition of my Probation Officers Report. So he could

have got the suspension revoked, and got me put in jal for two years if | didn't come!

(Laurence)
One young man had initiated contact with AA himsdf, and after attended a few meetings his sponsor
referred him to Aidinn. A past resident referred another young man. For two of the respondents however,
the referral to Aidinn was the end of a relaively long process of being involved with a number of Socid
Wefare, and Y outh agencies, and drug services. Although invariable the find referrd to Aidinn came for a

drug related services, such as Arbour House (which was responsible for 4 of the referrd to Aidinn).

PARKNTS PKRSPKr/NVK ON TUI"A TMKN I CON | ACT ANI> R KI-KRRAI TO AISI.INN
The mgority of parents who were interviewed had a different perspective on contact with treatment
sarvices, and referrd to Aidinn. Although most corroborated what the young people had said, in that
attendance at Aidinn was the firsd meaningful treatment contact, for many their stories were of a long

process of attempting to get help for themsaves and their child, often unknown to the young person. For
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many of the parents their firg point of contact was with a G.P., and in one instance this contact was

ongoing for four years. One mother spoke in detail about her attempts to get help for her daughter and
hersdf;

| had written, it would have been now 10 months ago, | had written to the Health Board
asking for help. Kathy had dready gone out on the streets; she then had gone about
adlegations so she had, to the Health Board, and Kathy was put into a B+B. | did not like her
being put into a B+B, she was 16! Now, she had to be there at 10 o'clock at night, so she hed
the whole day to do what she wanted to do and with nobody supervising her, or taking her
by the hand, to be put in a 10 at night. Now unknown to me she wasn't dways going to the
B+B. So she was dill rambling the streets a night ... And | never got a letter back, after
saven months! And | couldn't understand why, I'm asking for help, even if they just told me
they got the letter, or guided me to somewhere that | could take Kathy. | didn't know where
to take her, | hadn't a clue, the Health Board didn't know what to do, a B+B was the only
think they could provide! This girl was at risk, and she was arisk to hersdf and maybe other
people as well. At this stage she was joyriding, she had been arrested for joyriding, twice, she
was geding, we had to bail her out, it was starting to get redly serious and nobody was
ligening! _ Kathy had made contact with a drop-in centre, | told them | had written to the
Health Board. So they got on to the Health Board, and there was' a case conference, and it
was a great case conference | have to say, it lasted for a good few hours and | sat in on the
whole thing! ....They mentioned the Aidinn Centre, but we had to engage Kate. | know |
wouldn't be adle to tdl her, cos | knew sheld go med if | told her about it. | didn't even
know exacdy what it was redly about, | wes told where it was, that was it redly! | just though
thank God! It was the socid worker in the drop in centre who engaged her in the
programme, and even though it took, we though it would take 6 months, from the meeting
to her actualy getting here, but it only took 6 weeks! Kathy wanted to go, and she did!

Parents spoke about feding helpless, and not knowing where to go for help. This was often compounded
by the fact that they were unaware of the extent to which their child was consuming alcohol and/or drugs.
Thus, they were in a difficult position, as they did not know what was wrong with the young person. As

one father sad

We initidly thought that Clare was, or that we were and Clare was experiencing maor
behaviour difficulties Kind of teenage difficulties compounded by something! Company, etc,
etc, drink, drugs, but we didn't redize that Clare was an addict!

SUMMARY AND CONCLUSIONS

In this section a profile of the sample of young people interviewed has been provided. The characteristics
of the sample group are comparable to the overd| client profile. The gender ratio is smilar, but femdes
are dightly over-represented in the sample as 31% of the in-treatment interviewees were femae (n=4)
compared with 28% of the total client population. The average age of the sample group was 17.5 years,
the same as the mean age of the total population of programme participants. As with the population, the
majority of the sample group (77%) lived in their family home and were out of work immedLitdly prior to
entering treatment. Regarding substance misuse only two of the young people interviewed reported
misusing acohal, the mejqrity (85%0) as was the case with the totd population, reported that they were
poly-drug misusers in that they consumed a broad spectrum of drugs, including acohol. The young
people interviewed identified numerous problems related to their alcohol and drug use, including being
expdled from school, loosing jobs, family problems, hedth issues and legd problems. The parent's
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perceptions of problems associated with the young persons drug use focused more on the affect on the
family unit. The young people themsalves spoke of limited contact with drug treatment services, and for
many presenting a Aidinn was the firgt time they had attended a drug treatment centre. Conversely some
parents spoke about a long process of seeking help, and accessing services, often unknown to the young
person. In sum, the in-treatment group of young people interviewed for the purpose of this evaluation
appear to be broadly representative of the overdl treatment population. That said, the quditative
methodology is not generdizable as that requires an extrgpolation that can never be fully judtified; loca
context and human story are the primary god of quditaive research and not 'generdizability’ (Shaw,
1999). The next section presents the data derived from interviews with programme participant's and

presents their perceptions of the programme ‘from the inside’.
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5. Programme Participants
Perceptions of the Service

This section explores the programme participants (both die young people and their parents/guardians)
perceptions of the Aidinn Adolescent Addiction Treatment Centre. From the outset of the evaluation the
perspectives of the participants were considered the lynchpin of the research. The interviews addressed
respondents' perceptions of dl aspects of the programme, including their expectations prior to attending
the Centre, their experiences of the screening process, their views on dl key component of the residentia
programme and where appropriate experiences post treatment, and individua's views on aftercare. One of
the main advantages of using qualitative methodologies to collect data on participants perspectives of the
service, is that clients are often more honest and critical when interviewed, as they are free to express their

concerns about dl aspects of care, in away that is not possible when using surveys.

INTRODUCTION TO TIN-; PKOCHAMMI-

Expeditions

Two of the young people interviewed had heard about the Aidinn treatment programme from past
residents. For one of the young men, what he had heard was very postive and it gave him a greater insight
into the programme and what was to be expected. He said when speaking of a young man who had told
him about Aidinn;

Eh, he sad it was great like, yea know what | mean. Like, he said, they thrash out a lot of
stuff that would be bothering you, it's not actudly the drink and the drugs, they just wreck
your head more, yea know. But it's actudly where the root of the problem is, yea know, they
redly get into that. He sad it could have been a home where the problem started, or with
girlfriends, the way-you started treating young ones like, or whatever! (Sean)

However, one young woman had heard some negative tilings about the programme that put her off

wanting to attend, however she felt that she redlly had no choice, at the end of the day.

I'd heard stories about the place, that it was a terrible place, that it wasn't a nice place to live
in, let's put it that way, that it was too refined like, too much out of the outside world, like!
That when you go back out it daps you in the facel From girls that did, that were in here likel
And that kind of put me off a smal bit,...but [Care Worker] sad, look you've to go to
Aidinn House, otherwise we can't take you back and | would have been Ieft with nothing!
(Sineed)

However, most of the young people interviewed redly did not know what to expect from the programme.
They were ill informed by referrd agencies, or they did not take in the information provided to them.

They had little awareness of the programme content, or of what was expected of them. Some individuas

saw it as an easy option, as one young man who faced a possible prison sentence said;
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Before | came up here, | though it was just going to be like, you just sit down, reax like, as if

you were a home. It was way different like, going into groups, and dl that, | didn't expect

any of that! (Laurence)
For others, the prospect was more daunting, and they expected the programme to be set in a more
medicd and Sterile environment. As one young woman sad;

| don't know, | just had this idea that it was going to be dl dinica and yea know, a hit like a

psychiatric ward or something like that! (Kathy)
The mgority of the young people had no concept of the programmes philosophy, it's ams or objectives.
They were obvioudy aware that the programme would ded with aspects of their drug and/or acohol
misuse; however, many were unaware that abstinence from dl substances was die overal objective. Most
of the young people spoke about a desire to control their drinking/drug use, explicidy stating that they did
not at the time, expect that they would have to remain drug and alcohol free. For example, as one woman
sad:

| jugt, | didn't want to not ever take drink and drugs for the rest of my life like. | just wanted

to yea knew, like, | didn't redly think that it was my drugs, | think like, I thought my drugs

were making me violent and | just didn't want to be violent, and | didn't want to get arrested

or anything anymore like, yea know what | mean. So, that's what | thought like, 1'd be agood

girl, yea know what | mean, 1'd be a good girl that'd be able to drink and yea know, and take

a bit of drugs. Buit it hit me with a bang, then when they told me like that there was no more

drink or drugs for the rest of your life. So that was kind of like mad! (Wendy)
Some respondents were more pragmetic, and while lacking any in-depth understanding of the
programmes content, they were aware of the possible benefits of an isolated residential environment. For
example one young man said;

Eh, the way | saw it was, eh that they lock you up for 6 weeks, and you just can't take drugs
because you're avay from the whole environment and eh | though | needed that because |
had tried, previous to coming into treatment, to just stop taking drugs, and | just, | couldn't,
| literdly couldn't stop. (Jm)

Smilarly parents did not know what to expect from the programme. They knew little if anything about the
programme's philosophy, about the structure of the programme or about their role and function in the
therapeutic process. One father said in relation to his son;

| wasn't to sure redlly, | suppose | ...at the very start | though helll go awvay come off drugs
and they'd send him back again! At that stage | mean we weren't caling him an addict, yea
know! | remember one day taking about alcohol, fortunately he was never much of a
drinker, but, yea know, we were saying that we heard that they don't dlow people ever take
drink as well as drugs! But we thought he'd be dl right with a drink like!

Many parents were just happy that their child was in a safe environment, avay from alcohol and drugs.
One mother commented on the benefits of not knowing what was 'in store' for her, in terms of the

programme structure or content;

| hadn't a clue what it was about, you're not told, you just have to go with the flom | think
that's just as wedl, because if people were warned beforehand, they'd say no way, I'm not
going, and I'll make an excuse .. . . You learn from each other, not being told, just taking it
in your stride!
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As outlined in the previous section, many of the young people were referred by addiction counsellors to
the Aidinn Adolescent Addiction Treatment Centre for screening and assessment. However, the young
people reported a limited understanding of the programme to which they were referred. It appears that
prior to their screening appointment and during the initid stages of the treatment process, the mgority of
young people and their parents had no idea of the nature or content of the programme, or what was
expected of them.

Screening process

As outlined in Chapter Three, potentia programme participants generdly present for a screening
appointment at Aidinn with their parents and/or guardians. The screening process usudly involves going
through a brief questionnaire and completing the Jellinek chart - which is ‘intended' to assess severity of
dependence. Individuas who had been referred by Addiction Counsellors would have previoudy
undergone a somewhat similar process. However, one of the main differences appears to have been that
in Aidinn parents/guardians gt in on the screening. Therefore, the young people are required to tak
about their drug and acohol use in front of their parents. For the young people whose parents were awvare
of the extent and nature of their drug and acohol use this was not problematic. As one young man sad;

Sure they [parents] knew about me drug use, cos like | would have robbed the house, and

just, I would have robbed everyone around me, and towards the end of me drug use, | didn't

redly hide it in anyway. The way | was was, | was that cold hearted, yea know, cos the drugs

were after suppressng me fedings that much, that | didn't redly care who heard me

business. Me Mawas shattered though [at the screening], and she was crying and dl that and

me Dawas in no good health, but it il didn't bother me! (Kieran)
Others however found it difficult being honest in the presence of their parents, and they did not want to
tel them the extent of their drug and/or acohol use. As one young women said;

No my mother didn't know, no, | lied when | came in here firdt. | didn't tdl them. But as

soon as my Mam left | told them what | wes redly like, yea know, the way you have to give

the sample and that, | told them then! It's just, | was afraid to tel my mother at the time.

(Kathy)
Generdly respondents fdt that they were honest about their drug use, to a point. However, respondents
gooke about how other residents were not honest, and how they withholding information at ther
screening, which they said inevitably came out later in the trestment process. Some of the young people
sad that they found it difficult to confide in a stranger, in such a ‘formal’ Situation, which they fet might
have prevented them from being completely open about ther drug and acohol use. Thus, some of the
respondents found the screening process difficult, and this was compounded by the fact that often ther
parents got upset as they spoke, in many instances for the firg time in front of them, about their drug and
acohol use.

Three of the young people when talki ng about the screening process mentioned the use of the Jellinek

screening instrument, which scores individuas out of a possible 35. Respondents spoke, with a certain
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amount of pride, of the score they got on this aspect of the screening, and the fact that they were told they
were for example, 'a chronic addict’. These respondents found comfort in being told that they scored high
on the Jelinek chart and being told that they were 'a drug addict'. It provided them with an explanation
for why they did what they did, and why they fdt the way the fdt. For example, one young man said;

For my screening when they kind of assess you to see whether you are an addict or not, |
was told | was a chronic addict, | think | scored 32 out of 35. Yea know whether | believed it
or not, I'm not sure! But | kind of, | suppose | did, because | didn't know what was wrong
with me. Before | came here, | though like yea know, | was stedling and taking drugs, and
doing dl theses horrible things, yea know, | didn't know | was doing it cos | was a drug
addict! And it was nice to be told, look this, yea know, this is a disease and you are a drug
addict, and you have no control over it,...Yea know, | though | had a split persondity, or
schizophrenial | just didn't know, and it was kind of hard, cos yea know, | just though that |
was just a bad apple, yea know, | was a bad person who does bad things! (Jm)
All of the parents interviewed sad that they now redi2e that the young person was not ‘totally honest'
about their drug and acohol use, during the screening process. That said, dl of the parents reported that
they didn't redize the extent to which their child was consuming drugs and/or acohol until the screening
itself. As one mother said; -

Yes, | suppose we were surprised to a certain extent, because he added in alot! He said alot
that day, in the sense that he filled us in on, sort of the amounts and the other drugs he was
using. Like that was the first time he mentioned that he had taken acid, but it was dl very
sort of sdlective, yea know. So he gave us a little bit, enough to, bescdly | think he gave us
enough for dl of us including the assessor, to believe his story.
The parents did fed that the young people would have been more honest about their consumption if they
were not present. However, as one father pointed out;

| think the screening here, is for Clare, but | think it was aso for us, because we redised that

they wanted us in on this as well, so they have to assess us dl at that point too! Also to see

how much we know, and whether we're actualy willing to come here in the firg place, and

be part of it.
The mgority of young people had to wait between 1 to 4 weeks for a place on the programme. For some
of the respondents it was very difficult to wait that long, and most found it impossible to remain drug and
alcohal free during tha, time period. On the other hand, one young woman was offered a place on the
programme immediately. She was very reluctant to take it, as she fdt unprepared to enter treatment, and
under pressure to stay. She refused to remain in Aidinn on the day of her screening and returned two

weeks |ater.

