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Preface
The Atlantic Economic Development Integrated Research Program (AAEDIRP) is an initiative
of the Atlantic Policy Congress of First Nations Chiefs (APCFNC). Designed to provide the First
Nation leadership with high quality research on issues relating to economic development,
broadly defined, the Program is supported with funding from the Atlantic Canada Opportunities
Agency, Indigenous and Northern Affairs Canada, and the Nova Scotia Office of Aboriginal
Affairs. AAEDIRP’s Steering Committee has identified the link between substance use on
reserve and economic development in all its dimensions as a topic of interest, and commissioned
the research described in this report.
The principal investigator for the project is Dr. Fred Wien who has an extensive background in
research and related action projects in the fields of Aboriginal economic development and health.
Expertise in the field of substance use is provided by Drs. Aislin Mushquash and Christopher
Mushquash. Both are graduates in clinical psychology from Dalhousie University and actively
involved in research and practice on factors that influence substance use as well as the design of
culturally appropriate treatment. Dr. Debbie Martin, also a Dalhousie graduate, has a strong and
innovative background in qualitative research, and led our in-depth interviews. Lisa PerleyDutcher is from Tobique First Nation, Wolastoq Territory, and has extensive experience in
community-based home and health care. She currently teaches in the Faculty of Nursing at the
University of New Brunswick, specializing in Aboriginal health. Finally, Carla Moore, Director
of the Atlantic Aboriginal Health Research Program, provided administrative coordination for
the project and has also contributed to the research.
The project has benefitted a great deal from an Advisory Committee composed of communitybased economic development officers and health directors, as well as the senior health policy
analyst for APCFNC. All are First Nation people. The Research Team is grateful for their
contribution. Our thanks are also extended to the staff at First Nations and Inuit Health Branch
(FNIHB), Health Canada, for making data available from the Non-Insured Health Benefits
Program (NIHB). Staff also reviewed the draft chapter reporting on the results of our analysis.
We believe that this is the first time that NIHB data has been made available to a research group
external to FNIHB. The Board of the APCFNC as well as the Assembly of Nova Scotia
Mi’kmaq Chiefs, the Union of New Brunswick Indians, and the Chief and Health Director for
the Miawpukek First Nation provided consent to use data from the First Nation Regional Health
Survey.
Finally, we thank those persons in the three case study communities who gave of their time and
expertise in taking part in an in-person interview.
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Chapter 1: Introduction
Substance use ranks among the top ten risk factors for burden of disease in high-income
countries, and is of concern in all jurisdictions. Among First Nations, there is variation in
substance use from one community to another. In general, though, Indigenous people1 show
disproportionately high levels of substance use, including heavy drinking, smoking, injection
drug use, and prescription misuse and associated harms (Lane et al., 2002; NNAPF, 2000).
Community members invariably identify alcohol and drug abuse as major challenges facing their
communities.
The underlying causes as to why the rates of substance abuse are generally higher with
Indigenous people than non-Indigenous people are multi-faceted and will not be explored in any
depth in this study. However, it must be acknowledged, that prior to European contact, these
addictive substances, especially alcohol, were not known to Indigenous peoples of North
America. Alcohol was used by European traders as a way to take advantage of Indigenous people
before making trade deals (Bailey, 1969, p. 71) and therefore undermining the economy of
Indigenous peoples.
As stated in the Aboriginal Healing Foundation Research Series: “Important re-occurring themes
in accounting for substance abuse among Aboriginal groups in Canada are the devastating effects
of colonization upon Aboriginal people and the on-going economic and social marginalization
experienced by these groups over a number of generations” (Aboriginal Healing Foundation,
2003, p. 37). It is worth elaborating on this point because the past weighs particularly strongly in
influencing health outcomes in the present for Indigenous peoples, despite the tendency in some
circles to look to more proximate, individual-level, determinants (Loppie Reading & Wien,
2009).
One of the impacts of the colonization period, for example, was the dispossession of Indigenous
people from their lands and access to the natural resource base, not to mention relocation of
entire communities with all its devastating consequences (Shkilnyk, 1985). It is not surprising
that, in the case of First Nations, small and impoverished reserve communities resulted, and that
its residents would experience high levels of poverty, unemployment and lack of hope for the
future. Cultural suppression was also a deliberate government policy, enshrined in the Indian Act
and carried out through assimilationist practices that included residential schools and a high level
of apprehension of Indigenous children and their being “adopted out” away from their families
and communities. Racism was an issue historically and continues in the present day, as indicated
by adult on-reserve respondents to the First Nations Regional Health Survey. In that study, 31
percent reported toward the end of the last decade that they experienced incidents of racism in
the 12 months prior to the survey.

1

We use the term ‘Indigenous’ to refer to those people worldwide, who identify as being native to a
particular territory. We use the term ‘First Nations’ to refer to the Indigenous peoples within Canada (also
referred to as ‘Aboriginal peoples’) who are identified as one of three constitutionally recognized groups:
First Nations, Inuit and Métis.
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There is a large body of literature on substance use in Indigenous communities, and also on
challenges, barriers and occasional successes when it comes to economic development. We
found, however, that there is very little written about the connection between these two
phenomena (see the literature review found in Appendix A of this report). Yet we believe it is
worthwhile to explore the connection.
High levels of substance use in some First Nation communities can act as a barrier to economic
development. At the same time, building stronger First Nation economies is not a guarantee that
issues related to substance use will go away, but it may contribute to an effective strategy for
tackling substance use.
This project explored the relationship between substance use and economic development using
three approaches:


Conducting in-depth qualitative interviews in three case study communities. From
interviews and small group discussions with personnel such as health directors, economic
development officers, employment and training officers and others, our goal was to
identify insights into the complex relationship between substance use and economic
development.



Analyzing quantitative data such as the First Nations Regional Health Survey, which
documents non-prescription substance use, and prescription data from the Non-Insured
Health Benefits Program. This data provided both a snapshot in time with respect to
substance use, but also included some over time information showing how patterns have
changed. In addition, it was useful for establishing a baseline marker that will allow
continued monitoring of the situation.



Developing recommendations to guide policy and programming that follow from the
research described above.

Although there is not much written on the specific relationship we set out to explore, we did
undertake a literature review with the assistance of students at both Lakehead and Dalhousie
universities. That work is described in Appendix A. In the next chapter (Chapter 2), we outline
insights we have derived from undertaking three community case studies. We then turn to the
results of the quantitative analysis, initially looking at the characteristics of non-prescription
substance use among adults living on reserve and their connection to economic activity (Chapter
3). This is followed by an analysis of information from the Non-Insured Health Benefits Program
which provides a picture of prescriptions issued for different types of substances for Band
members living in the Atlantic region. This data base includes both on and off reserve residents
(Chapter 4). Our report concludes with a review of major findings, conclusions and
recommendations.
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Chapter 2: Community-Based Case Studies
Introduction and Methodology
As subsequent chapters will illustrate, our research project involved a significant amount of
secondary, quantitative data analysis. This is useful for some purposes, but it does not provide an
in-depth understanding of the complexities and interrelationships that are at play on a subject
such as substance use and economic development. To remedy this shortcoming, our
methodology has also involved some qualitative research as well, taking the form of in-person
interviews in three First Nation communities located in the Atlantic region. Our hope has been
that we would obtain some useful insights and perspectives from persons living and working in
their communities and dealing with the issues of concern to this project on an almost daily basis.
More specifically, we have sought to understand the nature of substance use in the three
communities, in what ways and to what extent it is related to the economic development of each
community, and what policies and programs have been developed to deal with the issues.
To help guide the discussion, we developed an interview guide that is reproduced in Appendix B
at the end of this document. Interviews were conducted with approximately 8 persons in each
community on average, with each lasting between 0.5 to 1.5 hours. They were recorded with
permission. While the persons interviewed varied from one community to the next, we did seek
to include health directors, economic development officers, specialists working in the field of
substance use and elected leaders. Sometimes a police officer, an Elder or high school students
would also be included.
The three communities that have been included have volunteered to participate and written
approval was obtained from the Chief in each case. Our work not only for the case studies but
also for the project as a whole has been guided by a volunteer Advisory Committee composed of
staff engaged in substance use and economic development within the three respective
communities, as well as the Senior Health Policy Director for the Atlantic Policy Congress of
First Nation Chiefs. They have advised that we should prepare an integrative chapter, drawing on
the insights and lessons that emerge from the case studies, rather that preparing a profile of each
of the communities.
The three case study communities were selected by the Atlantic Aboriginal Economic
Development Integrated Research Program (AAEDIRP) of the Atlantic Policy Congress of First
Nations Chiefs (APCFNC). The selection was made before the Research Team was engaged but
the communities were well chosen in the sense that they represent different levels of both
economic development and substance use. With respect to economic development, for example,
the communities could be arranged on a low, medium and high scale with respect to criteria such
as employment opportunities, extent of business development, amount of own source revenues
derived from business ventures, and infrastructure development. With respect to substance use,
the picture is similar. While all three are seriously concerned about the substance use issue
within their community and are taking actions to address it, the scale measured in terms of
numbers of substance users is quite different.
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The Context
In general, and recognizing that there are large differences between communities, substance use
is nevertheless a significant issue in First Nation communities. Indeed, when respondents living
on reserve are asked to identify challenges facing their communities, results from the First
Nations Regional Health Survey invariably identify alcohol and drug abuse as the issue most
frequently mentioned. When the same respondents are asked what dimensions of community life
have seen improvements in previous years, the fewest number of people say there has been
progress on the alcohol and drug issue2.
It is of major concern in non-First Nation communities as well, of course, but there are
distinctive dimensions to the factors that contribute to substance use in Indigenous communities.
For some First Nations, the use and abuse of substances offers a means of coping with, and
providing a temporary escape from, difficult life circumstances and ongoing stressors. Many of
these challenges are rooted in the history of colonization which has included: criminalization of
culture and language; rapid cultural change; creation of the reserve system; the change from an
active to a sedentary lifestyle; systemic racism; and forced assimilation through residential
schools and child-welfare policies. These experiences have affected the health and well-being of
communities, and have contributed to lower social and economic status, poorer nutrition,
violence, crowded living conditions, and high rates of substance use issues. Regardless of their
social, economic and/or geographical status, these issues and their historical contexts must be
understood as ones faced by First Nations communities.3
Indeed, when we asked our interviewees in the three case study sites about what lies behind the
substance use issues in their community, these are the kinds of considerations that were
mentioned. No one was inclined to offer a simple analysis of the issue nor to draw a quick
connection to any one factor such as lack of employment. However, within the larger historical
context of dispossession, assimilation, residential schools, and external control, respondents
emphasized social dynamics, for example the stresses associated with factors such as family
violence, family break-up, involvement in crime and the court system and so on, where
substance use is frequently part of the package. Among youth, it may be a situation of coping
with health or family issues, being encouraged by peer pressure or wanting to relieve schoolrelated pressures. Unemployment and financial pressures may be part of the picture, or working
in low-paying jobs on reserve where there is reportedly quite a bit of turnover.
In one of our communities, those interviewed from the health field stressed the importance of
people with substance use issues feeling hopeful, needed, trusted and supported. They went on to
say that a sense of hopefulness about the future was described as being very important for
successful recovery and it was felt that meaningful employment could provide this sense of hope
about the future. This goes hand in hand with feeling needed, as the health centre workers
² Union of Nova Scotia Indians (UNSI) (2012). The Health of the Nova Scotia Mi’kmaq Population: Results for the
2008-10 Regional Health Survey (RHS) for the On Reserve Population. Nova Scotia: UNSI
Health Canada (2011). Honouring Our Strengths: A Renewed Framework to Address Substance Use Issues
Among First Nations People in Canada.
3
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expressed that it is important for those suffering through substance use issues to feel as though
they hold an important place in the community, and that the community requires their presence.
Feeling trusted was an important element in this respect, since the health centre workers said that
people who use substances often feel as though they get ‘profiled as a user’ within the
community, which then gets accompanied by stigma and a general distrust. Thus, making it more
difficult to find and retain employment. One health centre worker suggested that starting people
with small, ‘odd’ jobs around the community could be one way to build trust, and that this trust,
once established, could be increased incrementally into employment with greater levels of
responsibility expected of the employees.
Whatever the original cause, in the more serious situations people get trapped by their addiction
and it becomes very difficult to break out even with the help of treatment and other programs.
There can be many aspects that are part of the dynamic that need to be addressed, and of course
the person needs to be at the point where he/she is prepared to be helped.
Patterns of Substance Use
We asked interviewees about patterns of substance use in the community. It appears that each
has followed the same trajectory, from a time when alcohol abuse was most widespread to a time
when, while still an issue, other substances have come to the fore. The misuse of prescription
drugs such as Oxycontin, Rivotril, Dilaudid and various benzos has been a significant source of
concern. Hard drugs being consumed include heroin, cocaine, crack, crystal meth and ecstasy.
We didn’t get the sense from the interviews that substance use was necessarily becoming more
widespread. For example, in the most economically developed community, the suggestion is that
the overall number of persons with addictions issues has declined, and some link this in part to
economic prosperity. One interviewee noted that the prescription drug abuse issue has been
narrowed down to a smaller group of people as a result of the proactive measures being taken by
the community. However, the substances being consumed are more highly addictive, and even
“soft” drugs such as marijuana are stronger than they have been in the past. One indicator of a
declining prevalence of serious substance use in this community is that the Health Centre has
been able to reduce the number of beds it has “on call” in an off-reserve treatment program by
half in the past year.
In another case study community, an aggressive methadone treatment program implemented over
the past decade has brought a pill and injection drug epidemic under control, stabilizing those
who had become addicted to opioids and offering them a path to a life free from substances by
gradually reducing the amount of methadone that is prescribed via a harm reduction approach.
However, in this community as well, there is great concern about the newer and harder drugs that
are coming into the community.
Are there particular sub-groups that are more likely to have issues with substance use than
others? Our interviewees identified several patterns that are not necessarily mutually exclusive,
while also stating that most of the substance use is concentrated in the younger population of
both genders (16 to 30 years).
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Substances are used recreationally by a certain percentage of the population. Moderate
use doesn’t affect family dynamics or work performance, or reach the level of an
addiction.