There were mixed fedings concerning the screening process, some young people were reluctant to spesk
in front of their parents, others reported that this was not a problem. The levels of awvareness of the
parents seem to play an important role in determining how much the young person was prepared to
divulge a the screening process. |In addition, during the screening little attention is paid to previous
assessments carried out in, for example, referral agencies. Thus, many of the young people were repeating
what they had already told somebody dlse.

48



e R s
LRLVS -

1 1 1\ ! 1.1 1
Facaluanon ol Ashon Adoleseent Addiction 1 reatment Centr

Fnal 1Dacinent: 2T/08 /002

First Impressions

For most of the young people the first time they saw the Aidinn Adolescent Addiction Treatment Centre
was when they presented for their screening, however they did not get much of a sense of the place or the
programme at that time. For confidentidity reasons, and to protect the identify of the young people on
the programme, potential programme participants only get a brief tour of the building, post screening.
Thus, for the mgority of the young people, when taking about their first impressions of the Centre, they
spoke about when they were actualy admitted for treatment. For dl young people interviewed their first
impressions were very positive. Individuals commonly spoke of feding very welcome, safe and secure.
They said that the house was very homely, and gaff and residents were dl very friendly.

Similarly, the parents reported very positive first impressons of the Aidinn Treatment Centre. They were
anxious and their primary concern was that their child would fed safe and secure in the environment.
Thus, upon arriving a Aidinn they dl reported being very impressed with the friendly, comfortable and
safe environment. As one mother sad;

When | firg came here, when | was actudly being driven down, the day we came down for
the assessment, | had a picture of an old house with bars on the windows, a smell of damp
inside, yea know, and slence. And | said if | don't like it she's not going there. Even though
| know its for her own good, it couldn't have been any worse, but sure then | didn't know
what she'd actudly done outside! . Then driving up | went Oh God | don't believe this!
And when we walked in and she was greeted, the first thing she said was this is nice, and she
was red nervous, and | sad thisis nice! [emphass] And she was fine, and after the screening
she said Mam | know | have to be here, and | know I've being sent here for a reason!

Family Involvement

All the parents interviewed were asked about their views on family involvement in the treatment process.
For some of the parents, athough they were told from the outset that the family was required to
participate in the programme, and that they must attend weeskly family days, the nature, extent and
purpose of ther involvement wes unclear to them. As one mother said when asked about family
involvement in the programme;

Well it was a bit of a shock at the beginning, | suppose, we didn't even redise how important
that was | don't think. Until we actudly, even after my firgt child couldn't make it to the first
meeting, and after that first meeting, | knew, straight awvay, | know then, and | say ah, it just
has to be dl of us, | can see why! Just what was said, generdly | fdt yea know, | can't be
coming home and tell him [husband] this and that, you have to be there to hear it, and as
well asthat, | think, it involves dl of us, were dl a part of it!

Other parents viewed family involvement in the treatment process as being essential, from the outset. As
one mother said;

That was very very important, you can't expect a child to do it on their own. No parent can
expect that of their own child! They are part of you, they gtill need you to a certain extent,
and they <ill need your support!

Wiliile dl considered family involvement important, it was not without it's difficulties. Parents spoke about

travelling long distances, some having to stay in B+B's the night prior to family day, the financid pressure
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of it, childcare issues, and problems getting time of work. An additional issue was involving the other
family members in the treatment process. All parents interviewed had other children, and dl reported that
the other children in the family attended at least one of the family days. For some it was difficult to
persuade them to get involved, other were reluctant to involve them, at first, primarily due to the age of
the children in question. For example, one mother spoke about involving her eleven-year-old daughters in

the treatment process;

Eh, but the younger ones, we thought they're too young, well hold back we thought! We had
a number of discussions here, and discussing it among ourselves, and we decided then that,
yea know, we better include them! And once we started talking to them we redlized that they
actudly had more experience of wha went on then we imagined. Because they were, |
suppose, listening to the eh, home arguments, and home hasde that we had, unknown to us,
they were listening in, so they knew there was something wrong. They mightn't have realized
exacdy what it was, but they knew something serious was wrong . . .. . To be honest | think it
was a good thing because eh, | suppose we were leaving them out redly al the time. Treating
them maybe a little bit different, because they are our youngest... It was a rdief, | think it
was for them, to be actudly included in the whole family criss. | think it made them fed a
bit more important.

That said, by and large parents knew little of what happened in Aidinn on a daly basis, and they had
limited knowledge of the step work that their sons or daughters did on the programme. Their only
exposure to this was when they heard their son/daughters first step.

Settling in 1o the programme
On the whole the young people settled in very quickly, largely due to the fact that they felt comfortable in
the environment. However, one young woman did mention that when she entered the programme as the
only femae there she fdt very uncomfortable, until two days later another young woman arrived. The
highly structured routine did not prove difficult to adjust to. As one young man said;

It wasn't hard getting use to the routine, yea know, what | find is that this place is like a
world of it's own. The outside world doesn't exist for me at the moment, dl there is, is this
place. So therefore dl perceptions of going to bed early and getting up early doesn't exist.
There's no outside world to compare it to for me at the moment. It doesn't redly bother me.
(Sean) »
However, the mgority of young people did speak about feding very nervous, and scared, at the prospect
of what was facing them. Some of the respondents spoke about not thinking very clearly at the time, and
feding quite confused. As one young man said;

| had knots in my stomach - | was redly scared cause |, one | wasn't redly sure, or aware of
the way | was thinking, yea know my head was a bit mixed up like — cause | wasn't eh yea
know | wasn't redly thinking straight for a long time like! (Steve)

PROGRAMMRE STRUCTLIRYE,

Group Work

Respondents spoke a great lengths about the group work, which is the core component of the
Programme. Many respondents fdt very uncomfortable at their first group, partialy because they were
unsure of what happens in the group, and of what was expected of them. As one young man sad;
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Actually my first experience of group was somebody sharing something very intimate and |
was only in the door five minutes. And it was just, | couldn't, obviously | can't say it now,
but | just went [laughts] | just had this smothered laugh. And | though Oh No they are al
going to hate me now and I'm only been in the door two minutes, and | thought what am |

going to do to cover up! Ah lads | just had to go God and let out a laugh 'cos it was so runny
to me to see this kind of thing. (Laurence)

The young people typicdly said that it took a couple of group sessions before they relaxed and felt
comfortable enough to participate, and to 'share with the group'. Individuals had to fed safe and trust the
other group members before they were prepared to participate. As one young woman said;

Yea know the first group like, you wouldn't just open your mouth but when you hear people
yea know, getting so deep like, and sharing so many personal things about themselves, that
kind of gives you, yea know, it kind of makes you think, well Jesus like, they're trusting me,
yea know what | mean like! That's kind of like what makes you kind of talk, listening to other
people share their experiences and yea know what | mean, that kind of helped me then open
up. It took around a week I'd say, cos you only have 6 weeks, so you have to kind of, you

want to pull back, but you have to try and get in there as well like, yea know what | mean!
(Kathy)

Although all the young people said that the group work was very beneficial, they al found it difficult, as
they had to talk about things they were reluctant to talk about. Thus, the young people had mixed feeling
when speaking about the group work, on the one hand they talking about how painful the process was,

while at the same time recognising the benefits of it. As one young women said about group work;

Yea, it's good, but someday it's very hard. like your been told everything you never wanted
to hear likel You're, it's just, | don't know! You're told you've a bad attitude, you're
defensive, you're this, and you're that! You'd want ta change it or you can leave treatment or
whatever! You've a threat hanging over your head like, and you know yourself you're after
being bad, yea know what | mean, and you don't want a big group of people sitting there

telling yeal But then at the end of it you do fed better, yea know what | mean! You do like!
(Sinead)

STEP WORK

As discussed in Section Xhree while on the programme the young people are required to commence the
12 steps programme. Obviously individuals will progress through their steps at different speeds, and it is
rare for anybody to reach their fifth step during the six weeks residential treatment. The following is an

account by one of the young men of his understanding of the first five steps:

The life script, that's just getting the group to know you, getting to know about you like.
Who you are, what your significant memories growing up were, dl that kind of stuff likes.
Then you move on to step one, that's just painting a picture of what your past was like,
through your addiction. Then you move on to step two, its like, you came to believe that a
power, that you're life is a mess like, and they ask that you believe that there's something out
there that can bring you out of that mess like! Then step three is like, you made a decision to
turn your will and your life over to God like, so what way did you practise this step, and what
have you changed and what have you to change. And step four then is sort of, it's like a
biography like, with al your shames, your guilt's, and al that I'm on that now at the moment
like. And step five is reading it out to another counsellor, like its completely confidential like.
They then ask you to go for a bath afterwards, and wash it al away. (Owen)
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All the young people sad that they found doing their first step very difficult. The young people commonly
spoke about their inability to remember things they had done, having difficulties concentrating, having
problems with writing, the long list of questions they had to answer, and the length of time it took the to
complete it. As one young woman said;

The firs step like, it just, it's redly, | don't know, it's very difficult like, and | don't know, it's
kind of like you're coming in to a treatment centre off drugs and they want you to
remember, back as far as you can remember, to the first drink you ever took, how many
drinks you had, how many drugs you took, and | mean like | blacked out so many rimes |
just couldn't like, yea know what | mean! | couldn't remember like anything, and, yea know
what | mean, | was saying, | can't fucking remember, | can't remember anything, likel And it
was redly hard like, cos it's the first step you have to do when you come into treatment, and
like if it was the last step it would be grand! Because you'd kind of remember, yea know, the
fog lifts when your halfway through your treatment like, yea know. But when you straight in
the door your head is just cabbaged yea know what | mean. And thinking back like that, just,
it had my head wrecked like! (Wendy)

There was dso a tendency for some of the young people interviewed to brag to some extent, about the
fact that when doing their first step they had to for example break down their drug use or stedling into so
many categories (for example, house robberies, car bresking, joyriding, muggings, cash, family-cash etc).
Upon completion of their first step, the young people are required to read it out to the group; one young

woman who was required to re-do her first step, spoke quite negatively about this process;

Then you do your step one and you come in and you read it out in group and they dl tell you
what a dickhead you were, that you're spastic like, for what you did, and who do you think
you were robbing people! And then they make you, they say, if you don't stay with the
feding, if, you're supposed to cry then for the night, and be al sad and upset by yoursdf.

(Sineed)
Finaly one of the young people interviewed had a problem with the concept of a Higher Power. He did
not bdieve in God, and did not like what he fdt was an emphass on God. Having expressed his
fundamental opposition to a belief in a higher power, he went on to sy it had not caused any problem
with his advancement through treatment, and he anticipated that it would not; as he sad 'l can dways
pretend'.

-

Parents had limited experience of the step work done by the young people. However, as mention above
the young people are required to read out their step one to their families. All parents said that it was very
difficult and upsetting listening to this. As outlined previoudy, from the parent's perspective, the young
people were not honest about their drug use at their screening, thus many at the reading of the first step,
were hearing things they had never heard before, and had not expected to hear. As one mother said;

When you hear the step one, you are so shocked and you come out dazed, you redly do! You
just keep saying, no she has to be saying dl that just to keep up with the rest of them! She
has to be, she is just making her story better! That's the way you think! Then you sy to
yourself as the weeks go on, well of course she'd have to be doing those things to feed her
habit, how ese would.she have got the money! | was shocked and horrified!
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Family day

As outlined previously family involvement is considered central to the therapeutic process. Once a week

family members are required to attend a family day. One young woman provides the following description

of what happens on family day;

They are rough! Family days, they are rough! Yea know on the Wednesday they come up at
10 O'clock like and on your first Wednesday you have a conference with your family and a
counsellor. And your family say what you were like and you get a bollocking! And then, you
go down and you've your lunch they you go in and you write about what they said. They you
read it out in group, what they said! Then you get a bollocking off the counsellors for why
were you like this at home and that! And you'd be crying and everything. And then you have
your tea, then you go out and meet your family from four to half four. Then you come back
into group at a quarter to five until six o'clock. It's just a day of work like it's realy draining!
Everyone dreads family days likel Then Wednesday night, after people have had a stressful
day they try and cover it up like. They try and laugh it off and then you're told you're being
giddy, you're running from you're feelings yea know! Like you can't win, yea know what |
mean! It's just different strokes for different folks. (Clare)

All of the young people spoke about how difficult the family days were for them. They found it a very
emotional, stressful and hurtful being confronted by their family members. Respondents said it was very
painful hearing what their families had to say about what they were like to live with, and how they
behaved. That said, they dl recognised the benefits of the process, as one young man said,;

Eh, its very stressful, you like, it's good in a way as well, it's very good in a way! Because
you're actually sitting there face to face, and they're telling you what you were like, what you
did, what you can't do anymore, so it helps you. It lodges into your head and it stays in your
head until the next Wednesday when they tell you more stuff about yourself. So you do be
thinking back like, Jesus, | was so bad to me mother like, yea know. It's very stressful as well
like, but it helps. (Billy)

Moreover, some of the young people said that it changed the way they fed about their parents and/or
their siblings, and that it had helped to change their relationships. The support that was shown to the
young people by their families' attendance, and their concern and worry, seemed to have been centra to

this process of change. For example, one young man said;

Since my family have started coming up here, my family used to be afraid to tak to me in
case I'd stab them to death or something! But now my family - there's the sense of love that
hasn't been there in a long long time. Because they're coming up here, they're talking
through their emotions, they're talking about the hurt they've experienced at my hands. I'm
taking it up and I'm realizing what 1've done to my family and eh we're leaving what's in the
past in the past, by talking about it. (Laurence)

All the young people said that they believed the programme would not be as effective if families were not
involved in the treatment process. The importance of that day was stressed by dl, as was the insight it

gave the young people;

I'd say if there wasn't any family group there of a Wednesday you wouldn't, | wouldn't say
the programme would be worth doing, yea know. Because you're actually hearing it like,
from the people that grew up with yea, what you were like, what yea did and what you put
them through like. So that kind of helps like! Stuff, yea know like, when you black out and
yea can't remember, you wake up the next morning, and you've cuts and bruises on your
face, and you say Oh God what happened me. There's things that me mother was telling me,
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that what 1'd done to her, and what I'd done to me brothers and sigters like, and | just didn't
remember, | only found out about them when | was here. So, ah they help, they help an
anvful lot, the family days. (Billy)

Parents had a smilar view of family day. They dl reported finding it very difficult to confront their
children about their behaviour. Many of the parents spoke about inginctively wanting to protect their
child, and not hurt them. As one woman who had attended Aisiri with her husband said;

For me it was harder, it was hard to go down and confront my husband about his drinking.
But it was a lot harder to come in and do it to my own son! | fdt that he was down far
enough, why should | go in and push him down further! That's the way it was, and that wes
the attitude | had, before the firs Wednesday, and this was going on in my head. And didn't
| get a phone cdl from one of the counsellors here, asking me how | was, and saying that
Sean was OK and not to worry about him, and look after mysdlf and was | going over on the
Wednesday, and | said | was. And they said that the best gift that | can ever give Sean, what |
can give him on Wednesday, is honesty. To be honest, and when | finished talking to them,
of course | was trying to sum up the effects of Sean's drinking and drug use on us a home! |
was honest, and what didn't come up for me one Wednesday came up the following
Wednesday!

Parents reported finding it difficult listening to their sons and daughters stories. This was a panful
experience for dl of them, and one that led to many unanswered questions. As one mother said;

It's very hard sitting listening to him, God amighty! And apart from that, an awful lot will
come up for yoursdf, it opens up a right can of worms; as to where dl this started, where
their insecurity started, when they shut down emotionally. It leaves us with more to ded
with, but at least once it's dedlt with, he's coming home to a better environment!

In addition, dl the parents spoke about how emotionally and mentally draining these days were on them.

As one mother sad;

I came home every Wednesday with a headache, mentaly and physicdly drained. You have
sad so much, you have unloaded so much, you've got angry, you've cried, you've been
happy, you've been a mixture of everything. It's so intense! Being honest and telling them
things, this is the place, not outside!

However, the family days aso proved to be a great support for the parents. For many, there was a huge
relief in knowing that they were not along, and that others were experiencing the same difficulties. As one

fether said;

We got a lot of comfort in coming here and talking to other parents, who have gone through
smilar eh, experiences to ourselves. And talking to them it was amazing how smilar their
experiences were, and dl the things that happened. It was as if we were dl reading out of a
book. If we knew then wha we know now, and watching the dow progression at the start,
you can recognise that. It's essy to say now, but eh, what | am saying is that they were so
sgmilar, the experiences were so smilar, there must be a means of spotting it very early.

In addition, parents helped each other through the therapeutic process, and they spoke about the benefits
of talking to other parents who were further on in treatment. This was a great source of comfort and

hope.
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L ectures

The mgority of the young people found the lectures very informative. They fdt that they learnt a lot
during them, and that by and large they could relate to dl the issues covered in the lectures. As one young
man sad
| didn't think | had a drug problem until they started doing a few lectures and things. Then
they were telling me dl about my anger like! They did lectures about anger and things and |
redised then like, that, how my anger was building up like, and then | was identifying with
what other people were saying like. (Colm)
However some respondents fdt that it was like being back in school, primarily because of the structure,

and it's dmilarity to a classroom format.

An

Enjoying the art sessions appears to be amply a matter of taste. Some of the young people redly liked
them, and found art to being a very good means of expressng themselves. One young man highlighted
this;

Like yea know, last week he asked us to, he gave us two, he gave use six colours for painting

and he goes eh "Right | want you to pick two colours and represent sadness'. And | was

scratching my head and going how am | going to represent that with two colours? And then

in the end you could see everyone's credtivity flowing out, and some were very good

pictures. | actudly thought how am | meant to do thid | was going to pick up the colours

and throw them at him, go avay! But eh, it was actudly, in the end it came out very good. |

drew a big Mitsubishi symbol and wrote sadness underneath, a big purple background, ared

dour looking yoke and eh. So | was amazed, and then the other one was happiness, what did

| do? | made this big spira, yelow and blue, kind of like a Cdtic circle tiling, to represent a

spird some days are happy some days are sad yea know, but it dl mixes together to the

yellow core which is the happiness. Yea know, it's just funny the way your creativity would

actudly flow out on something like that, when a the start there is just this mental block,
going | don't want to do it! (Laurence)

For others, however, it was a form of expression that they did not fed comfortable with. Some found it
difficult, either because they simply didn't like drawing, or because it was too abstract for them. In
addition some respondents said that the enjoyed the sessions because it was a time when they could rdax
and forget about their treatment per se.

Reereation

The mgority of respondents spoke very favourably about recrestion. For many it provided a welcome
break from the therapeutic process, and enabled the young people to get avay from treatment for a few
hours. In addition, the interviews were conducted during the summer months, when the weather was very
good, and recreation was usudly conducted out doors, which dl the young people enjoyed. IVlay of the
young men particularly enjoyed recrestion, as in the past they hed been very involved in sport. Only two
of the respondents were not enthusiastic about it, primarily because they were not, and had never been
into sport.
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As with the art there were mixed responses to the psychodrama. Some of the young people didn't like it,
and sad that they didn't understand the relevance or purpose of what they were doing. As one young
woman sad;

| didn't like it, it was stupid, it redly wad | don't know what she had me doing! She had me
following Owen around, taking to him as if | was his memory and stuff like that! | didn't like
it at dl. It was weird, and | can't act! Yea know, it would be a good laugh if it weren't about
addiction and stuff like that. (Kathy)

On the other hand, others while saying it was ‘weird' or 'head-wrecking' fet that it helped alot. It seemed
to be more helpful to the young people who were finishing up on the programme. However, this may be
due to the fact that the most recent psychodrama session dealt specificaly with issues related to relapse

prevention. As one young man about to leave the programme said;

They give you a situation; | was out after finishing treatment. | was acting it like, last week.
And | was coming out and my friends were trying to drag me back and there was pubs and
there was the drugs, like, yea know! All that kind of suff! | fdt very dreary afterward, | don't
know, it just brought up a lot of things for me, | think! It isn't going to be a piece of cake
when | finish here likel  (Owen)

Meditatidn
There were mixed views on the meditation. By and large, the young people said that they enjoyed the
evening meditation the most. Many fdt that the sessons in the morning 'didn't work*. Other respondents

found it difficult, as they were unable to concentrate. As one young man said;

It's good in away, there's times that it does work for me like, you do get a bit of a rush or bit
of energy out of it. But there's, most times, as well, eh, you just can't concentrate on it.
That's the way | see it now. You're meant to just, your mind's just meant to go black, blank
like, but it's fierce hard for me like. |, there's sometimes that it does work, and there's other
times then, most times, that it wouldn't work. | can never concentrate, you do be thinking
about something else, when you mind should be focused on something ese like. (Paul)

I'lie 1cache 1

All, bar one recently admitted respondent, had had some contact with the teacher. The young people
spoke very favourably aBout her, and the fact that she was so helpful, encouraging, and supportive. As
one young man sad;

She's got me things about going back to school, and she's got me dl information I've wanted
about mechanical engineering. And she was prepared to go to any lengths I've asked her to
go to, just to get information off of companies that probably weren't going to give it in the
firg place. Yea know, cos she's a very very good-natured person; shell help yea to the best
of her ability. (Laurence)

Many of the young people interviewed had had problems in school with teachers, and other authority
figures. Thus, for them to work closdly with a teacher who they like and admire is very beneficid.
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Staff

All respondents spoke very favourably about the gaff. Commonly the young people spoke of the fact that

the staff were trustworthy, respectful, essy to tak to, understanding, caring and helpful. The young people
quickly learn what was expected of them from the counsellors, as one young man sad;

Oh they're good, yea, their good! Yea know, you couldn't open your mouth if you like. You

go into group in the morning, dl right, you could go in, in a good humour, and you come

out pissed off yea know. You go in and st down in the chair and they do a round of fedings,

and you'd be ditting there grand, how are you this morning, I'm good, I'm feding good, yea

know, and what does that mean now, Sean like yea know! You can't actudly fed good, you

can't fed anyway, cos they're going to drag something out of you, yea know that kind of a

way! They just eat into your head like Then you fed good after a while again! The worst
thing to do is to say you're dl right! (Sean)

For some respondents, the fact that some staff members had been through treatment themsealves was
helpful. As one young man said;

Another good thing is that they're dl after going through treatment,"well some of them are
after going through treatment, and they dl know what its like. So, they can tak to you about
how they fdt, and how they were in treatment, and what they did when they had a problem

and dl that. (Billy)
Smilaly dl the parents spoke very postively about the counsdling gaff. Parents commonly spoke about
how good the staff were in understanding the young people. Moreover, they dl fdt very accepted by the
daff, undertook and perhaps most importantly not judged as being 'bad parents. As one father said;

The saff don't make you fed as if, oh here's another one, or here's more parents who don't
know what they're talking about! They don't give that across at dl likel They have more fath

in our kids then we have in our kids, to be honest with you! We see them as little bastards
that are after terrorising us for the last 2 years.

Confidentiality

The young people were not asked specificaly about the issue of confidentidity. However the mgority of
them mentioned this issue in the course of the interviews. They dl emphasised the importance of
confidentidity, and they al respected this. For some of the young people, the knowledge that whatever
they might say would be confidential enabled them to open up and spesk in the group session. As one

young man said;

Something you say will never be sad. Like, if you share something in group and another
member of the group wasn't in that particular sesson for some reason or another, lets sy
they are doing step four which is a particularly important step, if you are not in the group
nothing is sad to you, you are not told what is sad in the group. It's dl around respecting
the person that was sharing something, even if you think the person who was out of the
group could help them. You don't tdl them what happened unless the person who was
sharing wants to tell them on a one-to-one basis. (Kieran)

Views on Programme Philosophy
In the course of the interviews with die young people the issue of abstinence frequently came up. This
issue more often than not emerged when discussing the programme's views on addiction. As outlined

previoudy, dl the young people were unaware when they entered the programme that abstinence for life
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was the overdl objective. However, they came to quickly redise this. By and large the young people
accepted the fact that it was desirable if not preferable, that they stayed away from their preferred drug, be
it acohol, hash or XTC. However some respondents were reluctant, based on their own personal
experiences, to accept the programme view on addiction. As one young man said;

Here they say that dl drugs, and acohol is a drug, are addictive if you are an addict, but |
mean | didn't find other drug addictive. | found XTC extremely addictive because the high
you get from XTC is unbelievable, its, it raises your seretonin levels like up to the roof, so it
makes the most boring thing seem amazing! So | don't know! They say in here that if you are
addicted to one thing you can be addicted to anything! But | don't believe that, not at the
moment like, but | might be proven wrong in the future. Alcohal like, it doesn't even, it's not
a big thing to me like yea know. | drink with my parents in the pub, | don't think it would
cause a problem for me like yea know, | can teke it or leave it! (Steve)

This seemed to be a particular problem for the young people who identified as drug (mis)users, many of
whom reported limited or more controlled use of alcohal. Y oung people frequently spoke of feding under
pressure to say that they were acoholics and/or admit to having a drink problem, when they believed they
didn't. As one young man sad; i

I'd described mysdf as an addict, cos | fdt that | wes addicted to a substance [XTC] yea
know! But they're telling me as well, | mean, that | should be labelling myself an dcohoalic. |
mean, 1'd in no way consider mysdlf an acohalic! It's just that | wouldn't use the label like,
no way would | put mysdf, label mysdf as an dcohoalic, cos | don't think | am! (Laurence)

Smilarly one young woman said of her acohol use;

Like | know that they can cal me an acoholic, but | know in my own heart and soul that
I'm not! | know that | could sit in a pub and have a drink, yea know what | mean! But they're
saying oh you can't touch drink or anything. But like I'll tel you here and now, | know for a
fect that when | go out | will have a drink! And | know that they advise you not to, and |
don't give a shit! .. .And there's alot of people in here that don't drink, that have more of a
thing for drugs. There are alcohalics in here that drink way more than they use drugs, yea
know what | mean. It's just, | never had a problem with drink, and | know now that might
seem thick likel Like | know, | would have had a problem with XTC and hash. | know |
would have, and like I'm living with that. But drink, no it can sound as stupid but | know |
can gt in a pub and if | don't want a drink I'll say no | don't want a drink like, yea know
what | mean! (Sined)

Some of the young people were determined to fight against being labdled an acohoalic, others fdt

that it was not worth it. As one of the young people sad;

You see what they do is they turn it around, and what they sy is acohal is a drug and you're
a drug addict! Yea know what I'm saying! So you're better off like, some things are best left
unsaid yea know what | mean! I'll agree to disagree yea know what | saying! I'll accept half of
it like, but | wouldn't.. Sureif I'm going to be bringing it up to anyone I'll be just drawing in
mysdlf for aload of grief, and | just keep my head down and do what | have to and. (Steve)
SKli- KKI'OKTKD C.IIAN<;KS
The young people were asked about whether they fdt they had changed as a result of being on the
programme. Obvioudy as the young people interviewed were at different stages of the treatment process,

the extent to which they reported changes in their behaviour and their attitude varied. By and large, the
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young people spoke about positive changes in their behaviour, their attitude and in their views on acohaol
and drugs while in treatment.

Many of the young people spoke about being less aggressve, and more prepared to listen to what other
people have to say. As one young man said;

Before | was just dl fists, | can talk things out a lot more now. | used be getting into tights
and now | can handle situations a bit better like. You can't stop anger, its just | have to find
ways to ded with it. Anger's a hedthy thing as well like, it's not dways a bad thing like. I'll
just have to find ways to deal with it like, instead of lashing out and going straight back to
the bottle. Finding ways to copewith it! (Owen)

A number of respondents spoke about how their relationship with their family had changed while they
were on the programme. They spoke about how they were now getting on better with their families, and
of the fact that diey had become more aware of the consequences and affects of their behaviour on their
family.