There is a family-based component to substance use on reserve, where a small number of
families are heavily using substances, and the issue is intergenerational.



There is a pattern where some residents earning moderate to high incomes on a seasonal
basis spend some of that income on substances when times are good, but then have
difficulty maintaining their habit in the off-season.



Substance use is also associated with poverty, unemployment and social assistance.
Stress and depression associated with being on assistance is felt to contribute to substance
use, as a way to find relief.



Some single parents are especially vulnerable to situations where there are abusive
situations, addictions issues or the stresses of single parenthood; for example, a dynamic
of being overwhelmed with not enough outlets and supports ensues. Issues may then arise
which lead to the removal of children, further adding to the stress load



Substance use in the youth population is more likely to involve milder substances such as
marijuana, although other substances such as Dilaudid and Percocet were also mentioned.
We were told that, among young people, it may initially seem attractive, even glamorous,
to get introduced to substance use as part of a party scene but as addiction takes hold, the
experience ends up being isolating and accompanied by low self-esteem.



Prescription drug issues and alcohol are a more serious concern in older populations.

Substance Use and Economic Development
The three case studies have been quite useful in clarifying the connections between substance use
and economic development, with both positive and negative dynamics described by the
interviewees. We articulate these interdependencies below but do not wish to imply that the
pattern is exactly the same in each community.
Our conception of economic development includes three dimensions: the availability of
employment for individuals; the extent of business development; and, the institutions that
encourage and support economic development in the community (e.g., the political leadership,
the economic development corporations, the employment and training officer, etc.).
When thinking about the link between substance use and economic activity, the persons we
interviewed approached the topic from several vantage points. From the point of view of
someone struggling with an addiction, the latter can be an important barrier to participating in
economic activity. This plays out in several different ways, according to our interviewees:
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Young people going to school who are developing or struggling with a “habit” will find
their school performance affected as they fail to pay attention in class or start to miss
school. Doing poorly in school or dropping out early has obvious implications for
subsequent employability.



There is an interface with social assistance since a history of substance use will limit a
person’s ability to transition from assistance into employment. Facilitating such
transitions is a major objective of social assistance and related programs, and there are
already numerous obstacles standing in the way of moving into the work force, so adding
an addictions issue to the mix is another complication.



The same holds true for employment and training programs. Persons who come in
looking for jobs and/or training are typically asked to self-identify with respect to
substance use within the past year. If they admit to an issue, they are referred to the
health centre in order to address the matter. Of course, if they do not self-identify, the
problem can show up in behaviour such as missing work or training sessions, being late
and so on. In one of our communities, if persons start a training program and don’t
complete it, they are asked to wait 5 years before trying again. Additionally, in a context
where there are few employment and training opportunities, it is difficult to select those
who are using substances over those who are not.

Substance use among employees is also an issue for employers:


The Band is typically a major employer for community residents, often accounting for
half of the on-reserve employed labour force or more. Substance use among band
employees is therefore an issue that takes time to address. As we will describe later,
having well developed human resource policies and practices to deal with the situation is
an important way to address substance use issues in a community.



Substance use is also an issue for other employers on reserve in that it is a consideration
in hiring and, inevitably, in job performance and job stability. If substance use issues are
very widespread in the community, it may well be that they have to be addressed before,
or at least in concert with, measures to strengthen the community’s economic base. It is
not only a matter of having a healthy and trained labour force available, but also in
creating an environment that encourages business investment.

Finally, one can look at economic development as shaping the context for substance use in the
community. For example:


If the pattern of economic activity that is generated is characterized by a segment of the
population earning high incomes within a short period of time, this may contribute to
substance use as we have noted above. The same can be said at the other end – if the local
economy generates a large number of low-paying jobs, for example in the service sector,
then there may also be a connection to substance use as a segment of the labour force
reacts to the lack of work-related stimulation, advancement opportunity and reward
through substance use. Interviewees have noted high turnover in this segment as well as
9

connections to other systems such as social assistance where substance use is fairly
common.


On a more positive note, economic development provides jobs and in that sense
contributes an important opportunity for substance users if they are ready to make the
transition to stable employment. One of the big failings of treatment programs is that,
typically, there is insufficient attention paid to the after care environment, to the kinds of
conditions that recovering substance users re-enter upon their discharge from a treatment
program. There are many components to this, such as the family context, the influence of
peers and so on, but a community has a big advantage if it is able to offer employment
and training as part of the path out of addiction for those who are ready. Jobs will
contribute to an earned income, to improved self-esteem and to greater self-reliance.



Not all forms of employment generation make a positive contribution to reduced
dependence on substances. If, for example, jobs are created through make-work programs
and if management of such programs is loose, permitting those employed to continue
with pre-existing behaviours, then the positive impacts of employment will not be
experienced. Indeed, this period of seasonal employment becomes simply another step on
a path that might involve a few weeks of training, a few months of work and several
months on employment insurance and/or social assistance. Each phase of the annual
journey involves low levels of income, lack of future prospects and, for some, continued
addictive behaviour.



Economic development also comes into play with respect to the resources available for
treatment and support services. If the community’s business enterprises contribute to
what is called own source income to the community, it allows the community to sharply
reduce its dependence on external government funding. In terms of social programming,
own source revenues are important in two ways. Most obviously, it gives the Band the
capacity to support programs and services that go well beyond what is available through
government funding. Secondly, it gives the Band the capacity to make decisions for itself
and according to its own time frame. It does not need to fit into available government
programs, it is not required to complete application forms for special funding that are too
often time limited, and it doesn’t need to wait for proposals to be approved. This is a
tremendous advantage and makes a huge difference not only with respect to alcohol and
drug services but also in other areas such as educational programming and the provision
of community infrastructure.



A community that is successful in creating a strong economic base will typically have a
well-developed administration. This contributes to the capacity of the community to
develop and implement policies and programs that are relevant to the substance use issue,
for example having human resource policies for Band and related staff and having the
ability to reduce the supply of addictive substances coming into the community.



Trade in substances is, in itself, a form of economic activity, albeit underground and
often illegal. In this respect, interviewees pointed to a number of drug dealers and
bootleggers operating in the community.
10

Policy and Programs
As with other addictions such as cigarette smoking, experience has shown that, in order to
address a complicated situation, interventions need to be complicated (meaning multifaceted) as
well. We list below the major strategies for addressing substance use that were mentioned in our
interviews.
Again, we do not wish to imply that each of our case study communities is able to be active in all
of these areas. Indeed, in one of our case study communities, the main thrust is centered on
administering the methadone program, and the health centre is struggling to put the resources in
place for other initiatives such as having a full-time, qualified addictions counsellor.
(1) Restricting the supply of substances. In part this involves a policing approach, trying to affect
the supply of drugs by taking action against those who push substances within the community.
This can result in arrests and prosecution, although law enforcement personnel underline how
difficult it is to obtain evidence and witnesses sufficient to achieve convictions. An assertive
Band leadership and administration can carry out expulsions from the community but again this
is a difficult path in terms of enforceability. Another strategy has been to tighten up the supply of
prescription drugs by working with local doctors and pharmacists serving community residents,
reducing the chance that the same person can access multiple prescriptions or that the
prescriptions themselves are altered.
(2) Prevention. In one of our case study communities, the health centre has a full-time staff
person engaged in preventive activity, which involves actions such as community education
initiatives, talking to youth in the schools, organizing sweat lodges and the like. The police
serving the community may also be engaged in education and other preventive activities.
Another aspect of this is the investment that the Band can make to provide recreational and other
facilities for community residents. For example, in one of the communities the Band pays for
half the cost of Band members accessing fitness facilities, and also pays for registration costs for
children (full cost) and adults (half the cost) to participate in sports and related activities.
(3) Treatment. For Band members with addiction issues seeking treatment, the health centre may
make available a full-time addictions counsellor. In addition to individual and family counseling,
the health centre may achieve some success in pursuing a harm reduction approach whereby the
client is encouraged progressively to reduce the frequency and amount of substance use over a
period of months. The addictions counselor is also the key to obtaining referral to residential
treatment programs whether these are located in another First Nations community or in an urban
area. If the Band has own source revenues, it may be in a better position to have access to beds at
the treatment centre as well as the cost of treatment for individual clients. In one community, we
were told that the treatment centre of choice was quite successful at what it does. We were told,
for example, that of 45 individuals referred there, only two relapsed subsequently.
(4) Community support programs. Our interviewees referred to a variety of support programs
that may be available, for example Alcoholics or Narcotics Anonymous, a talking circle for
women including single mothers, traditional spiritual activities for youth including sweats, a
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Parents Against Drugs group, a Friday Night Jamboree, a 1-800 number for employee assistance
and so on.
(5) The Band’s human resource policy. Given the importance of the Band as an employer, it
follows that having a robust human resource policy to deal with substance use issues among its
employees is part of an effective intervention. In one of our case study communities, the policy
gave employees several chances to overcome their addiction (three strikes). It also provided
access to treatment services as part of the individualized plan to support the employee in
addressing the addictions issue and becoming reintegrated into the work force. The Band also
has the option to institute a drug testing policy, to be used for individual cases when, for
example, someone has previously been disciplined or charged and it is necessary to know if
recovery has been effective.
In addition to policy and programs addressed directly to the substance use issue, we also heard
about examples of programs in related areas, such as supports for persons on social assistance
who are seeking to make the transition to employment. For example, in one community, an
INAC program called Active Measures was described, which has the goal of helping clients who
are on social assistance increase their employability and find jobs. Two of the people interviewed
for this project mentioned this as a low-investment, high-return opportunity to support people in
the community who are looking for employment. It has provided employment training, wage
subsidies and transportation to and from the workplace. Despite the promising nature of this
program, it appears that the eligibility requirements are changing, and employees previously
supported by the program will no longer be eligible, making it likely that they will have to return
to social assistance.
Another program with promising results that was called “Finding Your Inspiration”, which
provides youth the opportunity to get job-skills training and to learn how to build self-esteem. It
was suggested that such a program should be expanded and offered not just to youth, but to
adults too. Another suggestion was to begin showcasing the ‘success stories’ within the
community, where people who are doing great things are highlighted in a public way.
Existing policies and programs to deal with substance use may be limited or extensive, and
everyone has their wish list. In response to our question of what needs to be done differently,
these are the suggestions that emerged:


The Health Centre needs a qualified addictions counselor, and it would be very helpful to
have a counsellor specifically for women.