I've changed an awful lot like, I'm different with my family now, | dways thought my family,
| wasn't part of my family and things like, and it wasn't until family days then yea know, it
was redisng how hurt they were like. | though it was only me that was getting hurt like! |
now redlised how hurt they were after getting, and dl my friends, and my Nan and Grandad,
and people like that. And my outlook on people, | was dways looking for bad points in
people yea know, just so | could laugh at em or mock em or something, and now | 1ook for
good points in everyone like. Even if they have bad points like, | try and pass it over onto a
good point yea know. Well they have this good point like so, they can't be that bad! (Billy)

Most respondents said that being in Aidinn has changed they way they fed about drugs. As one young
man said;

Before | would have thought that XTC, XTC tablets, God XTC wouldn't do a thing to yed
But now | can see the blazing trail of destruction that was my life up until a fev months ago.
So my perception on drugs, and the thing diat, oh hash is harmless and a bit of speed now
and then won't hurt anyone, and the whole thing like dl that has changed now, | see dl of it
as destructive whereas before | saw it as fun! (Laurence)

For others the change was not so much in their view of drugs and acohol, rather, that Aidinn has

provided them with an awareness of the consequences of their drug and acohol use. As one young
woman sad;

Not redly like because | gill get compulsions, yea know what | mean. It's just kind of like,
changed the way | look at drink and drugs, yea know what | mean. It doesn't change the way,
yea know, I'm dways going to get a compulsion to drink, and | know | am, yea know what |
mean, | know | am, and that's never going to go like. And I'm dways going to want to drink
and but | dways know that my life is just going to be fucked up if | do drink. Cos there's
adways consequences when | drink, dways, yea know what | mean! (\Wendy)

Others fdt that being on the programme as such had not changed them, but it had provided them with

the motivation and the tools to change themselves. As one young man said;

Yea wdl it's up to yourself whether you want to change, but it [being on the programme]
dlows you to see what maybe your defects are, yea know. | suppose that's up to yoursdlf like,
I mean if you think OK it's dright to stedl, they have told us in here like, you redize that
you're disrespecting other people by steding. You can gill go out there and sted afterwards,
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if you want to likel Yea know it up to yoursdf, it just alows you to see that what you are
doing is wrong to other people; it's il up to yoursdf] It's just making you less sdfish |
suppose, cos that's what we are badcdly, we just become redly sdfish and we don't care
about anyone, except ourselves! (Steve)

Parents aso reported very positive changes in their sons or daughters attitude and behaviour. Moreover,
they dl sad that changes were very vishle in dl the young people as they progress through the treatment
process. Parents also spoke about how their relationship with their son or daughter had changed, and the
fect that there was less conflict between them now, fewer arguments, and less resentments and blaming.
When parents spoke about changes in relation to themselves, they frequently mentioned how they had
learnt a lot about their own behaviour, and how it impacted on the young person, and on the family as a

whole. As one mother said;

It's made us look at everything, in the family, at home differently! | suppose, maybe the way,
| certainly think the way | reacted to things! | would have reacted an awful lot to X, | would
have had a lot of arguments with him. So | know | need to look at that, change that. Even
the girls, | was saying to the girls look at where dishonesty basicaly got X, because you tell
your firgt lie, and then you tdll your second, and then you are pulling avay from your family
and yea know, no matter what they are dways going to be there for )}&au | suppose badcaly
it has changed our parenting!

By and large parents not only learnt about addiction, they aso learnt about interaction within the family,
and consequently came to see themselves as-being important and playing a key role in the family dynamic.

As one mother said;

I'm going to see a counsellor now, but she [daughter] didn't like that at first! Cos there were
things that | needed to share with somebody who didn't know me! | knew X was getting al
the help here, and | was going to support her, but | knew | needed somebody! Now |
actudly spend time on me. | have actudly learnt to say to mysdf, you are important, because
if you're not OK, nobody else can be OK. They have opened that up for me here.

HIZSI TIUINT.S AHOI 717 11 11'. PROGRAMML:

Respondents were asked to identify what they think is the best thing about the Aidinn Treatment Centre.
Some respondents liked the fact that it gave them an opportunity to get avay from their homes, which
gave them a break from their families, friends, and the environment they were used to. The mgority of
young people interviewed mentioned the fact that the Centre provided a safe and secure environment. As
one young woman said;

Eh, the best things, eh, everything, |1 don't know. The best thing would be, like having the
space out the country and being safe. You fed so sife here, yea know what | mean! It's just
safe, you'll never come to harm, there's security like yea know, you fed like you're just
wrapped up. That's the best thing of dl here like, yea know. (Kathy)

The safety and security of the environment was reflected in the fact that the young people fdt
comfortable enough to trust the other programme participants and the counsellors. Thus, a number of

young people spoke of the fact that they were able to trust people. As one young man said;

It's the way, | don't know, it puts trust into you like. 1'd say that's about the best thing like
that everyone trusts each other like to open ther fedings out like, and what's going on in
their lives like and that. That'd be redly hard, that's redly hard to do likel Yea know, it's just
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the way the counsdllors put it, yea know, they ask you questions now in the other group, the
rest of the group ligten to you like and they know that they can trust you then. The best thing
is the trust like, and what ever builds onto that like yea know. And it's e it's redly safel

(Sean)
For others the best part of the programme was getting to know themselves, and starting to like and accept
themsdlves for the firg time. For many young people it provided them with a chance to look &t their lives,
at where they were going and what they have been doing and provides them with an opportunity to start
to re-direct their lives. As one young man said;

Like you get your good days and you get your bad days, yea know, when you get your good

days, | don't know at the end of the day you're dways coming out with smiles or something

like that, yea know what | mean! It not dl miserable, so it's grand. We're dl changing, and

getting on with our lived, like we know what we want, and it's just, ah! | don't think I'm
changing, but maybe it's easier to see in other people than in yoursdf. (Paul)

For one young man the best things about the programme wes the counsellors. He sad;

The best, how helpful the counsdllors arel They do, like they go to highs and lows, and no
matter what you say or what you did to them, they Hill come back the next day and treat you
as good as anything like ... You have so much trust in them like, like | never had any trust in

anyone before, like, when | was in me addiction but now | can trust like, al the group like,
and | can trust dl the counsdllors. (Owen)

WOKST THINGS AHOUTTI-IK I'KOGKAMMK

The mgjority of young people, when asked what they thought was the worst thing about the programme,
mentioned the fact that they were not adlowed to sing or laugh. Many found such rules too drict,
unredlistic, and unnecessary. As one young woman said;

No laughing that's what wrecks me head, no laughing like, the place is a depression house,
what are you supposed to do! What are you supposed to do like, no laughing! It's ridiculous
like, that redly wrecks me head likel Y ou'd want to see some of the groups, they'd be so hard
like, and you go through a lot of things, and you'd be in bits, and dl you want is a good
giggle a good laugh like! It's head wrecking! They come in and say stop being giddy, you're
running away from treatment! Ah it's fucking ridiculous. Cos you know some people do be
redly upset, and you just want to yea know cheer them up a hbit, crack a joke and have a

giggle and you're running away from treatment, cos you're laughing. You have to have alittle
bit of alaugh. It's too much! (Clare)

Respondents, who were near completion of the programme and were faced with the prospect of returning
home, frequendy referred to the fact that whilst in Aidinn they fdt too cut off from the rest of the wodd,
too closeted, and safe and secure. As one young woman said;

| think it's too kind of cushioned for 6 weeks and then just to be back out there and just dap
in the middle of, where dl the drugs are again, yea know what | mean! (Wendy)

While for some this segregation from society may have been a problem throughout trestment, in the
majority of cases it seemed to be more of a reflection of their concerns around leaving Aidinn and
returning home. Not surprisngly, individud's views on whet they considered the worst part of the

programme tended to be direcdy related to their experiences while on the programme. For example, one
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respondent who had been placed on 'slent reflection’ fdt that this was the worst part of the programme.
As she explained;

Right so when | did my step one, | did my step one and they turned around to me and said
Sinead we want you to. The one thing | hate in the world like is being by mysdf, and they
said we want you to go on slent reflection for two days. They knew very well that 1'd hate it,
and | wasn't dlowed to tak to any counsdlors, ay daf, | wasn't dlowed to tak at the
dinner table, from the minute | got up in the morning, till | went to bed! No taking to
nobody, just sitting there in slence!. ... They sad they thought it would help me...But it's
either, if you don't do it you're not cooperating, yea know, it's kind of a sneaky kind of set
up, yea know what | mean! If you don't you're not cooperating, and therefore it's more
hasde for yoursdf! So | went on it and it was the one thing | hated, | was crying for ages
when | found out firg! (Sinead)

Smilarly one of the respondents who had been 'pulled-up' for being in an 'exclusive relationship’, when

she had previoudy been in Aidinn fdt that this was the worst rule of the programme. She said;

Exclusive relationships, that's stupid, if you're with the same person, if you sit beside the
same person at the dinner table for ages and dl, or having a smoke with them! The last time
| was told | was having an exclusive relationship with this young fella, and he was horrible
looking, and | didn't even want to sit beside him. And he sat beside mé, and they were telling
me | was having an exclusive relationship with him. If you click with someone, cos you'd be
excluding people from the group, or something. | don't know, that's so stupid! (Clare)

However, by and large the young people fdlt that the programme worked, and while there were many
aspects of the programme that they did not like, they fdt that there were reasons for most of the rules.
They had a clear understanding of the reasoning behind rules, thus, while not necessarily liking them, they
recognised their possible benefits.

POST | UI-.ATMI;NT

Nine of the 13 programme participants who were interviewed during their treatment completed follow-up
interviews approximately three months later. As the young people were interviewed at different stages in
the treatment process, they were varying lengths of time out of treatment. All the young people
interviewed were attending aftercare, and it was through this service that they were contacted and the
interviews set up. One had returned to (a different) school, one had just started an apprenticeship, four
were doing FAS courses, two were working, and one was looking for work. Sx of the young people hed
returned to their family and three had moved to supported accommodation away from their city of origin.
During the follow-up interview the young people were asked about leaving Aidinn, returning home,
attending aftercare, lapses and relapses, and sustained behaviour changes post treatment. Similar questions
were asked off the interviewees in the aftercare group.

Kcl lrrnin;_- home
All of the young people sad that it was very difficult leaving Aidinn, they felt very unsetded, unsure and

basicaly scared. They spoke about feding vulnerable and often unprepared for what lay ahead of them. As
one respondents said;
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The fird night | went home, it was so weird, because you're so used to, you're here 6 weeks,
and not dlowed out in the outside world like, and you looking & the same faces, day in day
out and it's like shocking to see so many different faces when you go home. And yea know,
you're wrapped up in cotton wool when you're here, and its like your thrown back out there
and your next door neighbours are dedlers, and your best friends are using and they're caling
up and they want to know yea know, are you dl right, are you coming back out drinking!
And going into like, yea know, the houses out in [name] are real smdl and going back into
my little room, my little box room, and | was just bawling! (Wendy)

Many of the young people aso spoke about feding very londy when they left Aidinn, and missng the
people they were in treatment with and the safe and secure environment provided in the Centre. As one
young man said;

To be back in that same environment, with yea know drugs just taken off you, was, | don't
know, | fdt naked! God, everything looked different yea know! | fdt totally aienated from
what | had known, it wes life a different redity, yea know, it was just totaly different! (Owen)

One of the young women interviewed did not have the option of returning home, and a number of them
‘chose’ not to return home, opting to move on to supported accommodation instead. The young people
reported mixed feding about this decison. Some said that it wasn't what they had expected, as one young
woman said;

| don't know, | was just, | wanted to go, like, it's just like, the same thing like, group every
day, and yea know what 1 mean! You dill have a bit of your freedom, but not as much as
what | thought you would! Yea know what | mean, and the pressure is gill on, well not the
pressure, but you 4ill have to go into things that you don't want to go into, and yea know,
you're repeating step one, and dl that kind of stuff againl So my head is quite wrecked a the
minute! (Kathy)

For others the continued supervision and support provided in such accommodation was considered if not
a benefit, certainly preferable to returning to their home environment. As one young man who went to
support accommodation avay from hometown said;

| redly needed that mysdf ‘cos from where | was coming from, eh, a month wasn't enough
to turn me around, 1 mean | needed a safety net of, yea know a safe house, yea know what |
mean! Cos you are here in a treatment centre for a month, this is my own point of view, your
in a treatment centre for a month and like you're put back out there like and its very difficult,
yea know what | mean. Cos you have to ded with dl the friends, and everything straight
away, there's so much to ded with like. So for me anyway | definitely needed a haf way
house for three months, and eh 1 just started to redise that you could enjoy yourself by
staying clean and staying clean wasn't so bad yea know what | mean. (Lorcan)

For other young people the worst part about leaving Aidinn and returning home was the fact that they fet

that people had changed in they way they related to them. As one young man said;

It was very hard like, redly very hard. | found that people in the family were way different
when | got out, then when | went in, yea know that kind of a way. They have changed,
towards, | don't know! It's weird enough like yea know! They try and handle you more like,
they're very arad you might do something, yea know that kind of a way! That drives me
mad, like yea know! (Mark)

Finaly, for a number of respondents the hard part was the fact that tilings were 'no better' then they were
before they went into trestment. As one respondents said,;
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When | came out after a few days | put on the computer, and | had to turn it off yea know,

cos it just wasn't the same when | wasn't stoned. It was not good, and everything was, |

don't know, there was just no buzz, yea know, | was used to having a buzz dl the time, and

then when | came out there was no buzz. And, yea know, | think it wasn't good enough for

me, it wasn't excited enough, and it wasn't better! That it, like, that it wasn't better then it

was before | went into treatment (Jm)
In short dl of the young people found it difficult leaving the ssfe and secure environment provided for
them in Aidinn. For some individuals the transition was harder then for odiers, this largely depended on
die individud's circumstances. Returning to the home environment was difficult for some, and preferable
for others. Smilarly moving to a new city was a hard decison for some of the young people, and the only

choice for others. They dl, however, missed Aidinn and the other residents and daff.

Staving Clean

All respondents, except one, sad that they found it very difficult staying away from acohol and drugs.
Many of the young people spoke about the fact that alcohol was so readily available and that they were
constandy faced with opportunities where they had to resist the temptation Jo have a drink.

There's a lot of drink around, | think it's worse out in the country. Out in the country they
do it dl the time, cos there's not many Guards around yea know. The Guards would be in
the pub even, drinking, so a lot of the young people have nothing to do so they go drinking
and smoking hash and dl that! So thereis alot of that around like! (Shay)

Generaly speaking, the respondents found ‘recovery' much more difficult then they had anticipated. This
in turn often made them resentful toward particular saffs members. This was typicdly expressed as

follows;

They made it sound so easy in Aidinn! | remember [gaff name], Oh now if | could get my
hands on them, [name] said when you go out a new life and dl that! | was going yes, they
made it sound like, yea know, I'd won the lottery or something! It's different when you go
out though! It's very hard, even if you move somewhere, it's very hard! | find it that way

ayway! (Mark) '
Some of the young people said that they found it difficult coping with things in the absence of acohol and
drugs. They were finding themselves having to dedl with situations, emotions and/or feding diat they
would have previoudy dedlt with, with the ad of drink and/or drugs. As one respondents sad;

To be honest with you, at die minute I'm not liking recovery! I'm liking it in a sense, but in
another sense | can't! I'm not used to deding with pain, and dl the emotions and fedings,
I'm just not used to it! And | would love, and like | redly do miss my hash, to rdax me, cos
I'm getting very hyped up about different things, and they could be the smdlest thingd | fed
my temper is coming back an awful lot! | fdt like snapping a home, | just, ah | couldn't
listen to it! That's why | couldn't be at home cos I'd end up teking it out on my family! And |
would go back drinking and that! (Kathy)

Other respondents reported feding different to their peers, and complained about not being ‘norma’. The
young people said they were no longer able to do the things they used to do like going to pubs, clubs or

just smply hanging out with their friends. Many found this difficult and very isolating, as one young man
ad
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But | miss dl that, yea know, parties and yea know the whole lot! Just going for a nice drink

with friends, having a chat, meeting girls and dl that likel But now I'm labelled [an acohalic]

yea know what | mean! (Mark)
Some of the respondents mentioned the fact that it was difficult to hide the fact that they were in recovery
from peopl e they worked with or were in school with. As one young man said;

| mean alot of people like mysdf, | stayed out of pubs and clubs for the firg year. ..It was
difficult cos your, cos on the course you'd be talking to people like, and they'd be there what
are you up to and what are you doing this weekend, and | had to make up some mad excuse
or something! (Lorcan)

One young man spoke about not being able to going out drinking with his peersin schoal.