Treatment approaches need to do more to work with the whole family of someone who
has a substance use issue.



Obtain funding for detox and treatment programs within the community.



We spend too much of our time on reacting to individual client needs or crises. Resources
need to be available to do more work of a preventive nature.
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As with prevention, more attention needs to be devoted to “after care”, when a person has
completed a treatment program and is being reintegrated into the community. This
includes having a safe place to gather and obtain support, as well as training, employment
and other programs.



For such ‘aftercare’ to be effective and inclusive, it was suggested there is a need for all
community members to be educated about how to support people who are addicted to
substances. For example, people often do not realize that when methadone is delivered to
a person in the appropriate amounts and is carefully monitored, that the person taking it
can be a productive and contributing member of the community.



Programs need to reflect more of a Mi’kmaq or Maliseet perspective on substance use
and its treatment. It was suggested in this respect that more of a spiritual dimension was
required – available now but only on a hit or miss basis. The approach does not
necessarily need to be Indigenous but could also draw on Catholic traditions.



Communities also need to have greater control over how program funds are allocated so
that they are able to offer local programming and services based on individual client
need. For example, employees who work within the social department are not trained in
client-based assessment, therefore they mainly assess clients based on objective measures
(i.e., a checklist to determine eligibility and amounts), rather than looking at each client
using a case-management model. Currently, they are unable to do this because they do
not have resources available to do anything other than provide basic services.



Educate the community and build community leadership to address the substance use
issue. Encourage Chief and Council to take action with respect to the drug dealers in the
community.



Move the methadone program beyond its current maintenance mode, with resources to
support clients in their bid to become free from substance use. Establish a support group
for methadone users.



Reform social assistance in the community in order to create incentives to seek
employment and develop marketable skills.



The entry of stronger and harder drugs into the community constantly imposes new
challenges and demands new ways of responding. Working collaboratively across the
health sector is an important means of identifying community responses to these new
drugs.

We conclude this segment by highlighting one of the bigger challenges in addressing substance
use within communities, and this gets to the point that successful action requires a whole
community kind of approach. In one of our case study communities, interviewees described
issues with ‘getting people involved’ in community activities, stating that the same people
usually volunteer at every event, and there have been times in the past when events are
organized, but very few people show up. There was no one solution offered to solve this
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problem, but it was raised by each of the people interviewed to suggest that if people felt more
engaged and involved in the community, then this may enable the community to better help those
who most need it.
One of the health sector workers suggested that community involvement does not necessarily
require an influx of new resources, but rather, working with those who are unemployed or
underemployed in ways that would make them feel as though they are contributing. This person
said that she has often asked those who are seeking treatment for substance use issues to do
various jobs around the community – whether it is delivering flyers, or cleaning up garbage
outside the health centre. She also stated that this is how she got the sacred fire pit built –
community members offered their time to help out, and she suggests that more of these types of
activities would go a long way to helping people feel more engaged in the community.
One person interviewed shared the story about an Elder who had passed away over the Christmas
holidays. Normally when someone passes away in the community, the Band Office will do a
purchase order for food to share with the community during the wake. However, because it was
Boxing Day, all of the stores were closed and the funeral was being held the following day at 11
a.m. So, no food could be purchased. Word spread that the family needed help and needed food,
and the community stepped up. People from all over the community showed up with food and
the family ended up with a number of cooked turkeys, plates of sandwiches, potato salads, turkey
stuffing, vegetables and pots of soup. Leftovers were later distributed to elders in the community.
On the day the food was arriving, there were a number of people in the kitchen getting the food
ready to serve and someone said ‘this is really nice. This was all done by people helping’. And
someone said ‘this is how it used to be done. And this is how it should always be done’. And it
didn’t cost the Band anything, but it brought everyone together. It was expressed that “this shift
needs to happen. The dependency hinders more than it helps”.
Conclusion
The three community case studies we have undertaken have been very useful in providing an in
depth understanding of patterns of substance use in the community and their relationship to
economic development. The interviews that were conducted have brought to life the perspectives
of elected leaders and Band staff, and sometimes of youth, elders and other personnel.
They have told us about the changing patterns of substance use in their communities, pointing
out that alcohol is still a source of concern but is being overtaken by the misuse of prescriptions
and the introduction of harder drugs into the community. They have described the programs,
policies and strategies that they employ to deal with substance use, pointing out many areas
where resources are insufficient e.g., for prevention and after-care, for particular groups such as
women, for introducing a cultural component.
Their comments have underlined the point that dealing with substance use requires a
comprehensive and multi-faceted approach – there are no single or quick solutions. Important
aspects of an effective strategy might include efforts to restrict the supply of substances,
engaging in preventive work, making treatment available for individuals, and having an array of
community-based ancillary support programs.
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Another lesson that emerged from the case studies is the importance of having the elected
leadership of the community engaged in the struggle so that the onus does not fall entirely on the
health centre and its staff. The active involvement of the leadership is crucial when it comes to
interdicting supply, for example, or developing human resource policies that deal with substance
use in the workplace in a constructive manner.
Our interviewees also communicated many insights into the complex relationship between
substance use and economic development. We learned that substance use is a factor in the
workplace itself, where it can lead to accidents, poor performance or missed time. It also adds a
barrier to achievement in systems closely related to the work world, when students using
substances fail to graduate, recipients of social assistance are unable to make the transition to
employment, or persons with substance use issues are not selected for training programs.
Looking at the relationship another way, we learned that communities with a strong economic
base provide a better environment for those leaving treatment programs because they may
qualify more readily for training and employment. If a community has own source revenues, it
can more readily expand the kinds of services and supports that those suffering from addiction
need. And if a community has been able to develop economically, it probably implies that it has
a strong Band administration, one that can not only decide on actions to be taken to address
substance use but also effectively implement those decisions through policies and programs.
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Chapter 3: Patterns of Non-Prescription Substance Use
The First Nation Regional Health Survey is, despite its name, national in scope and managed by
the First Nation Information Governance Centre. It has been conducted three times: in 1997, in
2002-03 and in 2008-10 with the first wave considered a Pilot and the next two being described
as Phase I and II. A third phase is scheduled to go into the field later in this calendar year (2016).
The survey involves in-person interviews with a randomly selected sample of children (ages 0 up
to 12 years of age), youth (12 years up to 18), and adults (18 years of age and over) who are
living on reserve. We are reporting here on the results for adults from the 2008-10 data,
including respondents from all 13 communities in Nova Scotia, 7 communities from New
Brunswick and Miawpukek First Nation in Newfoundland. Random selection of respondents is
based on the membership lists maintained by each of the participating First Nations. In the case
of children, it is their parent or guardian who completes the questionnaire. All respondents are
encouraged to use the provided laptop where specially designed software takes them through the
various questions. However, if they are uncomfortable with this procedure, they are able to
access a paper version of the questionnaire or to have the interviewer ask the questions and note
the response.
The adult questionnaire covers a wide range of topics, as will be evident from the tables
produced below. However, the core questions related to substance use (by which we mean nonprescription drug use excluding alcohol) are as follows:
131. Have you had any of the following substances in the last 12 months (without a
prescription)? A list of substances follows – cannabis, cocaine, amphetamine-type stimulants,
inhalants, sedatives or sleeping pills, hallucinogens and opioids. Examples are given of each
type of substance, and the respondent is asked not only whether they have used the substance but
also the frequency of use with options ranging from once or twice in the year through to daily or
almost daily.
132. Have you ever sought treatment for substance abuse/addiction? Respondents can answer
“yes”, “no”, “don’t know”, or “refused”. Two things should be noted about this question. First, it
is asked of the entire adult population and not just those who responded earlier that they used one
or more substances. Secondly, this question does not distinguish between substance use of the
kind referred to in Question 131, and alcohol use. Both are captured in the question.
In this chapter, we begin by providing basic frequency information about substance use in the
region. This is followed by background information on substance users (excluding alcohol), how
substance use is linked to health and to other addictions, and to economic activity. In this
analysis, we look at three types of users: those who used any type of substance in the 12 months
prior to being interviewed; those who used marijuana which is the most frequently used
substance reported; and finally the much smaller number of respondents who reported using
cocaine. For all other types of substances, the numbers who report usage are too small to
analyze. In this chapter, we report unweighted results because a satisfactory weighting formula is
not available for the participating communities in the Atlantic region. Using weighted results
might change the numbers in limited ways.
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The Basics: Non-prescription Substance Use
We begin by charting the number of adult respondents who indicated that they used substances
in the 12 months preceding their interview. Charts 3.1 through 3.7 reveal that marijuana (also
described as cannabis, pot, grass, or hash) is by far the most frequently reported substance with
some 30 percent of the adult population saying that they had used this substance, many of them
infrequently but also a significant number on a daily or almost daily basis.
Going down the list in terms of frequency of use, sedatives or sleeping pills are next (11 percent)
followed by opioids (9 percent), cocaine (7 percent), amphetamines (4 percent), hallucinogens (3
percent) and inhalants (less than 2 percent). It’s quite possible that these numbers underestimate
the degree of substance use in the communities as respondents might be reluctant to admit to
such use, especially in the case of harder drugs, despite promises of confidentiality and
anonymity.
Chart 3.1: Cannabis
Frequency of use

Number

Percent

Never

940

69.3

Once or twice

155

11.4

Monthly

46

3.4

Weekly

53

3.9

Daily or almost daily

163

12.0

Total

1357

100.0

Frequency of use

Number

Percent

Never

1267

93.2

Once or twice

65

4.8

Monthly

8

0.6

Weekly

12

0.9

Daily or almost daily

7

0.5

Total

1359

100.0

Chart 3.2: Cocaine
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Chart 3.3: Amphetamine-type stimulants
Frequency of use

Number

Percent

Never

1311

96.3

Once or twice

40

2.9

Monthly or more frequently

10

0.6

Total

1361

99.8

Frequency of use

Number

Percent

Never

1345

98.6

Once or twice or more
frequently

19

1.4

Total

1364

100.0

Chart 3.4: Inhalants

Chart 3.5: Sedatives or sleeping pills
Frequency of use

Number

Percent

Never

1209

88.9

Once or twice

106

7.8

Monthly

17

1.3

Weekly

5

0.4

Daily or almost daily

23

1.7

Total

1360

100.1
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Chart 3.6: Hallucinogens
Frequency of use

Number

Percent

Never

1322

97.0

Once or twice or more
frequently

41

3.0

Total

1363

100.0

Frequency of use

Number

Percent

Never

1239

90.9

Once or twice

89

6.5

Monthly

6

0.4

Weekly

6

0.4

Daily or almost daily

23

1.7

Total

1363

99.9

Chart 3.7: Opioids

Chart 3.8 reports that 11 percent of all adults on reserve have taken advantage of treatment
programs to deal with substance abuse or other addiction issues, with alcohol addiction as well as
substance (drug) abuse being included in the parameters of the question.
Chart 3.8: Have you ever sought treatment for substance abuse/addiction?
Sought treatment?

Number

Percent

Yes

150

11.0

No

1216

89.0

Total

1366

100.0
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Profiling Substance Users
In principle, we could undertake more detailed analysis of most if not all of the different kinds of
substance users identified in Charts 3.1 through 3.7. That is, there would be enough cases for
analysis for all groups except those who use inhalants and hallucinogens. Since this would be
tedious, we have chosen three groups: those who used any kind of substance in the 12 months
prior to the interview; those who used cannabis because this is the most frequently used
substance; and those who used cocaine, one of the harder drugs available.
In each case, we will describe the background characteristics of the substance users, how they
fare on measures of health outcomes, to what extent substance use also involves other addictive
substances or behaviours, and the link between substance use and economic activity.
Beginning with those who used any kind of substance in the year prior to being interviewed, we
note more than half of this population is male (Chart 3.9). It is also a group that is much more
likely than those who did not use substances to have no post-secondary education. The data also
reveal that the substance user group is less likely to have religion as an important part of their
lives and to participate in community cultural events. They are more likely to have moved
between reserve and off-reserve locations in the previous year and to have had grandparents who
attended residential schools.
Chart 3.10 provides a picture of how the substance use population is faring on health-related
indicators – either measures of health outcomes (e.g., suffering injuries) or of
experiences/behaviours that can be presumed to have a direct effect on health (e.g., being subject
to physical aggression). In general, one can draw these conclusions from the chart:


Individuals using substances have worse health outcomes than those who did not use
substances. This is evident in the greater frequency of injuries, for example, and also
there are signs the population is struggling more with mental health issues such as
depression, feelings of worthlessness and having suicidal thoughts. The one exception to
this pattern is that the substance use population is less likely to report having chronic
health conditions, a difference we attribute to the fact that the population is so much
younger than the comparison group and we know that chronic conditions become much
more prevalent with older populations.



The group who reported using substances is more likely than the comparison group to
engage in behaviours that are not necessarily conducive to good health, such as not
always eating a balanced, nutritious diet and being more sedentary in terms of daily
activities. There is some indication that poverty is a factor behind these patterns, as
suggested by the data indicating that they struggle to have enough funds to put food on
the table.



The group who reported using substances is also more likely to be in situations that place
them in a vulnerable position. We have already noted greater instability in living
arrangements (moving on and off reserve) and we note in Chart 3.10 a greater
susceptibility to encountering racism as well as verbal and physical aggression.
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Chart 3.9: Background Characteristics of Substance Users
Background characteristic

Never used substances in
past 12 months

Used substances at least
once

Percent male

44.0

54.3

Age 18-29

14.7

37.5

No post-secondary education

38.8

48.1

Housing requires major
repairs

23.9

29.5

Religion is very important in
my life

47.9

25.1

Traditional spirituality is very
important

29.7

27.4

Move on and off reserve
more than once a year

9.9

22.5

Grandparents attended
residential schools

8.9

17.2

Attend cultural events in the
local community at least
sometimes

73.6

60.9
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Chart 3.10: Substance Use and Health Outcomes
Health dimension

Never used substances in
past 12 months

Used substances at least
once

Injured in past 12 months

13.2

17.4

Always eats a nutritious,
balanced diet

36.2

23.0

Reported having no health
conditions

25.4

44.0

Experienced racism in past 12 18.9
months

29.9

Experienced physical
aggression in past 12 months

17.9

51.4

Experienced verbal
aggression in past 12 months

33.2

63.4

Daily routine mostly
sedentary

49.5

57.3

Struggled to meet food
requirements at least a few
times a year

25.5

42.3

Depressed at least some of
the time in past month

16.6

26.9

Feeling worthless at least
some of the time past month

8.3

14.2

Had suicidal thoughts

10.5

23.5
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The literature often links involvement with one form of addictive substances or behaviours to
involvement with others (co-morbidity), and our data lends support to that conclusion. Those
who say they have used substances are also more likely to say that they smoke cigarettes daily
and to consume alcohol as well. They are also more likely to engage in gambling activities to the
point where they are betting more than they can afford (Chart 3.11)
Chart 3.11: Substance Use and Other Addictive Substances or Behaviours
Behaviour

Never used substances in
past 12 months

Used substances at least
once

Smokes cigarettes daily

29.9

55.2

Lives in a smoke-free home

77.0

53.0

Consumed alcohol in past 12
months

49.0

78.8

Bets more than he/she could
afford

16.5

29.8

Finally, we turn to Chart 3.12 which provides information on the link between substance use and
economic activity. We note that all of the indicators are along the lines one would expect: the
group using substances less likely to be working for pay or to have paid employment income.
They are more likely to be in households with low incomes, to rely on social assistance, and to
have become discouraged by their prospects of obtaining work even though they are more likely
still to be looking. If they are not in the labour market, they are more likely to be classified as
stay-at-home parents or as students. Because of their age, they are less likely to describe
themselves as being retired.
The data in Chart 3.12 shows a connection between substance use and economic activity but one
needs to be careful in drawing a direct and simple causal connection. We saw from Chart 3.9 and
elsewhere that the group who reported using substances differs from the comparison group in
this dimension i.e., they admit to using substances without a prescription but they differ in other
ways as well – their youth, their lower education level and so forth – and characteristics such as
these also have a bearing on economic activity. Indeed, substance use plays a role in educational
achievement as well, as our case studies described later will document, so it is a complicated
reality.
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Chart 3.12: Substance Use and Economic Activity
Economic dimension

Never used substances in
past 12 months

Used substances at least
once

Currently working for pay

43.5

37.8

Not working but looking for
work

24.1

41.9

Household income of less
than $20,000 in 2007

37.2

49.8

Had paid employment income 50.6
in 2007

44.8

Received income from social
assistance

29.7

58.7

Received income from
employment insurance

24.2

18.0

No longer looking for work,
gave up

4.8

8.2

Stay at home parent

10.2

19.1

Retired

38.7

14.8

Student

7.7

17.5

Seasonal worker

19.6

21.8
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Profiling Marijuana Users
Our initial charts in this chapter revealed that information was available not only on the type of
substance being used but also on the frequency of use. Unfortunately, we only have sufficient
numbers of cases only with respect to marijuana use (and not for any other substances) for
exploring the frequency of use dimension. In that regard, the following charts distinguish
between those who have never used marijuana, those that have used this substance infrequently
and those using it more often.
In general, we see that the effect of frequent use is to replicate the pattern shown by infrequent
users but only more so. For example, in Chart 3.13, infrequent users are more likely to be male
than non-users but the proportion of males making up the frequent user category is even higher
than it is for infrequent users. They are also more likely to be younger, to have no post-secondary
education and so on. Almost all of the indicators in Chart 3.13 follow this pattern.
In Chart 3.14, information on health outcomes and health related behaviours or experiences also
follow the “more so” pattern. That is, those who use marijuana frequently are more likely to be
injured than infrequent users, less likely to follow a good diet, and more likely to have negative
experiences such as racism and aggression. The mental health indicators, on the other hand,
show more mixed results with depression and feelings of worthlessness a bit higher among the
“infrequent” group and not much difference showing with respect to suicidal ideation.
As Chart 3.15 reveals, the two cannabis user groups are quite similar when it comes to using
other substances with addictive potential, or in engaging in gambling behaviour to the point of
spending more than the person can afford.
The final chart in this series looks at the link between marijuana use and employment activity. Of
course, the two user groups show the expected difference when compared to non-users, but it
does not make much of a difference if marijuana is used more frequently. Most of the indicators
of economic activity show the infrequent user group to be quite similar to those who use
marijuana more often. However, the latter group is definitely less likely to be working and more
likely to be engaged in seasonal occupations.
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Chart 3.13: Background Characteristics of Marijuana Users
Background
characteristic

Never

Infrequent

Frequent

Percent male

42.8

49.7

64.9

Age 18-29

15.4

36.1

44.3

No post-secondary
education

38.7

44.5

53.4

Housing requires
major repairs

24.9

25.2

30.6

Religion is very
important in my life

47.2

27.5

17.5

Traditional
spirituality is very
important

29.1

26.6

30.1

Move on and off
reserve more than
once a year

11.3

22.2

22.5

Grandparents
attended residential
schools

9.0

17.4

20.5

68.6

59.5

Attend cultural events 71.5
in the local
community at least
sometimes
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Chart 3.14: Marijuana Use and Health Outcomes
Health dimension

Never

Infrequent

Frequent

Injured in past 12 months

13.7

15.6

18.4

Always eats a nutritious,
balanced diet

36.4

21.4

18.6

Reports having no health
conditions

25.1

46.0

49.1

Experienced racism in past
12 months

18.8

29.3

35.3

Experienced physical
aggression in past 12
months

20.7

48.4

55.7

Experienced verbal
aggression in past 12
months

35.5

60.0

68.3

Daily routine mostly
sedentary

51.4

54.9

54.8

Struggled to meet food
requirements at least a few
times a year

26.3

37.3

48.8

Depressed at least some of
the time in past month

18.6

27.9

20.1

Feeling worthless at least
some of the time past
month

9.8

14.5

9.5

Had suicidal thoughts

11.4

23.4

24.7
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Chart 3.15: Marijuana Use and Other Addictive Substances or Behaviours
Behaviour

Never

Infrequent

Frequent

Smokes cigarettes daily

30.7

58.8

59.4

Lives in a smoke-free
home

75.5

55.8

48.3

Consumed alcohol in
past 12 months

49.4

83.1

86.2

Bets more than he/she
could afford

17.0

26.0

34.9

Chart 3.16: Marijuana Use and Economic Activity
Economic dimension

Never

Infrequent

Frequent

Currently working for
pay

43.2

41.3

34.2

Not working but looking
for work

26.3

50.5

47.5

Household income of less
than $20,000 in 2007

38.9

52.8

49.9

Had paid employment
income in 2007

49.7

44.4

44.2

Received income from
social assistance

32.1

55.9

61.8

Received income from
employment insurance

32.1

22.2

17.1

No longer looking for
work, gave up

4.5

10.3

9.5

Stay at home parent

11.3

16.2

19.7

Retired

38.3

11.8

9.5

Student

8.1

17.6

19.7
28

Seasonal worker

18.0

20.6

28.5
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Profiling Cocaine Users
Our third category of analysis focuses on those who say they have used one of the harder
substances available, in this case cocaine. Small case numbers mean that we can’t break down
cocaine users by frequency of use, so all users are grouped together in this analysis.
Looking at the background characteristics of cocaine users, the patterns we have come to expect
in comparing users with non-users are certainly there. In addition, those using cocaine tend to
show exaggerated differences – they are more likely to be younger, for example, or to lack postsecondary education than substance users generally, and to be less attached to religion and to
traditional spirituality (comparing Chart 3.17 with Chart 3.9).
As far as health indicators are concerned, almost all the indicators show that those who use
cocaine have more negative readings certainly than those not using cocaine but also in
comparison with other substance users (comparing Chart 4.18 with Chart 4.10). They are more
likely to be injured, for example, to experience adverse events such as racism, and to have more
difficulty in putting food on the table. The same pattern holds when comparing engagement with
other addictive substances and behaviours, as revealed by a comparison of Charts 3.19 and 3.11.
Finally, we direct attention to Charts 3.20 in comparison with Chart 3.12. Both charts look at the
connection between substance use and economic activity. We see again that those who use hard
drugs such as cocaine display economic activity levels that are not only inferior to non-users but
also in relation to those who use a substance of any kind. Those who use cocaine are less likely
to work for pay, for example, or to have employment insurance income. They are more likely to
be on social assistance and to have given up looking for work although, on the other hand, the
majority is still engaged in the job hunt.
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Chart 3.17: Background Characteristics of Cocaine Users
Background characteristic

Never used cocaine

At least some use

Percent male

46.8

56.5

Age 18-29

20.9

57.6

No post-secondary education

41.2

58.7

Housing requires major
repairs

25.9

28.9

Religion is very important in
my life

41.4

11.0

Traditional spirituality is very
important

29.6

17.6

Move on and off reserve
more than once a year

12.9

35.4

Grandparents attended
residential schools

8.2

26.1

Attend cultural events in the
local community at least
sometimes

69.4

55.4
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Chart 3.18: Cocaine Use and Health Outcomes
Health dimension

Never used cocaine

At least some cocaine use

Injured in past 12 months

14.0

22.8

Always eats a nutritious,
balanced diet

32.7

9.8

Reported having no health
conditions

30.2

57.8

Experienced racism in past 12 22.2
months

36.0

Experienced physical
aggression in past 12 months

26.9

78.3

Experienced verbal
aggression in past 12 months

41.6

83.7

Daily routine mostly
sedentary

52.2

56.7

Struggled to meet food
requirements at least a few
times a year

30.4

49.5

Depressed at least some of
the time in past month

19.4

31.4

Feeling worthless at least
some of the time past month

10.2

15.8

Had suicidal thoughts

14.0

29.8
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Chart 3.19: Cocaine Use and Other Addictive Substances or Behaviours
Behaviour