It is like, yea know when, especidly in school like, when dl they talk about is fucking getting
pissed and getting stoned, and yea know, what your going to do next weekend, and yea
know. ...And it's hard to ligten to it like, cos in a way you fed that what they're doing now
you've done dreedy, yea know that kind of way. And like we'd sy | did dl that between the
age of 13 and 16, and they're doing it now when they're turning 18 and stuff like that like!
And it'sjust strange that | can't go out and experience it with them. (Shay)
For others life seems a hit 'boring' after trestment. They equate the absence of acohol and drugs with the
absence of fun and excitement in ther lives. Of those interviewed, the young women seemed to End it
more difficult, as the young men were more likdy to have found a socid oudet through other activities,
such as going to the gym, playing pool, boxing etc. None of the young women were involved in any of
these activities. As one young woman sad;

| redly miss the adventure of it [taking drugs], cos | love facing dangerous things, and yea
know, redlity is the same thing day in and day out, boring, going to meetings, or Say in, like
that's, | don't want alife like that! (Wendy)
Findly, a number of young people spoke about the fact that what was difficult was knowing that being in
recovery was for the rest of their lives. The knowledge that they could not drink or take drugs ever again
did not sit well with some of them. As one young woman sad;

| can't believe I'm (;nly 18 and Jesus, the rest of my life, what if | get married, | till won't be

able to drink at my wedding! It's yea know, dl diat kind of thing! | know I'm thinking away

ahead of mysdf but, people sy it, but that's the way it isl. .. You can't keep it in your own

day.... | think that's impossible to do! And it does bug me when people sy it to me, like,

keep it in the day and dl this kind of, it's dl recovery tak, and it just drives my head wild, it

does! (Kathy)
However, it should be mentioned that the follow-up interviews were carried out just before Christmas.
Thus, many of the respondent's spoke of the fact that it was a time of year normally associated with
getting drunk, going out, and having a good time. They were not looking forward to the holidays and to

New Year in particular.

Allercare
The aftercare component of the programme is designed to help former programme participants to remain
sober and establish drug free lives. As stated previoudy dl the young people interviewed were attending
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Aidinn's aftercare in one of the four locations. By and large the young people spoke very favourably about
the aftercare. They fdt very comfortable there, able to tadk and liked the fact that there were with people
who hade been in the same treatment centre. One young man described aftercare as follows;

You just come in badcaly and talk about how your week is going and eh, you know you'd be
talking about different situations that come up in your life. Sometimes you might be given,
you might make a commitment to the group, yea know you might.get out of this situation, a
certain Stuation, sy you might be hanging out with our old friends again, right so, you might
be asked if you want to make a commitment to the group that youll do something about
this. That helps you yea know what | mean, | find that helps a lot! And eh, so yes, it's just
listening to other peoples stories, cos you're just gaining trust, and you're dl trying to do the
one thing cos you'e dl out there, trying to live clean, and we al have the one goad because
we want to gay clean. And there is another group for people who have relapsed yea know
what | mean, it another part, it happened, yea know what | mean! (Lorcan)

A few of the respondents said that they did not find attendance at aftercare particularly helpful; these
individuals invariably mentioned the fact that it was not the same as group work in Aidinn was. In
addition, the fact that some respondents had to travel long distances to get to their aftercare did not help.
As one young man sad; -

It's OK, but sometimes | wak out thinking what's the point in going to that like! Yea know,
I'm the same as when | went in likel 1'd have a better tak with my Auntie a home like yea
know! It's dl right likel But | don't redly like coming down here dl the time likel .. ..Aidinn
was better group like! | suppose cos your with each other more like! (Mark)

One respondents who was involved in group work in another settings during the day, found that at the
time of the interview she was getting very little out of Aftercare, but anticipated that in the future it would
play more of a supportive role. Theyoung woman said;

It's good, | found it very hard at the start because I'm getting group therapy every day up in
[place name], and eh, then coming down here and having to get more counselling like, yea
know what | mean! It would fucking fry your head like, yea know what | mean. So like, | just
go in like, I just listen like, and | don't know if I'm getting much out of aftercare now, but |
know | will when | leave [place name] because | wont have anything like, only my &ftercare
and | know it will come in handy then. But now like, I'm not redly getting that much out of
it! 1 know when | go out I'll be glued onto aftercare! (Wendy)

However, it much be sad that while some of the young people said that the benefits of aftercare were
limited they were 4ill attending on the weekly basis. Respondents who had been attending aftercare for a
while frequendy pointed out the fact that, as with treatment, it is essentia that attendance is voluntary, and
they sad that people would get limited benefit from aftercare if they were going to keep their families or
other concerned persons happy. As one young man said;

If you're going to aftercare and going to mestings you have to want to go. | was just going
for other people to keep my parents, happy and to keep other people happy, yea know.
That's just not, it's going to work, you can't, you can't do it for everyone else. That what 1've
learnt anyway, no matter how many people want you to not drink, if you want to drink you'll
drink. That's the way itis. (Lorcan)
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AA/NA

Upon compledon of the programme the young people are required to not only attend weekly Aidinn
aftercare meedngs, they are adso required to attend twice weskly AA and weekly NA meedngs, or as
appropriate. The respondents had mixed feding about these meetings. Frequendy respondents spoke
about feding worse when the come out of these meedngs. As one young man said;

| don't like it to tell you the truth! It's al older people! Yea know, you come out of it like,
you'd come out of it depressed, yea know! | come out of them depressed, listening to dl the
stories likel Yea know, they're only living for this AA meedng likel Yea know they can't go
on with this that depresses me that would! Yea know, they can't get on in life without this
meedng, like yea know! (Billy)

Others found what diey saw as being hypocrisy difficult to ded with. More specificdly the fact that
individuals may one week attend meedngs cdlean and sober and the next week they may comein drunk. As
one young woman said;

| think it's just, like everybody says that the meetings are this, that and the other! Like at the
start, I'd wak into a meedng dl right, and I'd wak out depressed and wandng to drink. |
even saw a man who sad AA saved his life or what ever, and the next time | seen him, he
had relapsed yea know what | mean! So that just put me off it atogether! Yea know, he could
sy that one-week and the next week he comes in scuttered off his brain likel (Wendy)

The issue of age was mendoned by a few of the young people. They said that individuas in AA were alot
older than themselves, which made them fed uncomfortable. Moreover, a few respondents sad that
people a meetings had sad to them that they were 'too young to be acohoalics, this they found difficult
to ded with, pardcularly as they shared this view. However, when the members of a meeting accepted
them, it made dl the difference. As one young woman sad;

Eh, | hateit, | hated the meetings! But like last night | went to a meedng and | redlly enjoyed
it, it was AA! But | redly enjoyed it and it was the firg time | shared as well, and | fdt more
comfortable and it was a smal group! | think it was just the atmosphere, because | have this
thing about old men, | just don't like them, | fed uncomfortable around them! Don't ask me
why! They're dl staring and that, but | think it's just because, what's going though my head
is, that they either want something off me or, they think I'm too young to be an addict! This
is what's going through my head! But last night like your man who was doing the chair, he
turned around and he sad he thinks its great when he sees young people coming into the
thing, cos you're catching the addicdon at an ealy aged Which put me in a good mood!
(Kathy)

Despite the fact that NA had a somewhat young attendance age, generaly speaking the young people
preferred going to AA meedngs. As one young woman said;

| like AA because, the only reason | go to AA is because there is alot of clean time, or sober

time, some people are 30 years dean, and there's a lot of wisdom in there like yea know! But

in NA they are a lot younger, but like yea know, people would be only 3 or 4 years clean like,

or like maybe 10 years max clean, that's only because the meedngs are only starting! (Clare)
However the longer the young people were attending AA or NA the more they seemed to find the
meedngs beneficid, the more comfortable they fdt and the more prepared they were to pardcipate.

Aldiough the respondents frequendy mentioned that die NA/AA mesetings were different to both the
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dftercare and group work in Aidinn, the programme had prepared them for these meetings. As one young
man said;

| go to 4 or 5 NA [meetings a week...| was a bit edgy at the start cos you're thinking ah
Jesus, now | have to tak now in front of these people, and they don't know me. But it's
good in away too, that you can eventuadly fed comfortable, yea know like, and you can talk
to people after it and before it and you don't fed out of place or whatever. | was at meetings
before, but like, Aidinn has prepared me cos like before | came here, | didn't want to speak
in meetings, cos | was arad of offending somebody, or saying something that probably
didn't come out right to whatever! But Aidinn taught me that I'm just there for mysdf, yea
know what | mean! I'm there to get me better! (Owen)

L apses/Rel apses

Three of the treatment group had lapsed since they left treatment, and two of the young people from the
aftercare groups had relapsed. As one young man said;

| did, well | didn't relapse, | dipped yea know! A relapse would be like progressive yea know.
But eh, | only smoked hdf ajoint a [place name] yea know, just smoked it like, cos me mind
st like, it was about 8 weeks ago! But | was thinking to mesdf, ah fuck this like, what will
my friends think like, yea know dl the image coming up like, Jesus ydu've turned queer soft
and al! But eh | smoked it anyway and | was pissed off when | did smoke it yea know. | was
just zombied out, and wrecked! But eh, | dill get fierce close, cos | was rolling joints there
the other day, yea know two days ago! (Billy)

All the young people who reported drinking or taking drugs after treatment, sad that it wasn't very
enjoyable. They spoke about feding of guilt, shame and disappointment. As one respondent sad;

And | remember, being told that a relapse was worse then before, before you knew the
programme existed. And for some reason it was yea know, | just wanted more and more and
more, then | did before. After going through family days here yea know, and having your
family say what you were like and just finding out some much about yourself and what you
were like in addiction, dl the things you did, it makes it very hard to enjoy a buzz afterwards,
because you know you're an addict, you know dl the ins and outs of the drug, and the
addiction, and the relapse. You know your not taking drugs your in a relapse. Yea know, its
just its just, the fun's gone out of it. The fun's just gone out of it. And then there's dl the
feding of guilt and shame, | suppose. Yea know, there was no good fedings redly! (Jm)

For some the relapse was planned, it had been something they had been thinking about for a long time,
rather than just a response to a situation. As one respondent said;

Na, | think it was a bit planned in me head, without me even thinking yea know! And that's
what 1I'm afraid of at the moment likel | think there's something being planned in my heed,
yea know! Especidly for going home at Christmas | think there's a big huge scheme in my
addiction, so | do. But | don't know what it is you see, and that's what frustrating me a bit
yea know. Cos for some strange reason, | haven't go a craving for drink yea know, but |
could be thinking ah sure wait till you go home yea know what | mean likel (Billy)

Many were quite philosophical about their 'dip’, and saw it as being a good thing. For some of the young
people it made them redlise that they could not 'handle’ drink/drugs at that moment in time. Others fdt
that is was just part of the recovery process. As one young man said;

Some dips like they Help you in your recovery yea know what | mean! It does help you cos
when you just redise, you have so much expectation over this joint, then you redize that
your back to sguare one, you won't go near it again, youll go fuck that shite like, yea know

68



e

Foashisbny o Nshon Adolescent Addweoon | reanment Centre

Fral Docoment: 27/08/02

what | mean! But sometimes people will progress from that yea know what | mean, but |
didn't like! (Lorcan)

For those who had not (re)lapsed post trestment, it was proving very difficult. These young people
interviewed at follow-up spoke frequently and at great lengths about drugs, alcohol, and their desire to use
again. As one young woman said;

And | adways think that somebody relapses in ther lifel And that gives me the urge to
relapse, | want to! Do you know what | mean! | want to see what it's like, | want to see if |
can handle it! And even though | know, deep down in my heart that | can't, | just want to,
yea know what | mean! Cos | see people and they relgpse and they come back, yea know! But
knowing me, | wouldn't be able to get mysdf back! (Kathy)

Smilarly another respondent sad;

You fed sad for them [people who have relapsed] eh, but | dso want to do it mysaf! | ill
would love to just test it, and they say it's harder and this and that and the other, if you ever
go back drinking its never the same cos, you fed guilty and that! But | want to try! (Audrey)

For many who had not (re)lapsed it was the fear of the consequences that had stopped them from going
out and using. This seemed to be paticularly the case for the young people who were living in support
accommoadation, as there was a very red risk that they would become homelessis the returned to drug and
alcohol use. As one young woman said;

The lagt time | got out of treatment | was going to pubs and clubs the whole time and |
relapsed, yea know what | mean. The fear is there like, yea know what | mean, and I've
fucking nothing to fal back on this time! ‘| had my family there the last time, yea know what
| mean, | had a house and | had a bit of sanity and if | go back out this time, I'm dead or in
prison like, yea know what | mean. That's scary like! (Wendy)

Involve men| in Crime

Only one of the young people interviewed at follow-up reported being involved in crime post treatment.
However as she explained the sense of guilt lead to her owning up to what she had done and attempting
to make amends;

-

Second weekend home then, and it went dl right....But | ended up robbing when | was in
[place name] and | robbed a phone and when | went back up to [place name] | had a phone
and dl the counsdllors were saying where did you get the phone, and | was saying | got it off
my sister like!l But then, | just got pure guilty like yea know what | mean, so | just sad it to
her then, | sad | robbed the phone | said, and I'll post it back like, yea know to the coffee
shop! So | posted it back like! Then | did a load of stuff around robbing yea know, cos I'm
aways picking up stuff and yea know what | mean. | just think it's grand like, pick up a tube
of make-up or a bottle to perfume like yea know! But | didn't like saying it, yea know at the
start like, yea know in group therapy, at the start you introduce yoursdf and | say my name's
Wendy and I'm an addict, an acoholic and | had to say I've a problem with steding! Then
one of the girls started caling me arobber, and | fregked one night, like who is she to tell me
I'm arobber like! (Wendy)

Others, who were no longer involved in crime, smply fet that they had out grown it, and didn't

necessaxrily see their involvement in crime as being direcdy related to their drug/alcohol use. As one young
man said;
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But I'm getting older now, like yea know, so | know certain things, so, that was when | was
younger yea know! You kind of mature, you drink differendy, and when you come out of a
nightclub now like, you won't go, oh I'm going robbing! I'm finding that now! | got into
trouble, yea, when | was younger | go into trouble like ....The crime and dl that grows out
of you like, you done that for a laugh like as wel! It wasn't dl over drink, and the money for
drink! You like to have money, yea know that kind of way, going off with the girls and dl
that likel Showing off, and dl that. Robbing the cars to have alaugh with your friends! It was
different fedings besides drink, like, yea know! You just do stupid thinks sometimes like!
(Mark)

The mgority of the young people aso said that they were less aggressive than they had been before they
entered treatment. However that said, the young people who were struggling with recovery did report that
they were beginning to fed angry and aggressive again. These respondents frequendy mentioned the fact

that their 'temper was starting to come out again'.

Family relanionships

The vast mgority of respondents sad that they were now getting on much better with their parents and
other family members. They said that their relationships had improved while they werein treatment, and

they had managed to sustain these changes. As one young woman said;
They've made [Aidinn] they've actudly saved my life, and that's the truth! And | would do
anything for them! Eh, they've saved my relationship with my Mum! ...And my sster, like,
she taks to me now, and tells me what's going on, and it's great! (Kathy)

Many of the young people spéke about the fact that not only had their relationship with their parents
improved, but they were now aso getting on much better with their shlings. As one young man said;

...but when | stopped taking drugs, she [dgter] was dways nice to me, but | dways pushed
her off, but now, if she has something bothering her, it's me shelll come to before anyone
else. For her to come to me, I'm the person shelll come to! | suppose it's a normal duty for a
big brother to help but it's great! Now | get on redly wel with my two little sisters as well,
they kind of sensed that | was not a nice person to be around, you know children, they just, |
don't know! (Jm)
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To conclude, for most of die young people life after treatment was difficult, and in their view it was more
difficult then they anticipated. They often referred to the fact that dl they wanted wes to be 'normal’, and
like other peopl€. The young people frequendy felt very isolated from their peers, which in turn lead to
boredom, and frustration. Moreover, they had limited socid lives, and many, in particular the girls, seemed
to find it difficult to separate a socid life, from drinking and using drugs. As one young woman said;

| don't reelly go out that much, | hate going out at the weekends! | went out one Saturday
night, I was in town with my friends, eh it was actudly one of the girls up in the house, and
we went into town just to look around or whatever and have a cup of coffeed And we seen
everybody dl dressed up, in their outfits going out, and drink and singing and al that, and |
was just, oh, I'm never going into town agan! | was mad, one hundred girls could have
jumped on top of me, and | probably would have teared through every single one of them!
That's how bad it isl All I'm doing is eating! (Clare)
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All the young women and three of the young men spoke about wanting to find a boyfriend/girlfriend,
which for them represents the end of isolation and loneliness. As one young woman said;

People are saying not to get into relationships and dl that, | haven't, but | want to! Like |
haven't done nothing like yea know, but it is so hard! And | just, | realy would love to, | fed
like | need a fdla in my life at the minute! like they say you can't have a relationship for 2
years, that wont happen! That will not happen! And | know it's arisk, it is a big risk to have a
relationship in early recovery and dl this kind of shite! But sure there are loads of things that
depress people and get them back on the drink, like, if some féla, like just say, some fella we
were getting on so well and something happened there right, and like, and it didn't work out,
and 1'd be depressed, and I'll ill have a phone cal, I'll still my meetings, do yea know! But if
it worked out well, do yea know what | mean! (Kathy)

For other respondents life after Aidinn was difficult due to their circumstances, and while they
acknowledge that they have learned a lot both about themselves and about addiction, they are ill living in
very stressful and difficult situations and have to deal with painful issues. As one young woman said;

| still sometimes like, yea know if | think like, of the situation |'n\in now yea know what |
mean, I'm still practically homeless yea know what | mean, | haven't my mother talking to
me, yea know she doesn't want to have anything got to do with me likel My Nana's dying,
and yea know what | mean, when | think this like yea know what | mean, its dl running
thought my head like, yea know, and still about the Gardai and the time | was in the abusive
relationship, and that still effects me to this day like, yea know what | mean. Yea know, when
I'm looking at myself in the mirror, and think like about everything, | just fucking get so
pissed off, and sometimes | just say, did that fucking realy happened like! And yea know,
sometimes when you having a really fucking bad day you just say yea know, I'd just live if
this was al a fucking dream and | just work up and | was fucking normal! (Wendy)

That said al the young people said that Aislinn had prepared them for leaving treatment in as far as they
could. They said that the relapse tracks that they had completed were very beneficial and it increased their
awareness, but at the end of the day they had to leave Aislinn and face the 'real world'. As one respondent
said; |

They [Aidlinn] could have done nothing else; this is the way it is likel And this is the way it's

always going to be! | could be'in Kilkenny for 2 years, and 1'd still have to come out and I'd

still have to face redity! It was different in there, in treatment because that kind of a place

you felt so safe! Like out here your back out in the world, yea know what | mean! It's like
your lost in a big jungle, yea know its jus mad! But like you get over it after a while! (Lorcan)

Only one of the young people interviews regretted having been to Aislinn. That said the individual in
guestion was at the time of the follow-up interview experiencing great difficulty dealing with being
labelled an ‘alcoholic’ and coming to terms with the disease concept of addiction. All the other
respondents interviewed post treatment spoke very favourably about their experiences in Aislinn. As one
young man said,
Aislinn has taught me a new way of thinking, that's what helped me. Yea know, you can look
at things from a different point of view, yea know what | mean! I'm open to things that
people say to me now, yea know! And | can sit down and talk to people. Six months ago |
wouldn't sit down here and talk, | was mad, well not mad, but | was just very snappy and

violent and all that! If someone came to me and said about the evaluation, | would have said
fuck off, I wouldn't have been able to sit down here and talk to you! (Owen)
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SUMMARY

A quditative evaluation provides a distinct but coherent perspective on policy, programme and practise
evauation (Shaw, 1999). In this section a richly descriptive account of programme participants
experiences of the Aidinn Adolescent Addiction Treatment Centre was provided. The qualitative
approach enabled the researchers to give a voice to the normaly slenced young people who seek
treatment for substance misuse. By and large the young people interviewed spoke very favourably about
their experience of Aidinn and dl 13 young people interviewed while on the programme completed the
residential aspect of their treatment. Moreover, only one of the 13 interviewees had completely ceases to
attend Aftercare at the three-month follow-up (to individuas were attending infrequently). That sad,
many of the young people found the therapeutic process demanding and ‘recovery* harder than expected.

The screening process was difficult for many because the programme participants were required to spesk
about their drug and acohol misuse in the presence of their parents, often for the firg time. The extent to
which this was a problem seemed to vary depending on how much the parents knew about their son or
daughters drug and acohol misuse prior to treatment. It is good practice to have parents involved in the
screening/assessment of a young person, as the information given by parents can help the assessment by
providing a fuller picture of the young person and an understanding of the family relationship (SCODA,
2000). However, when the parents are involved, it is essentid that the young person be given the
opportunity to be assessed done. It is paramount that the young person provides a detailed history of
their drug and acohol consumption and that the counsellor has an understanding of their difficulties and
their past and present life story to enable them to determine the appropriate of the Aidinn Addiction
Treatment Centre to their needs.

The mgority of the young people interviewed did not know what to expect from the Aidinn when the
fird arrived. They had a limited understanding of the programme's ams, objectives and the overdl
programme philosophy. Although dl the young people would have been made aware of the focus on
sobriety and abstinence prior to entry into treatment, it took time for the implications of this to sink in.
Thus it was later in the treatment process diat the young people began to address this redity, either by
gtating that they do not have a problem with a particular substance, usudly alcohol, or saying that they are
capable of controlled usage. It is essentia that young programme participants make an informed decision
to enter treatment therefore they must be made fuly aware of the programmes structure, content and
what exacdy is expected of them. There were somewhat mixed views on the programmes philosophy
regarding 'addiction’. Some of the young people were not too perturbed by being described as 'an addict’
and its implications. That is not to say that they necessarily agreed with it, rather they appeared to accept
it. Others completely refused to accept being labelled a ‘drug addict' or ‘acohoalic'.

In term of programme content and the day-to-day activities, the young people settled in quickly and soon
learnt what was expected of them. By the end of the first week, the young people had settled into group;
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6: Linking Aidlinn with
Local Models of Drug and
Alcohol Treatment

IMTROHI fVIION

Previous sections of this report have summarised Aidinn's programmes and operation and reviewed
participants perceptions of programme's suitebility and impact. The next section draws together a
discussion of this materid leading to an andyds of the programme's overal eficacy and impact Before
proceeding to this discusson however, it is necessary, here in section 6, to consider the wider service
environment within which Aidinn operates. Currently, the broad thrust of stated public policy on drug
and alcohol treatment is to support the development of community services within a framework where
Specidist, residentia services operate as a back-Up. There is a need therefore to provide some account of
the circumstances in which such back up would be required and the likely expectations of a service such as
Aidinn in providing such back up. '

THIE EMERGING COMMUNITY MODEL OF FREATMENT

Traditionally, alcohol treatment in Irdland, as in many other jurisdictions, was based on specidist
intervention in psychiatric hospitals involving set periods of in-patient detoxification and care in highly
controlled and supervised environments. Snce the 1970s however the appropriateness of this approach
has been questioned and policy has supported a shift in the direction of community models of care.

Criticisms of the specialist'approach are summarised in the report Planning for the Future, 1984, which
argues that specidised services operate a "separatist" approach - drawing people "away from the
community and family", potentially excluding the "contribution of primary care and community, medica
and socid services' and running "counter to the principle....that help to individuas and families should

be as near to their communities and homes as possible.”

Since the publication of Planning for the Future, stated policy for the management of alcohol problems has
supported a community rather than a specidised, in-patient approach. Conceptudly, this community
approach advocates earlier intervention and greater involvement of family members, within the context of
primary health care and persona socid services, and with access to specidist psychiatric services, as
appropriate. In some respects this community approach is envisaged as an ongoing support system for
those who experience problems with acohol consumption. It acknowledges that alcohol problems do not
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they were aware of the procedures, the level of participation expected and what they were required to do.
Many of the young people spoke about how difficult the group sessions were, however a the same time
they were aware of their benefits and on some leve appeared to enjoy the group. Centra to the group
sessions is the step work that the young people undertake. The extent to which the young people
understood the 12 Steps varied. They are however guided through their step work at each stage with lists
of questions that they must answer, or issues that they must address. The down side of this approach is
that individud step work is at risk of becoming somewhat formulaic and the posshbility of competition
between people when undertaking the individua steps.

The young people dl viewed family involvement as central to the programme. Smilaly the parents
interviewed fdt that their participation in the programme was vita to the process of change. That sad
family groups were painful for both the young people and their families. The young people had differing
views on the programme content. For example, some liked art, while odier did not enjoy expressing
themsdaves sdlves in this manner. Respondent's views on such aspects of the programme were largdy a
matter of taste. All of the young people spoke very postively about the daff. They were liked and
respected by they young people and their parents.

The young people reported a range of behaviour and attitudinal changes including feding less aggressive,
and more prepared to listen to what other people have to say. Most of young people reported positive
changes in the relationship with their parents, and family. The young people reported being more aware of
the consequences and affects of their behaviour on their family. Both parents and young people reported
that there was less conflict between them now, fewer arguments, and less resentments and blaming.
However, the mgority of young people found life after treatment very difficult, and staying ‘clean and
sober' was harder then they had envisaged. That sad, at the second round interviews, approximately 3
months post treatment; onk/ three of the in-treatment group had lapsed. However, the young people who
had managed to remain drug and alcohol free spoke in great detail about drug and acohol use and their
desire to 'see what it's [relgpsg] like' and badcaly to use drugs and acohol again. The findings highlight

the importance of aftercare and the importance of post treatment services to help maintain recovery.
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lend themselves to curative treatment, that many such problems are continuous, with problem highs and

lows, and draw different levels and forms of intervention at different stages.

In addition to theseissues. Planningfnr the Future, dso arguesthat specidist servicesare hugely expensive as
compared to non-specidist interventions, a point that is emphasised further in the National Alcohol Palicy,
1996:
....the present state of knowledge suggests that out-patient models of treatment are no less
effective than in-patient care and they have the advantage of being less expensive (p39).

Although, since the 1980s, public policy on acohol has supported a shift in the direction of community
sarvices, progress in developing these, no less than other areas of ‘community care’ has been dow. In
some respects the new model fell victim to public expenditure cutbacks. In such circumstances, where
such problems are considered everybody's responsibility they can, in the absence of funding, end up being
nobody's. In practice therefore, new community models of care remain a an eEarIy stage of development and
it is only in recent years that substantiad funding for such developments have become available.
Meanwhile, the absence of well-developed community services has contributed to a higher demand for
specidig interventions. In particular there has been a growth in the demand and provision of specidist
resdentia treatment in non-hospital (psychiatric) settings. In effect this has meant that in some
circumstances, back-up, residentia facilities are available, prior to, and not as a consequence of, an
engagement with, or demand from, local services. And, as dready outlined earlier, the demand for setting
up Aidinn emerged not from within the community but from within existing specialist service provision.
There is little evidence that this demand was articulated from among health board fidd personnd,
although, as is dear from our earlier discussion, there is dso litde evidence of health board personnel
being deployed in sufficient numbers such that adequate loca assessments of drug and adcohol needs
could be made.

SERVICES FOR YOU NG TR0
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The community approach to treatment is aso evident in the emergence and development of services for
young people. Officid responses to acohol problems among young people tend to emphasise the role of
secondary prevention: targeting specific groups of vulnerable young people, offering counselling, peer-
help and other supports in programmes for vocationa preparation, responding to early school-leaving and
crime diversion. Generdly, it is envisaged that emerging community-based alcohol treatment services be
provided to young peoplein the same generic model asto other groups. The National Alcohol Policy, 1996,
does not advocate the need to provide separate alcohol treatment interventions, spedificaly for young
people.
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As the drug problem tends to be associated with young people (under 25 years), many treatment, as wel
as secondary prevention responses, were developed with a focus on das particular target group. Initidly,
following the onset of this problem in the late 1960s, treatment services were provided centraly through
specidist personnel. However, as a result of locd epidemics and public health concerns with HIV/AIDS
the main treatment provision is now community-based, within a smilar, abeit separate and more-funded,
model as acohol. Specific treatment interventions for young people under the age of 18 years are limited.
The National Drug Strategy, Building on Experience, highlights the need for adolescent-focused treatment
and sets the provision of "geographicaly accessible” services for this group as one of its forthcoming
targets. A Working Group to develop a protocol for the treatment of young people under 18 years has
been set up by Government and is due to report in May 2002.