Never used cocaine

At least some cocaine use

Smokes cigarettes
daily

37.3

68.5

Lives in a smoke-free 70.2
home

40.0

Consumed alcohol in
past 12 months

58.1

89.0

Bets more than
he/she could afford

19.3

49.0

Chart 3.20: Cocaine Use and Economic Activity
Economic dimension

Never used cocaine

At least some cocaine use

Currently working for pay

41.8

28.6

Not working but looking for work

31.4

54.8

Had paid employment income in
2007

48.8

40.7

Received income from social
assistance

38.4

78.8

Received income from
employment insurance

22.7

13.8

No longer looking for work, gave
up

5.7

11.5

Stay at home parent

12.3

28.8

Retired

31.8

ds

Student

10.8

17.3

Seasonal worker

20.1

30.8
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Conclusion
In this chapter, we have presented data from the First Nations Regional Health Survey for adults
living on reserve in the Atlantic region. The data set allows us to identify users of substances
obtained on a non-prescription basis and to describe their characteristics in comparison with all
other adults living on reserve. We have also shown how individuals who report using substances
(whether of any substance, marijuana or cocaine) have distinctive health-related behaviours and
outcomes, their engagement with other types of addictive substances, and how substance use is
linked to various indicators of economic activity.
We caution that the causal relationships involved are complex and that one cannot draw a direct
and clear connection between substance use and various outcomes. However, it does appear that
substance use is one of the important variables involved in this dynamic. We also caution that
other differences between individuals who use substances and those who abstain may be at play.
For example, we found that those using substances are less likely than other adults on reserve to
have a chronic illness. However, since those using substances tend to be younger on average than
other residents, it is quite likely that this difference is due to their youth and not to whether or not
they used substances.
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Chapter 4: Non-Insured Health Benefits Prescription Patterns
Information from the Non-Insured Health Benefits (NIHB) Pharmacy claims database
was used to describe the utilization pattern of particular drugs that were filled in the
Atlantic region. This measure is referred to here as the prevalence. Prevalence is defined
as the number of Atlantic-region Band members (claimants) who filled/received at least
one prescription of interest in a calendar year divided by the total eligible Band
population. The Band population is based on the Indigenous and Northern Affairs Canada
(INAC) Indian Registry records.
It is important to be aware of the following limitations when considering these data:






The place of residence for claimants (on- or off-reserve) cannot be identified.
Therefore, off-reserve claimants are included in the analysis.
Prescriptions paid by cash, other drug plans, or through NIHB in another region
are missing from this report.
Approximately two-thirds of eligible First Nations band members access at least
one prescription per year; estimates of medication usage based on the pharmacy
claims database may underestimate utilization by the Atlantic First Nations
population.
Information is not available regarding the reason for prescribing the medications,
whether the medications were used as prescribed, or whether the medications
were used by the person to whom they were prescribed.

In the following charts, data is aggregated for 20 Mi’kmaq and Maliseet communities
who gave permission for their community’s information to be included. This represents
two-thirds of the Band population in the region.
In the following pages, we describe each of the substances and then turn to presenting
and interpreting the results of the data provided1.
Amphetamines
Amphetamine is a stimulant medication. It is most commonly used to treat Attention
Deficit Hyperactivity Disorder and narcolepsy. The latter is a chronic brain disorder that
involves the loss of ability to regulate sleep-wake cycles. It can manifest as persons
feeling drowsy during the day. In extreme cases, individuals with narcolepsy can fall
asleep in the middle of a sentence. Amphetamines have also been used to treat nasal
congestion. Some more common amphetamine medications include Adderall, Adderall
XR, and Vyvanse.
In 2014, most of the communities included in this analysis had too few members who
received a prescription for amphetamine medication to have data reported. However,
when aggregating data by province, we see a fuller picture of amphetamine usage among
Atlantic Canada First Nations.

35

Our first Chart provides data on the prevalence of band members who received at least
one prescription for amphetamines by province (Chart 4.1). For Atlantic-region Band
members the prevalence was 0.5, with PEI a bit higher and Newfoundland at just around
half of the Atlantic figure. The latter point will recur in the data that follows, which
frequently show values for Newfoundland that are considerably lower than elsewhere. A
facile explanation for this pattern would be that the Newfoundland community in
question is more isolated than is usually the case within the region, but experience with
isolated communities in other parts of Canada (e.g., the northern areas of most provinces)
demonstrates that alcohol and other substances have been finding their way past the
isolation barrier. It would be worthwhile to undertake research to understand why the
results for Newfoundland trend toward lower prescription rates, including the
characteristics and strategies of the community in question.
Chart 4.1: Percentage of Band Members Receiving One or More Amphetamine
Prescriptions by Province and for the Atlantic Region, 2014
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We see in Chart 4.2 that males are more likely than females to fill a prescription for
amphetamines.
Chart 4.2: Percentage of Atlantic Region Band Members Receiving One or More
Amphetamine Prescriptions by Sex, 2014
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The next Chart, 4.3, shows the breakdown of amphetamine prescription claims by sex
and age group. This is a helpful consideration as it allows a closer examination of
claimants’ prescribing patterns across specific age groups. For males there is quite a
greater proportion of amphetamine prescriptions filled from ages 0-19. This makes
clinical sense as this would include the group school-age males who would likely be
prescribed an amphetamine drug such as Adderall or Vyvanse for Attention Deficit
Hyperactivity Disorder.
To see a higher prescription rate in younger aged males makes some sense, however, the
magnitude of the spike might be something worth considering and discussing in the
region. For example, it is possible that children prescribed amphetamine medications
have not been appropriately assessed for a disorder like ADHD and instead the
medication tends to be prescribed at the family medicine level to help families or to help
foster families manage impulsive or hyperactive behaviour. Sometimes, when other
approaches are unavailable, medication may be used as a behavioural management tool.
The difference between males and females with this age group is unsurprising as well.
The sex difference research on ADHD suggests, where true ADHD exists, girls tend to
show symptoms that are less associated with hyperactivity and impulsivity subtype and
tend toward inattention. That is, girls who are experiencing ADHD tend to have difficulty
paying attention but are relatively quiet in a classroom when compared to boys and do
37

not necessarily act out as much as boys. As we know, it is the ones who are most visible
that tend to get the most attention. The reason for the increased rate for 60+ males is not
clear. This is perhaps worth further discussion at the community level.
Chart 4.3: Percentage of Atlantic Region Band Members Receiving One or More
Amphetamine Prescriptions by Age Group and Sex, 2014
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Antidepressants
Antidepressants are drugs used most frequently to treat major depressive disorder,
anxiety disorders, obsessive-compulsive disorder, chronic pain, and a variety of other
disorders including addiction.
There are a number of different classes of antidepressants, the most commonly prescribed
being selective serotonin reuptake inhibitors (SSRIs, e.g., Prozac, Zoloft), serotonin
norephinephrine reuptake inhibitors (SNRIs, e.g., Effexor XR), tricyclics (TCAs, e.g.,
clomipramine, imipramine, amitriptyline, etc.), monoamine oxidase inhibitors (MAOIs,
e.g., Marplan), and tetracyclics (TeCAs, e.g., Remeron).
Clinically, diagnosis of depression is usually done in a primary care setting often by a
nurse practitioner or a family physician whose training in diagnosis of depression is
perhaps less than that of a psychologist or psychiatrist. As well, this is the first line of
mental health intervention from the primary care perspective as training in empirical
interventions, and the availability of time to intervene, is limited.
Depression sometimes becomes conceptualized narrowly, as a brain disorder that can be
improved using medication. However, from a First Nations holistic conceptualization,
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depressed mood is related to a number of factors including imbalance, trauma, poverty,
and all the challenges that many communities are facing. So, expecting a medication to
alleviate mood difficulties in the face of diversity in social determinants of health is
probably not accounting for the entire clinical picture. With high antidepressant
prescription rates, it is possible it represents a narrow conceptualization of how
depression and mood difficulties should be addressed in First Nation communities. At the
same time, it must be recognized that physicians and nurse practitioners have a very
difficult job. They have people coming to them for help who are in very difficult places
and their job is to do the best that they can in the short time they have allotted with the
tools they have. In most cases, they are doing their best to support people.
When we look at the prescription patterns for antidepressants in First Nation communities
by province (Chart 4.4), we see a pattern that is quite similar to amphetamines. That is,
prescription levels are quite similar from one province to the next with the exception of
Newfoundland which is again lower by a considerable margin.
Chart 4.4: Percentage of Band Members Receiving One or More Antidepressant
Prescriptions by Province, Atlantic Region, 2014
20
18
16
14
12

11.69

11.12

11.37

10.82

10
7.36

8
6
4
2
0
New Brunswick

Newfoundland

Nova Scotia

PEI

Atlantic

39

In Chart 4.5, we see that there is a higher rate of females receiving prescriptions for
antidepressants compared to males, and that pattern holds across different age groups. In
addition, for both groups, prescription levels increase until about age 60 before levelling
off in the oldest age category. One explanation for lower levels among the youngest
population is the awareness of the increased risk of suicide associated with antidepressant
use among adolescent populations.
Examining the data, we see that there is quite a lot of variation in antidepressant
prescriptions in Atlantic Canada communities, across sexes, and across age categories. In
Canada, around 5.7 percent of the population over 15 years of age meets criteria for
major depression. Carefully examining prevalence rates by community (which is the
percentage of the registered band members receiving prescriptions) we see substantial
rates of antidepressant prescription. For example, at the extreme, in some communities as
many as 50 percent of the registered female band members in a given age category
received a prescription for an antidepressant medication. It will be helpful for
communities to look carefully over their own data and discuss rates of antidepressant
prescriptions with their health care providers.
Chart 4.5: Percentage of Atlantic Region Band Members Receiving One or More
Antidepressant Prescriptions by Age Group and Sex, 2014
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Antipsychotics
Antipsychotics are a class of medication primarily used to treat psychosis (i.e., delusions,
hallucinations, or disordered thinking), and in particular, schizophrenia. However, some
antipsychotic medication is increasingly being used for off-label reasons to manage non-
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psychotic difficulties like emotion dysregulation and aggressive behaviour4, or as an addon to antidepressant medication for the treatment of depression. Examples of
antipsychotic medications include Haloperidol (e.g., Haldol), Chlorpromazine (e.g.,
Thorazine), Aripiprazole (e.g., Abilify), Risperidone (e.g., Risperdal), Olanzapine (e.g.,
Zyprexa), and Quetiapine (e.g., Seroquel).
The long-term effects of antipsychotic use can be problematic, including weight gain,
development of breast tissue in males, metabolic disorder including increased risk of
diabetes, and with long-term use of older antipsychotics, tardive dyskinesia (a disorder
involving involuntary movements of the face and jaw). Use of antipsychotic medication
is associated with significant side effects that should be carefully monitored by a
physician, most likely a psychiatrist.
There are data from the US, that show that some children in foster care or the child
welfare system tend to be prescribed antipsychotics at rates that are higher than the
general population. The hypothesis is that the medication is being used to manage
emotional difficulties related to trauma, attachment, or other disruptions the children have
experienced.
Global estimates of psychotic illness such as schizophrenia in adults tend to be in the
range of 1 percent for persons 18 years of age and over, and this is consistent with
information for Canada. Our data in Chart 4.6 shows rates by province of 3 and 4 percent
of Band members receiving antipsychotic medication prescriptions, which suggests, there
may be off-label use although it is difficult to conclude with certainty. Within provinces
and for particular age and gender groups, anti-psychotic prescription rates can be even
higher – for example as high as 8.56% for males in Prince Edward Island aged 25-44.
Communities could examine their data and discuss with their health care providers
whether the rates of antipsychotic prescriptions received by Band members make sense in
the community.
Compared to the substances we have already discussed, Chart 4.6 shows more interprovincial variation with PEI at the high end (at 4.64) and Newfoundland at just a third of
this figure.

Off-label means that the drug is being used to treat a condition for which it has not been officially
approved to treat
4
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Chart 4.6: Percentage of Band Members Receiving One or More Antipsychotic
Prescriptions by Province and for the Atlantic Region, 2014
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Chart 4.7 is broken down by age and sex. It shows lower antipsychotic rates in the 0-19
age group and climbing from there. Rates level off or decline for those 45 years of age
and up. In the middle age categories, the level of prescribing of antipsychotic medications
is higher for females than for males.
Chart 4.7: Percentage of Atlantic Region Band Members Receiving One or More
Antipsychotic Prescriptions by Sex and Age Group, 2014
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Benzodiazepines
Benzodiazepines are a class of medication most often used to treat anxiety, insomnia,
agitation, seizures, and alcohol withdrawal. Examples of benzodiazepines include
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Lorazepam (e.g., Ativan), Clonazepam (e.g., Klonipin), Alprazolam (e.g., Xanax),
Triazolam (e.g., Halcion), and Diazepam (e.g., Valium). Taking this class of drugs results
in sedative, sleep-inducing, anti-anxiety effects for the individual.
They are generally viewed as safe and effective for short-term use. Long-term use of
benzodiazepines can be problematic as these drugs can result in tolerance (that is, the
patient requires increasing amounts for the same effect), and physical dependence with
associated withdrawal when use is discontinued. As well, there can be overdose concerns
when they are not taken as prescribed. When taken as directed, the risk of overdose is low
but clinically we have seen some patients stockpile their drugs for the purpose of
attempting overdose. As well, when these drugs are mixed with alcohol or opioids, they
can be quite dangerous. Safety during pregnancy can also be a concern and use during
pregnancy should be under the close supervision of a physician. There are evidencebased psychological interventions that are effective in treating anxiety but again, these
services are less available in most First Nation communities.
Benzodiazepines increase the risk of difficulties when taken together with alcohol or an
opioid including toxicity and overdose. Across most communities, benzodiazepine
prescription rates seem to range from less than one percent to as high as 33.3%
(depending upon age group and sex). In general, females are more likely to receive
benzodiazepine prescriptions than males in these data.
When we look at Chart 4.8, we see again, as we did with anti-depressant prescriptions for
example, that there are lower rates in Newfoundland but prescription levels do not differ
dramatically among the other provinces.
Chart 4.8: Percentage of Atlantic Region Band Members Receiving One or More
Benzodiazepine Prescriptions by Province, 2014
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In Chart 4.9, we see that benzodiazepine prescription levels increase steeply by age and
again are higher for females than for males.
Chart 4.9: Percentage of Atlantic Region Band Members Receiving One or More
Benzodiazepine Prescriptions by Age Group and Sex, 2014
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Opioids
Over the last 10 or 15 years there has been a significant amount of attention paid to
opioids in the Atlantic region. Opioids are prescribed for many different reasons. They
can be very useful drugs for people who have chronic or acute pain, or terminal pain
conditions. For example, for individuals with cancer, opioids can be helpful for managing
pain.
Opioids include (among many others) codeine, morphine, hydromorphone (e.g.,
Dilaudid), oxycodone (e.g., OxyContin), and Fentanyl. Opioid dependence can occur
with ongoing administration. If someone who is dependent on an opioid abruptly stops
taking the drug, this can result in a significant withdrawal syndrome. Because of opioid
side effects such as sedation and euphoria, they tend to have a high potential for abuse.
Opioid prescription rates vary across Atlantic communities. Some communities have
reported high rates of opioid prescription and high rates of opioid use among community
members.
As Chart 4.10 shows, overall Atlantic prescription levels were at 9.34 percent in 2014,
with individual provinces falling around that level. Again, Newfoundland has the lowest
rate of Band members receiving prescriptions.

44

Chart 4.10: Percentage of Atlantic Region Band Members Receiving One or More
Opioid Prescriptions by Province, 2014
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In Chart 4.11, we again see that rates climb as people get older. It is not all that surprising
as individuals tend to experience more chronic disease and more chronic pain. As well,
older age groups often have more health needs that require surgery or other interventions
resulting in a need for a prescription to opioids to help with pain management. In the
younger groups like 0-19, it is not unusual for an opioid to be prescribed after surgery
(e.g., wisdom teeth). Methadone is not captured in this category, but is described
subsequently.
Chart 4.11 also shows that, for most age categories, females are more likely to receive an
opioid prescription than males.
Chart 4.11: Percentage of Atlantic Region Band Members Receiving One or More
Opioid Prescriptions Age Group and Sex, 2014
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Methadone
Methadone is a synthetic opioid that is used as a pain medication and in the treatment of
opioid dependence. Methadone has been shown to be effective in treatment of heroin use
and can help improve the well-being of opioid users. Methadone treatment has the
potential to improve a number of outcomes for opioid users including reduction of
infectious disease transmission (e.g., Hepatitis C, HIV).
The ability to provide methadone prescriptions requires that a medical practitioner be
exempted under section 56 of the Controlled Drugs and Substances Act. This usually
requires some additional training for the physician to be able to prescribe methadone.
Methadone prescription rates vary depending upon opioid use in communities, whether
the community has chosen to offer methadone as a form of treatment, as well as
availability of methadone as a treatment pathway. Therefore, prescription rates would be
expected to vary among communities. However, it is important for communities to work
closely with methadone treatment providers to ensure that the values and desires of the
community and individuals receiving treatment are acknowledged and supported by the
methadone treatment service.
Methadone is the most researched opioid substitution medication and has been in use for
many years. A 2009 Cochrane review found that methadone was effective in keeping
people in treatment and in the suppression of heroin use as measured by self-report and
urine/hair analysis. Methadone is the gold standard in replacement therapy for opioids.
There are also new drugs becoming more widely used that do not have the same long
history as methadone but are showing promising outcomes (e.g., Suboxone).
Chart 4.12 shows considerable differences in the percentage of Band members who
received methadone prescriptions from one province to another. There are a number of
reasons why methadone prescription rates can vary across provinces. For example, higher
rates in New Brunswick could be due to an increased number of people seeking
methadone treatment relative to Nova Scotia and PEI. It could also be that the
communities that are more proximal to centers where methadone treatment is available
increase the rate of methadone prescriptions.
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Chart 4.12: Percentage of Atlantic Region Band Members Receiving One or More
Methadone Prescriptions Province, Atlantic Region, 20145
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In Chart 4.13, we see how methadone prescriptions vary by sex and age. The results are
not surprising, showing a peak in prescriptions for the 25-44 group. That is, the 25-44 age
range is quite wide and represents the group of people most likely to engage in treatment
of opioid addiction.
Chart 4.13: Percentage of Atlantic Region Band Members Receiving One or More
Methadone Prescriptions by Age Group and Sex, 2014
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Numbers for Newfoundland are too small to report.
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NIHB Prescription Patterns, First Nations in Atlantic Canada, 10-Year Trends
The information we were provided by the administrators of the Non-Insured Health
Benefits program permitted us not only to analyze results for a particular year (2014) but
also to see what trends are occurring over time. In the following charts, we present data
on prescription patterns for the period 2005-2014. Reviewing the last 10-year window on
prescriptions is helpful because it allows us to see what is happening with respect to
prescription rates over time. It seems that prescription rates are climbing for most, if not
all, drugs included in these analyses.
An important consideration with these data is that we cannot say anything about rates of
abuse. These data present prescriptions that were filled at the pharmacy in the Atlantic
region that could be tracked by NIHB. This says nothing about people who are accessing
drugs from some other source so we can cautiously say that these are the trends with
respect to legitimately obtained and filled prescriptions but cannot say anything further.
In Chart 4.14, we see that amphetamines go from proportions of 0.23 percent up to 0.5
percent over that ten- year period. We are unable to discern why this is the case with this
type of research design (secondary data analysis). However, some of the reasons why
prescription rates can increase in this fashion include increased access to services where
such access may not have been in place before, increased early screening efforts in the
schools, or less stigma around accessing services for mental health.
What we know about illnesses such as ADHD, for example, (one of the disorders often
treated with amphetamines) is that the proportion of the population at any time who has
ADHD should remain fairly consistent. However, sometimes the identification of the
disorder tends to drive increases in prescription rates. In addition, sometimes people feel
more comfortable with a service, or it could be that there are physicians who are working
in the area who tend to be comfortable prescribing medication earlier, hence increasing
prescription levels for younger populations.
These drugs, when used properly, are fairly safe as they are well understood. That said,
there is research showing that when you prescribe a drug for ADHD to young people, if
you do nothing further in terms of psychosocial intervention like parent management
training or other support services in the school, improved outcomes are not sustained.
Basically, in the case of ADHD, amphetamines can alleviate symptoms during school (as
reported by teachers) but unless you provide additional psychosocial intervention, the
long-term outcomes do not necessarily improve. So the understanding is that the
medication may not lead to sustained change over a longer period of time.
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Chart 4.14: Percentage of Atlantic Region Band Members Receiving One or More
Amphetamine Prescriptions by Year 2005-2014
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Antidepressants also show a steady climb over the 10-year period, potentially for many of
the same reasons outlined for amphetamines. Depression has become less stigmatized,
there are more people aware, and there is more advocacy. However, in many
communities the mood difficulties that people are experiencing are probably related to
historic trauma, acute trauma, social determinants of health deficits, poverty, etc., and to
see a climb in antidepressant medication prescription over a ten-year period is unclear in
light of other community initiatives to help people feel more connected and feel more
hopeful.
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Chart 4.15: Percentage of Atlantic Region Band Members Receiving One or More
Antidepressant Prescriptions by Year 2005-2014
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When antidepressants are broken down by sex, one can see that the females are
prescribed more often, males prescribed less often. That could be a function of likelihood
in which males will present for treatment in comparison to females (Chart 4.16).
Chart 4.16: Percentage of Atlantic Region Band Members Receiving One or More
Antidepressant Prescriptions by Sex and Year, 2005-2014
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Antipsychotics follow the same trend with prescription levels increasing from 1.87
percent to almost 3.0 percent over the ten-year period (Chart 4.17)
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Chart 4.17: Percentage of Atlantic Region Band Members Receiving One or More
Antipsychotic Prescriptions by Year, 2005-2014
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Benzodiazepines and opioids begin decreasing across time. There are probably a lot of
reasons for that but specifically in the context of Nova Scotia, the Provincial
Government’s prescription monitoring program began in June 2005. The Prescription
Monitoring Act and Regulations established the monitoring program to promote the
appropriate use of drugs in Nova Scotia and reduce misuse of those drugs. Since these
data are correlational, we cannot say one causes the other but it is interesting that starting
in 2005 the trend in these two major categories of drugs of abuse begin declining and
seem to follow right about the same time as the prescription monitoring program came in
place. The prescription monitoring program was put in place in reaction to some of the
crises that were beginning to occur in rural Nova Scotia and within Mi’kmaq
communities with respect to opioid abuse.
In terms of provincial strategies, this is one that could be working. The challenge is
always in balancing professional autonomy so that the ability of physicians to do their job
is preserved without unnecessary regulatory barriers, so well-meaning policy does not
compromise patient safety or access. Too much oversight can dissuade some physicians
from accepting a patient with certain needs such as a pain management regime because of
the added regulatory issues that might be perceived to be associated with the more careful
monitoring. The hope is that individuals with legitimate pain management needs are able
to access the care that they need (Charts 4.18 and 4.19).
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Chart 4.18: Percentage of Atlantic Region Band Members Receiving One or More
Benzodiazepine Prescriptions by Year, 2005-2014
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Chart 4.19: Percentage of Atlantic Region Band Members Receiving One or More
Opioid Prescriptions by Year, 2005-2014
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The final Chart (4.20) shows the 10-year trend for methadone, and it has grown
substantively. This is likely in response to the opioid prescription drug abuse crises that
have been going on in communities in Atlantic Canada.
Chart 4.20: Percentage of Atlantic Region Band Members Receiving One or More
Methadone Prescriptions by Year, 2005-2014
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Information on Prescribed Dosages
Defined daily doses (DDDs) are the "…assumed average maintenance dose/day for a
drug for its main indication in adults (i.e., person of 70 kg)". The DDDs provide a rough
estimate of drug consumption as compared to standard therapeutic guidelines. For
example, for a person of average weight who is on a drug taken as a ‘maintenance’
medication (e.g. taken on a long term basis, such as medications to control blood
pressure) the calculated DDD should be around 1. Use of this standard classification
system and dose measure facilitates comparison between results of drug utilization
studies conducted in various settings. Unfortunately, DDDs are only available for
benzodiazepines.
It should be noted that the numbers displayed in these charts are averages across
individuals and across communities within provinces. It is possible that there is
significant variation in benzodiazepine dosage between individuals and communities that
is being lost in the averages. As an example, if you were to calculate the average height
of an elementary school child this would include children in grade 1 who were very small
for their age and children in grade 8 who were very tall for their age. In that way, asking
what the average height of the children may not be very meaningful when it comes to
individuals. In this way, community-level data should be examined carefully by
communities.
In any event, Chart 4.21 shows DDD’s for First Nation people by province in the 0.5
range, but again the reading for Newfoundland is well below what we see in other areas.
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Chart 4.21: Defined Daily Dose per Claimant for Benzodiazepines, by Province and
Atlantic, 2014
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Chart 4.22 shows that the DDD climbs around threefold from the 0-19 years to 45-59
years categories.
Chart 4.22: Defined Daily Dose per Claimant for Benzodiazepines, by Sex and Age
Group, Atlantic, 2014
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In the following two charts, 4.23 and 4.24 we see some signs that the DDD for
benzodiazepines is decreasing over time, dropping from just under 0.7 to 0.5 in the tenyear period between 2005 to 2014. This pattern holds for both males and females.
Chart 4.23: Defined Daily Dose per Claimant for Benzodiazepines, Atlantic, 2005-14
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Chart 4.24: Defined Daily Dose per Claimant for Benzodiazepines, by Sex and
Year, Atlantic, 2014
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OME (oral morphine equivalent) provides a rough estimate of drug consumption for
opioids – that is, the equivalent of the opioid as compared to the similar effect of
morphine taken by mouth6.
Chart 4.25 shows the kind of results to which we have become accustomed, again with
Newfoundland being the outlier.
Chart 4.25: Oral Morphine Equivalent (OME) for Opioids, Per Day Per Claimant,
by Province and Atlantic, 2014
20
18
16
14