COOMNVINTENDN Dt B MM TS 0 A TOMCAT, FRAMEWTOIRE

An important conseguence of the National Drug Strategy, Building on Expetienceis it has brought a new
momentum to implementing a locd framework for drug and alcohol misuse, across the regions. As
dready indicated, a wider policy framework incorporating the necessty of locd dSrategies has been
advocated now for almost 20 years. The new impetus to move towards implementation emerged from
widespread public concern with drug problems as well as the availability of public funds, and in 1996 this
led to focused strategies in worst affected areas. With Building on Experience, such locdised strategies have
now been extended, potentially across dl geographic areas, and aso potentidly, with a more effective
integration of drug and acohol treatments. Needless to say, such developments are hugely reliant on the
continued availability of robust funding, and in light of recendy heralded pressure for health expenditure
cutbacks, it remains to be seen whether these initiatives can be sustained.

In the context of this evaluation, this increased momentum towards implementing a loca framework for
acohol and drug misuse has important implications with respect to the integration of these services with,
other non-localised services, including Aidinn. These issues are explored here within the context of
discussions held with representatives of two of the hedth boards who between them account for nearly
60% of Aidinn's admissions. In this exploration, there is a need to identify the main features of the hedlth
boards adaptation to a loca framework; while a the same time there is a need to examine how Aidinn's

particular model of care and treatment fits into this emerging local framework.

Given the historical context of a traditiona system of institutional care that is only in recent years begun
to make way for a community system, a variety of pathways to developing this new system is likdly.
Differences here are quite apparent in the approach of the two health boards concerned. For example, in
one hedlth board area its drug and alcohol services are being developed through incorporating a number
of core, non-residential services that were previoudy provided through a voluntary agency. These services
are now provided direcdy through the health board and are being augmented by an increasing number of
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satellite services operating at various geographic locations, as required. In the second health board area,
the focus is on building localised services from a green field situation, drawing together existing personnel
carrying a drug or alcohol brief and linking these together with new members of an expanding number of
locally-based teams. It is likely that an examination of a larger number of health boards would indicate an
even broader disparity of development models. In due course however according as the number of
personnel and services reach a critical mass, we would expect that these developments should show clear
signs of model convergence. An appraisa of their differences here therefore, is not so important as that of

highlighting the common thinking of two health boards as to what should constitute the main elements of
a new loca framework.

The firss common element in the approach of both health boards is their desire to develop local professional
teams within the overall structure of a county or community care area. The central idea here is to have a
team of drug and alcohol counsellors who can provide therapeutic and “non-therapeutic services and
supports, as required. Teams would be structured to have 3-4 counsellors per senior member and there
would be a strong emphasis on professional support, supervision and direct accountability. The services
provided should be relatively accessible arid capable of being provided at health centres, community
centres or various other local centres with a health / counselling focus. Even though the core components

of such services might be provided at central locations it would be important that they have outreach
capabilities.

A second common element of an emerging local framework is that an array of therapies and interventions
needs to be available through this community team. These might include behavioural therapy,
psychotherapy and family therapy. While drug-free interventions would be (and are) provided, potentially
linking in with locally available AA and other self-help groups, it is important that "non-abstinent"
options, such as programmes for controlled drinking or drug-substitution, are also available. The

following comments fra'm a health board representative summarises its intentions in this regard.

Within two years it is likely that we will have a system, through an expanded team, that will

allow for more intensive interventions at a loca level, with the back up of an addiction

speciaist psychiatrist.
In this emerging local team structure it would be important that team members understand and appreciate
the varying circumstances under which different types of programmes operate. Clearly, it is hardly possible
for each member of such a team to be able to provide multiple intervention types, but the overall team
itself should be able to maximise such availability and individual members should be particularly
competent in at least one type or approach. Furthermore, it would seem important that team members
have good knowledge into the range of treatments that can be provided, to have insight into the
treatments that work well in particular situations or circumstances and to have the ability to assess

prospective clients' suitability for different treatments. It would also be important that they be able to
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refer-on, as appropriate, for either further specidist assessment or for treatments (including hospital-based

or other residentia treatments) not currently available from within the locd team.

A third common element relates to the way in which it is envisaged that these emerging teams
comprehend the widely-ranging needs and potential oi personswith drug and alcohol problems. It isconsidered
that many users of drug and alcohol services have multiple problems and are likdy to aval of severd
specidist and generic services over a long term. Many will be part of families who smilarly have regular,
long-term contact with helping services and the utilisation of family models for addressing complex,
multiple problems, will often take precedence over specific dcohal or drug-use issues. Others will have
litde contact with families and may be quite isolated and vulnerable within their own communities and
neighbourhoods. In these circumstances it would be envisaged that most persons presenting with drug
and acohol problems need to be dedt with, in the firg instance, through a primary care system, and
through an approach that seeks to modify the proxima conditions in the person's sociad environment
(family, school, workplace and socid relationships), as it does to change drug and alcohol-related

behaviours.

Each service user is of course an individua with a unique set of circumstances and needs and an
important aspect of a community-based response is flexibility and adaptability to these needs. In so far as
it is practicable it is important that the response preserve rather than jeopardise individua uniqueness. In
many respects therefore, this involves undertaking an appraisd of needs in order to ascertain the
combination of services that may be appropriate for any particular individual, rather than smply assessing
an individud's suitability for a particular service. This point is emphasised by a hedth board officid as
follows:

Assessment is not for a service but for a treatment plan and there are many options available

in this treatment, such as non-residentiad 12 Steps, brief therapy, family conferencing,

individual motivational therapy, etc.
Coordinated casework management is an important aspect of this type of response and provides an
opportunity to ensure service users have regular, ongoing assessments of their health and socia needs. It
aso ensures they have long-term treatment goals, adongsde contingencies for deding with particularly
high-risk or other once-off situations, as and when required. Essentially, service users need a keyworker
who would provide both support and continuity across a range of services. assessment, practical support,
therapeutic support, criss intervention and support in developing plans for vocationa, educationa and
socid rehabilitation. Clearly key workers would aso need to be highly involved in making referras to
residential settings, in supporting placements, in dealing with case management issues in placement as

these arise, and in developing and supporting an after-care plan, as appropriate.

Alongside a knowledge of treatment types and competencies in particular interventions, a fourth common
element of this community approach, is that members of the local team need to be able to successfully

integratewith other community care personnel who areinvolved with providing health or socid serviceinputs.
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They need to be able to liase directly with GPs and pharmacists in relation to pharmacological treatments,
as appropriate. They need to be able to ded directly with social work colleagues in relation to child
protection or other family wefare issues. Beyond the hedth board they need to be able to link up with
agencies who provide vocationd training, education, youthwork and other support services, and in
particular they need to have meaningful relaionships with agencies involved with secondary prevention
drug and alcohol programmes, with particular, targeted groups. They aso need to be dble to link in
directly with back-up, residential supports. These residentid supports would include both hospital and
non-hospita residential services. Clearly, locd drug and acohol personnel would need to be able to
network efficiendy with a range of professonad and non-professional bodies who interact with their

shared service population.

At this particular juncture a missng component of this developing framework is health board policy
towards the treatment of young people and the extent to which services for young people need to be
separate, integrated with adult drug and acohol services, or linked in with child and adolescent services.
Obvioudy there are many other issues that need to be considered aso. The actud position of health
boards in relation to these matters is likdy to become more clear following the report of the Working
Group on a protocol for the Treatment of Young People, which was set up as a result of the report,

Building on Experience.

It needs to be emphasised that the above common elements do not direcdy describe particular services as
provided by either one, other or both hedth boards. Rather they reflect a common understanding of how
these services would best function on the assumption that progress towards such functioning continues to
be made.

It is important to consider how this emerging community framework links up with a residential service
such as Aidinn. Bearing in mind the earlier cited principle that "help to individuas and families should be
as near to their communities and homes as possible” it behoV& both community and non-community
based drug and alcohol professionas to ensure that, prior to referra to Aidinn, or to any_other residential
savice, there are digtinct components to _an individud's treatment plan that suggest the need for a
resdentia _placement. These distinct components need to be appraised in two separate ways, and two

linked questions arise here: Firgt, are there components of treatment, necessary in a particular case, that
can only be provided through residentid placement and if so, what are these components? Second, are
there individual case factors that suggest the necessity for residential placement and wha are these
fectors? '

Deding with the firgt question concerning programme elements: As outlined in previous sections of this
report, the main objective of the Aidinn resdentia programme is to induct young people with drug and
alcohol problems into a lifetime of recovery, whereby they would remain abstinent and continuoudy

linked in with a 12 Steps recovery plan. The main components of this induction are group and individua
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therapy, and an educationa content, and these are ddlivered within a very tight daly routine. On the face
of it there is nothing about these main components that require the programme to be delivered from
within a residentia setting. In some circumstances, health boards have indicated, that such programmes
are dready provided on a daily attendance basis, athough dearly these cannot be delivered with the degree
of intensity available through a residential programme. Indeed intensity is Aidinn's man distinct
component and is perhaps best explained by the following excerpt from an Aidinn document:

...(A) residentid placement, even a brief one of Sx weeks, gives respite to the resident and
space from family and peer pressures. The resident is in a ddiberately nurturing and sife
environment. The qudity of surroundings and good food help residents to fed cared-for and
protected, leaving them free to engage with the process. In a resdential setting maximum use
can be made of qudity time and positive relationships between the residents and counsellors
are fostered, while the saff in general provide good role modes for the residents outside of

- therapy sessions. In addition the day is highly structured and focused which gives a sense of
security. It is a period of enforced stability during which a group of peers with smilar
problems live together, chalenge one another and strive towards a common goal.

Clearly, the programme's intensity provides for a safe, nurturing and secure environment. But perhaps,
more importantly, the programme's intensity is linked to its "strive towards a common goa™ which in this
case is towards a common state of abstinence from drugs and alcohol. The god is not unique as many
other non-residential and community-based programmes share this objective. However, it differs to these
latter programmes in that locad community teams who arrange or operate such programmes need adso to
be able to make available or refer clients onto other, non-abstinence programmes, or indeed to operate in
an environment where such programmes are dso available. In the case of Aidinn, this is not the case
Here, a further distinct component of Aidinn is evident and that is that it comprehensively embraces and
adheres to an abstinence ethos, suggesting therefore that Aidinn is indicated as a place of referrd in the
case of persons who are a a sage of being able to make.this dedication. Where it is assessed that persons
are unable or not yet ready to make this commitment, given that they fully understand what exacdy they
are committing themsalves to, then referra to Aidinn might be considered inappropriate. This issue is
returned to later in condidering individual case factors that indicate the necessity for residential placement.
In the meantime, there is a need for further discussion of components of Aidinn's treatment programme
that are described as digtinct and two in particular, relating to family programme and &fter care, are
proffered.

Aidinn has a high levd of commitment to its family and after care programmes. Alongside the weekly
involvement of family members in both therapeutic and educational group sessons and lectures, their
participation adso forms part of screening, preparation for induction, ongoing management and
monitoring, and discharge. The two-year after-care programme involves trained facilitators providing
structured opportuhities for persons to engage in group sessions in addition to their attendance at AA or
NA groups. Despite this high levd of commitment to these programmes however, it would be difficult to

argue that these are either distinct or that a person might be referred to Aidinn because such components
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are not avalable dsewhere. There is an argument indeed diat, in many instances, both the family and
aftercare components of drug and alcohol treatment, generdly, can be more effectively sustained, in the
long-term through non-residential, community-based programmes. In this latter case the necessary
contacts and networks for building these components would be devel oped close to the family's home and
community, thus lessening the inconvenience and cost, and potentialy linking the young person and their
families to indigenous networks of natural support. Within family programmes, in particular, the day
centre model, rather than residential centres, offers better opportunities for in-depth intervention and
therapy, especidly in the case of a structura approach, wherein the family system is being trested. Family
interventions built around weekly, day-long engagements with a residentid programme might become
over-focused on the resident, and their individud problems and behaviours. Potentidly, these
interventions lack both a sufficient knowledge base and a treatment plan for responding to more deeply-
rooted family dynamics and traumas, of which an individud's addiction is but one symptom. Such
problems might be overcome through the whole family or one or OMQ key members moving into
resdence and certainly in such circumstances there is a robust argument in favour of a residentia referrd.
However, such arrangements are rardly possible and the choice, in a family-focused approach therefore, is
between engaging the family as a support to an individua's in-residence treatment, or engaging the family
in its own direct treatment through a more prolonged, if less intense, community response. Within the
latter programme, the whole family (or a least the agreed participating members) can potentialy, be dedt
with more effectively as a unit. The young person, parents, and other family members dl, potentially have
smilar and equal opportunities to participate in individua sessons or group sessions avay from other
family members and to come together as a family unit to untangle family dynamics and ded with family
problems, as appropriate. In the former approach, the family is mobilised to lend support and authority to
the individud's residentia treatment plan, athough this plan may fdl short of being able to directly engage
the family in dedling with deeper systemic issues. In this context, it would be important that where deep
family problems and tral_Jmas are indicated that measures are taken to ensure that a referral is made, either

during or post-treatment, to an appropriate family service.

Smilaly, in relation to aftercare, there is an argument that following a period of residence in Aidinn,
continued support should be provided not direcdy by it, but by community services, who would obvioudy
need to be linked to Aidinn for referral and other purposes, through a keyworker. Criticaly, it would be
envisaged that a keyworker have the primary role in assessing an individud's suitability for a resdentia
placement, in preparing the individud for this placement, in linking in widi them during placement and in
providing a follow-up post-placement. Such arrangements are developing in relation to hospital care. They
ae not in place in relation to Aidinn adiough there is some indication that changes in relation to an
involvement in assessment are forthcoming. The need for an involvement during a residentid and in
aftercare is pressing.
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This issue leads on to discussing exectly what are the specific case circumstances where it might be
appropriate to refer ayoung person from a community setting to a residentia programme such as Aidinn.
Given the age group involved here, and again bearing in mind the principle of providing care as close as
possible to a person's family and socia environment, there is a case for minimising out-of-home
placements. Indeed, only in exceptiona circumstances should consideration be given to placing young
people outside their home or community. A case needs to be established that such placements have a
strong likelihood of achieving outcomes that otherwise would not be attainable within the context of
community or day programmes. Comments from health board officids indicate the exceptiondity of such
placements:

Family circumstances usudly dictate a persons need for residential care. The family and loca

Situation is too problematic.