13.29

12.4

12

11.96
9.99

10
8
6
4

2.02

2
0
New Brunswick

Newfoundland

Nova Scotia

PEI

Atlantic

The most notable chart in this series is 4.26, which shows a sharp increase in OME
beginning around age 25 and continuing. In this case, older age groups are being
prescribed higher doses of opioids when compared to younger age groups.
Intuitively, this makes some sense as older age groups experience higher rates of
difficulties associated with pain and/or chronic illness, which may require an opioid
prescription for pain management, and at a higher dose when compared to younger age
groups. However, it will be important for communities to work with their health care
6

Essentially, it is a way to readily convert between different types of opioids that have different
strengths. If, for example, a patient receives a prescription for an oral dose of 30 mg of Morphine, this
would receive an OME value of “1” since it is the opioid with which the scale is built upon. However,
should that same patient receive a dose of a different opioid, a conversion would be necessary to
ensure that the patient received the same analgesic effect with the alternative opioid. Conversion
charts are widely available but for the purposes of this description, and using figures for chronic,
non-cancer related pain, supposed a patient formerly prescribed 30mg of oral Morphine was to be
switched to Oxycodone. The conversion value to Morphine for Oxycodone is “1.5”. That means, for
the same analgesic effect, the patient would require a prescription for only 20mg of Oxycodone
instead of 30mg because Oxycodone is a stronger opioid (20mg of Oxycodone X 1.5 the OME
conversion value for Oxycodone = 30mg of Morphine). The OME values in the charts are meant to
give an indication of opioid prescription dosage setting Morphine as the standard.
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providers and discuss these data in order to clarify the nature of prescribing practices in
communities.
Chart 4.26: Oral Morphine Equivalent (OME) for Opioids, Per Day Per Claimant,
by Age Group and Sex, Atlantic, 2014
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The last two charts in this series (4.27 and 4.28) show that the OME index for opioids has
increased in the 10-year period between 2005 and 2014. More precisely, the data show a
steady increase up until 2013 and then a decline to 2014. We’ll have to wait and see if
this is the start of a longer term trend. The pattern is similar for both males and females.
Chart 4.27: Oral Morphine Equivalent (OME) for Opioids, Per Day Per Claimant,
Atlantic, 2005-14
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Chart 4.28: Oral Morphine Equivalent (OME) for Opioids, Per Day Per Claimant,
by Sex, Atlantic, 2005-14
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Conclusion
In this chapter which presents results from the Non-Insured Health Benefits Pharmacy
claims data base we have been able to clarify the number of prescriptions in relation to
the Band population that have been provided for different substances.
We have also established what the trends over time look like. For the period 2005-14, we
see that the prevalence of these prescription drugs has been increasing for four out of the
six substances examined. However, the prevalence of benzodiazepine and opioid
claimants is on a downward trajectory, perhaps because of the efforts of provincial and
Band governments to control more strictly prescription patterns for these substances.
With respect to dosage, we see a mixed pattern – a trend to smaller quantities being
prescribed for benzodiazepines, and larger ones for opioids.
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Chapter 5: Conclusions and Recommendations
In this final chapter, we provide an overview of the findings of this study, concentrating
on the messages that stand out. We also itemize some limitations that need to be taken
into account.
Conclusions from Community Case Studies
The three community case studies we have undertaken have been very useful in
providing an in depth understanding of patterns of substance use in the community and
their relationship to economic development. The interviews that were conducted have
brought to life the perspectives of elected leaders and Band staff, and sometimes of
youth, elders and other personnel.
They have told us about the changing patterns of substance use in their communities,
pointing out that alcohol is still a source of concern but is being overtaken by the misuse
of prescriptions and the introduction of harder drugs into the community. They have
described the programs, policies and strategies that they employ to deal with substance
use, pointing out many areas where resources are insufficient e.g., for prevention and
after-care, for particular groups such as women, for introducing a cultural component.
Their comments have underlined the point that dealing with substance use requires a
comprehensive and multi-faceted approach – there are no single or quick solutions.
Important aspects of an effective strategy might include efforts to restrict the supply of
substances, engaging in preventive work, making treatment available for individuals, and
having an array of community-based ancillary support programs that include cultural
components.
Another lesson that emerged from the case studies is the importance of having the elected
leadership of the community engaged in the struggle so that the onus does not fall
entirely on the health centre and its staff. The active involvement of the leadership is
crucial when it comes to taking action on supply, for example, or developing human
resource policies that deal with substance use in the workplace in a constructive manner.
Our interviewees also communicated many insights into the complex relationship
between substance use and economic development. We learned that substance use is a
factor in the workplace itself, where it can lead to accidents, poor performance or missed
time. It also adds a barrier to achievement in systems closely related to the work world,
when students using substances fail to graduate, recipients of social assistance are unable
to make the transition to employment, or persons with substance use issues are not
selected for training programs.
Looking at the relationship another way, we learned that communities with a strong
economic base provide a better environment for those leaving treatment programs
because they may qualify more readily for training and employment. If a community has
own source revenues, it can more readily expand the kinds of services and supports that
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those suffering from addiction need. And if a community has been able to develop
economically, it probably implies that it has a strong Band administration, one that can
not only decide on actions to be taken to address substance use but also effectively
implement those decisions through policies and programs.
Conclusions from the Regional Health Survey (Use of non-prescription substances)
We analyzed data from the First Nations Regional Health Survey for the Atlantic region,
which was collected in the 2008-10 period. Our focus is on the adult data, meaning
persons 18 years of age and over, living on reserve in the Mi’kmaq and Maliseet
communities.
Using this data base, it was possible to establish that the most frequent substances used
without a prescription in this period were cannabis (30 percent of the adult population,
used at least once in the course of a year), sedatives and sleeping pills (11 percent),
opioids (9 percent), cocaine (7 percent), followed by amphetamines, hallucinogens, and
inhalants. These numbers may well be underestimates in that some respondents were
likely reluctant to admit to illicit substance use.
We also learned about the characteristics of individuals who use substances. Compared to
the rest of the on-reserve population, they were more likely to be male, younger, less
likely to have post-secondary education, more likely to move on and off reserve, and
more likely to have grandparents who attended residential schools. Those using
substances were also much less likely to say that religion is very important in their lives.
Using non-prescription drugs is associated with poorer health outcomes, as measured by
things like injuries, eating and exercising well, feeling depressed and worthless, and
having suicidal thoughts. There are much higher reports of experiencing racism as well as
physical and verbal aggression. Finally, individuals using substances were much more
likely to be involved with other addictive substances or behaviours, such as smoking,
consuming alcohol and gambling (i.e., betting more than they could afford).
Those who used non-prescription substances also had more limited economic activity,
demonstrating with numbers the link between employment and substance use. They were
less likely to be employed (but more likely to be looking for work), and to receive
income from employment insurance. On the other hand, they were more likely to have
low incomes and to receive income from social assistance. They were also more likely to
describe themselves as being a stay-at-home parent or a student.
We found these patterns to be consistent whether we were looking at adults who had used
any non-prescription substance, whether they had used cannabis, or whether they had
used cocaine.
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Conclusions from the Non-Insured Health Benefits Data on Prescriptions
Perhaps for the first time, First Nation and Inuit Health Branch (FNIHB) has made
available data collected through its Non-Insured Health Benefits Program (NIHB) for
analysis by a research team. We specified the data needed, and were provided with the
results in the form of aggregated information presented in table form. The data
summarized prescriptions for different types of substances, and in this report we
presented the information for 2014 and also for the ten-year period 2005-14.
FNIHB was not able to separate out Band members living on reserve in the Atlantic
region from those living off-reserve, so the information includes all Band members living
in the region for the 20 First Nations who gave permission for their NIHB data to be
accessed for purposes of the study. Here are the main conclusions derived from this data
base.
Expressed as a percentage of the total Band population in the Atlantic region, the most
frequently issued prescriptions were for antidepressants (10.8 percent), opioids (9.3
percent), benzodiazepines (8.0 percent), antipsychotics (3.0 percent), methadone (1.52
percent) and amphetamines (0.5 percent). With the exception of amphetamines, females
were more likely to be recipients than males, and we were also able to show prescription
patterns by age group.
In looking at trends over time, the data suggests that, in four out of the six substances for
which we have data, the trend is to greater prevalence – that is, in relation to population,
the number of prescriptions being issued is increasing. This is the case for amphetamines,
antidepressants, antipsychotics, and methadone, for the time period 2005 through 2014.
The trend is the other way, to lower prevalence, with respect to benzodiazepines and
opioids. We speculate that this improvement is perhaps due to the measures taken by
some communities and provinces to more strictly monitor and control prescription
practices.
With respect to the dose prescribed for substances, we note that the defined daily dose for
benzodiazepines has declined in the 2005-14 period. On the other hand, our measure of
dosage for opioids (called the oral morphine equivalent or OME) has increased from
2005 through 2013 before declining in the last year for which we have data (2014).
Information on dosage for other substances is not available.
When we analyzed the data by province, the most striking pattern is that the single
Newfoundland community in the data base always shows better results than the other
provinces, and the margin of difference is substantial. It would be worthwhile to
understand better why this is the case, and whether there are lessons for other parts of the
region.
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Conclusions on Substance Use and Economic Development
In our search of the literature, we established that there are very few studies that consider
the question of substance use in relation to economic development. Our study shows that
there is a connection. For example, the community case studies brought out the different
ways in which substance use can limit economic activity, whether that is through
absenteeism and poor performance on the job or because substance use comes into play
in several systems closely related to a community’s economy e.g., achievement at school,
prospects of making the transition from social assistance to work, or in being successful
in and graduating from training programs.
On the positive side, communities with a strong economic base are in a much better
position to address substance use issues within their communities. They do this by being
able to offer employment in the context of post-treatment care, in being able to afford
enriched treatment programs by drawing on own-source revenues, and in being able to
put in place policies and programs that contribute not only to controlling substance use by
reducing the supply or by providing a supportive environment such as human resource
policies or recreational programs.
Our analysis of the Regional Health Survey data also showed empirically how those who
used substances without a prescription had poorer employment-related outcomes than
those who did not use substances.
We conclude that it is a sensible strategy to address issues of substance use not only on
its own terms by focusing on clients, treatment and the like but also as part of larger
community efforts to strengthen the economic base. Furthermore, it is advisable, when
making the case for funding to address substance use issues, that this go beyond a pitch
that it is the right thing to do (a moral argument) or that the program is needed (people
are suffering). This study suggests that a community can move ahead on the path to selfreliance by addressing substance use within the community, because of all the
connections that exist with the economic base.
Limitations of the Study
It was our intent originally to relate data on substance use for on-reserve residents by
community to data measuring the community’s level of economic development. We were
unable to pursue this avenue for the Non-Insured Health Benefits data because the data
does not separate on and off reserve Band members. We were told that the NIHB data
base does permit such a separation but to do so would be technically difficult and involve
a considerable amount of work.
Since the NIHB data includes both on and off reserve residents, does that mean the
results we reported are not meaningful for health directors and others working at the
community level? In other words, would we obtain different results if we looked only at
on-reserve residents? That might be the case for some individual communities that have
large numbers of persons living on reserve, but it is not the case when results are reported
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at the level of provinces or for the region as a whole. At these levels, the data is
dominated by on reserve residents, mostly because many of the larger communities are
included in the data base and they tend to have smaller proportions of their population
living off reserve. More specifically, for the 20 communities included in the NIHB data
base, the percentage living on reserve makes up two-thirds of the total number (65 per
cent) who are members of the communities.
An additional limitation of the research reported here is that we would have liked to
undertake several case studies with communities that demonstrate a linkage between
substance use and economic development. Unfortunately, it proved very difficult both to
identify such examples and to obtain permission for interviews.
Recommendations
Several recommendations flow from the results of this study:
(1) That Atlantic-region First Nations consider framing the advantages of a
strengthened community economy not only in terms of its contribution to jobs,
businesses and incomes but also as a route to improved community health and wellbeing, including reduced substance use.
(2) That the Atlantic Policy Congress (APC) pursue a process with Health
Canada/FNIHB to monitor trends in substance use. For example, an Advisory
Committee with appropriate representation including from FNIHB could be
established to review trends in non-prescription substance use after the completion of
new phases of the Regional Health Survey. Prescription substance use trends are
already being monitored.
(3) That APC lead a review of the findings of this report with respect to prescription
and non-prescription substance use. The objective would be to work with FNIHB
toward modifying national health and wellness programs so that they reflect the
regional-specific information that has been provided. Additionally, flexibility in
programs such as medical transportation and methadone clinics is required so that
they can be tailored to meet the needs of different communities within the region.
(4) Results from our case studies suggest that the most effective strategy for
addressing substance use issues is one that is multi-faceted, involving aspects such as
prevention, interruption of supply, treatment, aftercare, and adding cultural
dimensions. It follows that action cannot be left only to health staff but requires the
active involvement of Chief and Council and indeed of the whole community (e.g., to
deal with reducing/eliminating supply, to put in place human resource policies, to
provide supervised housing for aftercare and the like).
(5) That APC develop a community-led process to engage in dialogue with
methadone service providers (e.g., prescribing physicians or clinics) to ensure that
community and patient-level treatment preferences are respected e.g., ensuring
tapering options are offered where desired.
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(6) That APC continue to advocate for evidence-based harm reduction approaches to
substance use.
(7) That communities and APC continue to advocate for community-based access to
mental health and addiction services that supplement one another, rather than existing
in parallel systems or silos. The Mental Wellness Continuum Framework provides
models for aligning culturally-appropriate services.
(8) That APC repeat this research project in five years’ time as a means of updating
information, including case studies. Doing so as part of a regular cycle will be helpful
in understanding how shifts in economic and social determinants contribute to
substance use or its reduction. Progress could be tracked using a regional scorecard
approach to monitor whether programs are making a difference.
(9) We have also noted how exceptional Miawpukek is with respect to substance use,
and we recommend that interviews be conducted there in order to understand how
that community has done so well in addressing this issue.
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Appendix A: Literature review
The relationship between substance use and economic development among First Nations
communities is complex and dynamic. The purpose of this literature review was to
explore the relationship between substance use and economic development in First
Nations communities, with an emphasis on Atlantic First Nations communities. The
approach used in this literature search was dual in nature. First, we conducted a grey
literature search of Atlantic First Nations communities’ websites to identify any explicit
connection made between economic development and substance use. The second
approach involved searching indexed, peer-reviewed literature pertaining to economic
development and substance use in First Nations communities. Within the indexed search,
we sought out specific examples of successes (e.g., any positive outcome) related to
economic development and substance use. Overall, the results of the literature search
revealed that there is limited literature combining economic development and substance
use.
Substance use ranks among the top ten risk factors for burden of disease in high-income
countries, and is of concern in all jurisdictions. Among First Nations, one sees quite a bit
of variation in substance use from one community to another, but in general, First
Nations people show disproportionately high levels of substance use, including heavy
drinking, smoking, injection drug use, and prescription misuse and associated harms
(Lane et al., 2002; NNAPF, 2000).
The underlying causes as to why the rates are generally higher with Indigenous people
than non-Indigenous people is multi-faceted and will not be explored in any depth in this
study. However, it must be acknowledged that, prior to European contact, these addictive
substances -- especially alcohol -- were not known to Indigenous peoples of North
America. Alcohol was used by European traders as a way to take advantage of
Indigenous people by getting them drunk before making trade deals (Bailey, 1969, p. 71)
and therefore undermining the economy of Indigenous peoples. And as stated in the
Aboriginal Healing Foundation Research Series: “Important re-occurring themes in
accounting for substance abuse among Aboriginal groups in Canada are the devastating
effects of colonization upon Aboriginal people and the on-going economic and social
marginalization experienced by these groups over a number of generations” (Tait, 2003,
p. 37).
Thus, a number of reasons are proposed for the increased rates of substance use among
First Nation peoples in Canada. Aggressive assimilation policies (e.g. residential schools;
child welfare policies), experiences of physical, emotional, and sexual abuse, and
intergenerational trauma all have an impact on the prevalence of substance use among
First Nation peoples (Chansonneuve, 2007; Fournier & Crey, 1997; Aboriginal Healing
Foundation, 1990). In addition, economic variables such as low education attainment,
current unemployment, and greater life course poverty, are risk factors for higher rates of
substance use. First Nations peoples are consistently ranked among the lowest in Canada
in terms of socioeconomic factors (Currie et al., 2013; Gerber, 2014). As of 2001, 64 per
cent of young adults aged 20 years within First Nations communities had not completed
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high school, which reflects a level of educational attainment well behind that of the
general Canadian population in which 15% have not completed high school (Health
Canada, 2009). Unemployment rates among First Nations peoples in Canada are
substantially higher than rates in the general population (Health Canada, 2009) and the
rate of unemployment remains the most immediate cause of poverty within these
communities (Kendall, 2001).
Alcohol was the first addictive substance introduced to Indigenous people and is the
foremost abused substance in First Nations communities, followed by marijuana,
narcotics, and hallucinogens (Lane et al, 2002; NNAPF, 2000). Prescription drug misuse
is another growing problem among First Nations communities with upwards of one in
four First Nations’ individuals reporting the misuse of a prescription drug over a one-year
period (Currie et al., 2013; Dell et al., 2012). In 2007, Health Canada determined that 898
opioid prescriptions had been distributed per 1000 First Nations peoples aged 15 years or
older (Webster, 2013). First Nations peoples are concerned about substance use in their
communities as well. In a national survey conducted between 2008 and 2010, 82% of
respondents identified substance use as the most significant challenge faced by their
communities, ahead of health, housing, and employment (First Nations Information
Governance Centre [FNIGC], 2011).
Outcomes related to substance use among First Nations peoples are concerning. For
instance, Aboriginal people using injection drug are becoming HIV positive at double the
rate of non-Aboriginal people, and First Nations people experience greater rates of deaths
due to drug-overdose relative to the general population (Craib et al., 2003; Miller et al.,
2011). Moreover, opiate dependence is associated with significant morbidity and
mortality (Kreek & Vocci, 2002). Additionally, diseases related to substance use tend to
be higher in First Nations communities compared to the general population. For example,
rates of newborns presenting with withdrawal symptoms as a result of prenatal exposure
to substances are high (17% of 482; Webster, 2013). Moreover, deaths among children
due to congenital malformations, deformations, and chromosomal abnormalities are
increased for First Nations children whose mothers used substances throughout their
pregnancies (FNIGC, 2012).
Nevertheless, there are encouraging examples of effective interventions to deal with
substance use, and in Canada the National Native Addictions Partnership Foundation
(now known as the Thunderbird Partnership Foundation) has pulled together a
comprehensive strategy on the subject (Health Canada, 2011).7
Grey literature search
Twenty-nine Atlantic First Nation communities were included in the search parameters;
twenty-five websites were searched including Mi’kmaq or Maliseet communities located
in Nova Scotia, New Brunswick, Prince Edward Island or Newfoundland. Three
communities were not included in the search because no website was available. (See
Honouring Our Strengths: A Renewed Framework to Address Substance Use Issues Among First
Nations People in Canada, Ottawa: Health Canada, 2011.
7
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Appendix A for a full list of websites searched as well as those not included in the
search). To guide the grey literature search, key terms (see Figure 1 below) were
identified in a scoping search. Broader terms (e.g., wellness) were occasionally required
to guide the search as narrower terms (e.g., addiction) were scarcely available on the
main webpages. However, the narrower terms were used when deciding whether the
information source contained information related to both substance use and economic
development. Twelve communities had at least one information item that contained a
narrower term from both term categories.
Figure 1.
Concept 1- Broad
terms:
Wellness
Social
Health
Concept 1Narrower terms:
Substance
Drug OR drugs
Narcotics OR narcotic
Addiction
Mental health