Unless there were pressing socid or psychological events it would be unusua to consider a

residential option for a young person at firg referral / assessment.
The priority therefore needs to be to ensure that the options of intervening-within a community situation
are in place and that a person is not referred to Aidinn, smply because little dse is available. There are
indications from Section 4 of this report that this, in fact, does happen. While almost 60% of cases had
previous contact with a drug or alcohol related service in the mgjority of cases this contact was for a very
short period. More services and options need to be avalable for treating these problems within a
community context.

There are of course circumstances where community-based treatment is no longer appropriate and that
the option of a residentiad placement needs to be explored prior to linking the person back into a
community service. Such placement could be in Aidinn or dternatively in a hospital-based or other
resdentia programme. The likdy circumstances given rise to the need for such a placement would be
periods of criss or respite and / or when opportunities for intense therapeutic input are presented. As
explained by a hedlth board officid:

These might be issues of family breakdown, no indigenous supports in the community. Or
the young person is compulsively in use and completely unable to stay awvay from a drug-
using peer group. There might be a psychologica breakdown. Or, the level of psychologica
dependence might require reflective time, and in these circumstances it could be indicated
that a residential service might be useful.
Aidinn is in a position to respond to some of these situations. However, as dready outlined, it is best able
to respond to these Situations in circumstances where those who are being referred are able to make an

informed commitment to an abstinence model.

A further issue that arises is the involvement of the families of persons considered suitable for a
resdential placement. It is riot dways the case that family members of persons in this situation can make
the type of commitment to Aidinn that is required for programme participation. As explained by a hedth
board officid:
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People who get to Aidinn have family support whereas a lot of the people we dea with will

not have this and to a degree they get excluded further from the system.
Indeed, it might be argued that some of those who are most in need, according to the above criteria, aein
such circumstances primarily because they have become isolated from their families or other concerned
person. If they had this support, it might be more possible to undertake the necessary interventions from
within the community thus avoiding the necessity of a resdentid placement. An issue that arises here is
that Aidinn, a some levels, is perceived as dealing with young people who could be dedt with quite
effectively from within the community. And, they are perceived as not dealing with those who, because of
the extent of their addiction, their difficult family backgrounds, their socid and peer networks and
psychologica traumas, are potentially more challenging.

There is a mgjor chalenge here for the Aidinn programme. Often the persons who best fit the description
of those who need a resdentia placement — persons who are perceivedas most chalenging from the
perspective of a community-based worker - are least able to make the necessary commitment to an
abstinence model. Some young people may have reached the point where they are ready for an intense
therapeutic input, but not yet ready to make a long-term commitment to abstinence. If such persons
succeed in being admitted too soon to Aidinn they would likdy be given a therapeutic discharge for the
reason that they are dill not yet ready to make the necessary commitment to the programme. For those
who work with such a person in the community it could be that they might never, ever be more ready to
ded with their drug and acohol problems. A referrd to Aidinn therefore could be an opportunity lost. A
better aternative may be for the young person to participate in a community-based induction programme
prior to taking up a place in Aidinn, or indeed to participate in some other residential programme (not
currendy available) in which a lifetime commitment to abstinence does not form such a key part of the
treatment process. At a later stage they might then be ready for Aidinn.

The issue here in this'discussion is not the requirement that resdents abstain from alcohol and drugs
during the residential programme. That requirement has an inherent logic given both the nature of a
resdential programme and the responghilities that go with providing a safe, hedthy and nurturing
environment. The issue that potentialy gives rise to difficulties is the requirement that residents
demonstrate a willingness or ability to commit to a lifetime of recovery. A therapeutic discharge for falure
to make such commitments would be possible in both resdential and day/community programmes.
However, in the latter, community personnel are more likdy to be in a position to place such persons
onto an aternative, non-abstinence programme, which, under current circumstances, is not an option that
would be available to Aidinn. It is particularly important that Aidinn is working in close collaboration
with such person's community-based keyworker in order that they be involved in making diese linkages
and referras. Clearly, such refarrds can only be made in circumstances where a wider range of sarvices
(both community and resdentid) are available. This is an important issue for headth board planners. A
shortcoming of discussing how Aidinn integrates with other hedth board sarvices is that a dearth of
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dternative services means that the discussion can become too-focused on Aidinn. In redlity, there needs
to be more discussion about aternative services, about how these are to be set up, who is going to provide

them and about how they are link in with existing local services and Aidinn?

SEOAIAT LY

This section of the report has provided a brief account of the wider, ingtitutional context within which
drug and dcohol services operate with particular attention to how Aidinn might more effectively integrate
with local services. It is evident that a maor limitation of this discussion is the dearth of drug and acohol
sarvices for young people and clearly more initiatives need to be taken in order to respond to this void. It
is imperative that young persons who are perceived as in need with respect to their drug and acohol
problems, have some opportunity to avail of publicly-funded programmes. Clearly, a greater number of
treatment programmes need to be avalable, at both community and residentia levels and it would be
important that these adhere to an agreed treatment protocol. The hedth boards, of course, need to
become more directive in assessing needs and appraising the various types of.services that are required. In
making these assessments they should bear in mind the underlying principle that such services should be
provided as closdly as possible to where they are needed and through the direct involvement and input of
primary care personnel. At a minimum, young people need to be able to access counsellors and to be able
to participate in day and family programmes within the community. In Situations of chronic problems they
need to be able to access residentid or other specidist services. While, it would seem obvious that
attendance at such services would be on a no drugs, no acohol basis, it would be hard to judtify that dl
avalable services operate on the bass of a lifetime commitment to abstinence. Clearly, avaldbility,

accessibility and choice need to be important considerations in relation to service provision.

Obvioudly the position of Aidinn needs to feature in an appraisa of how different services fit into an
overal framework. In the above discussion varied perceptions and indeed, problem conceptions, between
health board and Aidinn personnel are evident. These need to be reconciled, in order to achieve a more
effective utilisation of treatment for the young people concerned. Clearly, there is little room for
manoeuvre with respect to Aidinn's overdl ethos. Its misson is a clealy stated residential, 12-Steps,
abstinence programme and it is inconceivable that operationa adjustments be made to this programme
that would undermine its overal ethos. However, there is plenty of room for further modifications and
adjustment and more importandy, there is a need for grester flexibility with respect to how Aidinn
operates in conjunction with community-based services. In particular, community services need to have a
greater involvement in screening and assessing persons for Aidinn, in being part of the monitoring
structure, in playing a role in the family component and in supporting after-care.

The issues discussed above commence an andyss of the eficacy of Aidinn's programme within the
overdl context of an emerging framework for developing localy based drug and acohol services. The

issues are quite complex and by necessity need to be explored primarily at an abstract leve. This report is
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not an evaluation of community services and neither has it collected empirical data from community-
based services. There is a limit therefore, to how far it can go in discussing these issues in a more
definitive manner. The next chapter, drawing as it does, more from the data as collected direcdy from the

Aislinn programme, provides a clearer basis for exploring these issues further.




7. Conclusions and
RRecommendations

INTRODUCTION

It is generaly accepted that adolescent drug and acohol misusers differ from adult misusers in a number
of ways, which have important implications for trestment. They tend to have shorter drug using histories,
less involvement with opiates, more involvements with alcohol and cannabis, greater levels of binge
drinking and more poly-drug use. Differences related to developmental and socid factors include rgpid
socid and physica changes, and the normative nature of high-risk behaviour (Jessor, 1991). In addition,
adolescent substance misusers have a wider range of co-exigting life problems which complicates the
treatment process. Because adolescent treatment programmes are generdly derived from the traditional
adult models, they are often ill equipped to ded with the mental heath problems, behavioura disorders,
developmental lags, poor socid and academic functioning, and family problems associated with adolescent
substance misuse. Nevertheless unequivoca support exists for dedicated adolescent programmes, as
young people do better in treatment orientated towards their development needs and in services dedicated
to their age group (Heath Advisory Service, 2001)

In recent years some progress has been made in evauating treatment programmes for adolescent
substance misusers. However, generdly speaking outcome research on substance misuse has been unable
to digtinguish between treatment models in terms of effectiveness. Comparative outcome studies in the
substance misuse fidd as a whole are hampered by problems in the identification of criteria for basdline,
outcome and follow-up measures. Research has not produced enough evidence to demonstrate that any
one approach is superior, as dl treatment models seem to be equdly effective in reducing the severity of
dependence and/or driﬁking behaviour (Project MATCH, 1997; Keene et a/y 1999). In light of these
findings researchers have tried to identify individua characteristics that predispose some people to do
better within particular treatment models. There has been much controversy about the identification of
predictors of treatment outcome and indeed of the ussfulness of trestment outcome as a measure at dl
(Edwards, 1988). Research indicates that although specific treatment varisbles may be sgnificant for
immediate behaviour change, many varisbles mediate treatment effects This is further complicated by
variables influencing maintenance of change at follow-up, such as personal and socid functioning (Moos et
al, 1999).

Consequently this study focused less on the behavioural outcomes, as it explores the viewpoint of the
clients and staff on the treatment process and the perceived effectiveness of the programme. To this end,

the research primarily employed a qualitative methodology, with less emphasis on the quantitative
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components (analysis of client programme records and short postal questionnaires). Qualitative research
mests quite different objectives from quantitative research and provides a digtinctive kind of information.
In away that quantitative evauations cannot the researchers in this study gained a holistic overview of the
culture and context under investigation. The study employed ethnographic methods of non-participant
observation to explore the methods staff used, including counsdlling sessions and group therapy, together
with team meetings and saff interaction with clients. The researcher aso undertook participant
observation of the generd activity of the centre. The am of the andyss was to examine closdy the
interactions between daff and clients throughout the treatment process, from initid assessment to
treatment termination, in order to give an account of what takes place during the treatment process and
the actud methods used by gaff. The semi-structured interviews were designed to explore the subjective
interpretations of saff and clients concerning theory, methods and treatment process, that is the
meanings, beiefs and understanding they employ to meke sense of and account for particular socid

contexts.

PPN Ivicars

Previous research has highlighted the fact that there is not necessarily a relationship between treatment
methods used and treatment theory (Keene, 2000). However, andysis reveaed that the therapeutic model
used in Aidinn, the Minnesota Model, influences the way in which daff conceptualises and define the
problems experience by the young people on-the programme, and therefore aso the client assessment
process, and what staff considered to be a successful treatment outcomes. The strong belief in a disease
concept, whereby the disease is seen as the primary cause of dl other problems or 'symptoms means that
the 'addiction’ is of primary importance to the daf. It is absolutely essential for clients to accept the
programmes conceptualisations and definition of their ‘pfobl ems. This means that if clients do not accept
the staff interpretation of their problems then staff often feds unable to work constructively with them.

The assessment process for any treatment intervention will vary depending on differing definitions of the
presenting problems. In the assessment for Aidinn ‘the problem' is seen in terms of any (or dl) type of
substance misuse together with particular attitudes and behaviours, and consequendy success is evaluated
in terms of these criteria. The assessment focuses on hedth and socid harm, as wdl as degree of
dependency (Jdllinck); they dso include moral and spiritual deterioration and a clear-cut definition of
addictive disease. The assessment is used pardy as an educative technique, but it also has a therapeutic
purpose, and an important function in term of persuading clients to accept staff definitions of problems.
The clients usualy present aview of themsalves and their substance misuse that is chalenged in the initia
weeks of treatment. In short, treatment for these young programme participants takes place in a context
where, it is largely dtaff that decide what the problem to be treated is.

In sum, Aidinn tends to conceptuaise the heterogeneous population of young substance misusers as

homogeneous (‘addicts), multiple interacting problems as a single problem (‘the disease) and findly it
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conceptualise successful treatment outcomes in terms of a sngle treatment god (abstinence). But the
importance of therapeutic theories as an integrd part of the therapeutic change process should not be
underestimated. Keene (2000) argues that the therapeutic utility of a model or theory can be understood in
terms of its effectiveness as a therapeutic ideology. That is, a st of beliefs which serve to bond together
client and therapist and endble a non-judgemental relationship, positive and negetive reinforcement and
the maintenance of constructive cognitions and behaviour. In addition, it may alow the development and
maintenance of constructive values, bdiefs and rituals. Research indicates that therapists are more
effective when they work within a dearly structured therapeutic model, as the MATCH research group
demonstrated (Project Match, 1997). Therefore while therapeutic models are an integra part of effective
therapy they also appear to distort both diagnosis and definitions of success. It is possible that therapeutic
models of addiction and dependency may be counterproductive for clients with a range of problems, such
as adolescent substance misusers. In such instances multiple diagnosis, interventions and gods are
probably more appropriate than single diagnosis, a single treatment and a single god (Keene et a/, 1999).

That said, in terms of outcomes the study reveaed excellent completion rates. All 13 of the young people
interviewed completed the residential aspect of the programme. The data derived from programme
records illustrates that over hdf (52%) of the young people who entered the programme completed the
residential component. Moreover, only one quarter (26%) of the admissions left at staff request. In
addition, dl young programme participants interviewed entered into aftercare and the mgority (n=12)
were dill attending aftercare at the time of the follow-up interviews (abet two were attending
infrequently) approximately 3 month later. Of the sample group, only one young person was unemployed
at follow-up, the remaining had either returned to education, or were working. At follow-up only 3 of the
young people had lapsed, and dl had, with the support of aftercare group stayed in recovery. In addition ,
it is important to note that the treatment experience may indirectly affect the future drug and alcohol use
of the young programme participants, by influencing changes in behaviour that promote recovery, such
as changing peer relations, that eventually manifest as reduced drug involvement later in life.

Compliance with a resdentid programme such as Aidinn is eassy to measure, however it is not dways a
marker of behaviour change, with regard to the target problem behaviour. Treatment involvement is more
difficult to assess, but it is often a better indicator of the engagement in the process of change. An
individual who is involved in treatment is actively engaged in the treatment process, has bought into the
treatment rationale, and has formulated treatment gods consistent with the programme's philosophy. In
short, treatment involvement can act as a vauable intermediate measure of treatment outcome. Chapter
Fve of this document examined programme participants involvement in the programme, and the
processes of change. As with diagnosis and outcomes, the therapeutic model influences the process of
change a clients undergoes during treatment, as the importance of specific Strategies and activities to

promote change differ sgnificantly from one treatment modality to another. For example most moddities