Concept 2- Broad
terms:
Economic
Strategic plan
Business
Concept 2-Narrower
terms:
Jobs OR job
Money
Financial OR finances
Economic or economics
Strategic plan
Business
Fundraising

Website architecture
The architecture of the website is important because this is the platform through which
information is organized, shared, and accessed. The websites form a visual representation
of how the information is communicated and organized. All of the websites searched
were unique in their website architecture; however, there are two types of frequently used
website layouts.
One typical layout separates information on economic development from information on
substance use. This segregation sometimes is seen very quickly once a user enters the
website. For example, upon accessing a site, a user may have to immediately choose
between reading about “economic development” or “health or wellness” (Elsipogtog First
Nation, n.d.; Waycombah, n.d.). The segregation of these two concepts on the website
creates a structure in which information pertaining to these concepts is communicated
completely independently. This type of space may make it difficult to conceptualize the
integration of information pertaining to substance use and economic development.
Another layout type displays information pertaining to substance use and economic
development together under broader headings of “community health” or “community
wellness” (Wagmatcook First Nation, 2014; Qalipu First Nation, 2014). This type of
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website layout encourages users to conceptually link these topics. Moreover, this layout
also encourages users to consider that economic development and personal and family
wellness (which could include issues related to substance use), can contribute to general
community health. Generally, communities whose websites had these topics intertwined
also had community newsletters or reports that did discuss drug issues and aspects of
economic development in the same document (Wagmatcook First Nation, 2014).
These two website layouts are not the only website layouts available, and every website
evaluated was unique as each was designed for a different community and served
different roles within the communities. Thus, no single website architecture or layout is
better than any other; these observations are intended to explain how layout may impact
communication regarding substance use and economic development.
Terminology used
Among the twelve websites that did have documents discussing both economic
development and substance use in some capacity, there were seven communities that
mentioned the word “drug” at least once somewhere on their website or in a publication
linked to their website. The term “drug”, when found, was most commonly found in
community plans or community newsletters. This term was generally found in a section
on “mental wellness” or “mental health” (Shubenacadie, 2013; St. Mary’s, 2014;
Wagmatcook, n.d.). Some communities had news articles focused on addressing
substance abuse in the communities (Eskasoni, 2012). In more official documents, such
as community strategic plans or annual reports, the language tended to be much broader
(e.g., “mental health”, “addiction”) (Glooscap First Nation, n.d..; Shubenacadie, 2013;
Qalipu Mi’kmaq First Nation, 2012). These broad terms (e.g., addiction) may create
uncertainty about what types of addiction and who, exactly, is being targeted.
Limited results
Overall, very few results were identified through the grey literature search. There were
few documents that jointly mentioned economic development and issues pertaining to
substance use. Broader terms such as “addiction” and “mental health” had to be included
as the term “drug” or “substance” was rarely identified in the literature. The lack of
results showing an integration of content on substance use and economic development
may suggest that the communities themselves are not frequently seeing these concepts as
intimately connected. Generally these two concepts are addressed in different venues,
either via different webpages on the community’s website or in different documents.
Indexed literature8
A search strategy was created and run through 5 EBSCO databases; these databases were Academic
Search Premier, CINAHL, PsychInfo, Public Affairs Index, and Social Work Abstract. This search was
then translated and run through PubMed and the ProQuest database ABI/Inform Global. The
ABI/Inform Global results were quite extensive, so title and abstracts were scanned for the first one
hundred citations that were sorted by relevance, until more than twenty five citations in a row had
8
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Despite much information available related to solely substance use or solely economic
development, there were very few papers in the indexed literature that combined these
topics. Broadly, there is literature available on the links between economic status and
health in Aboriginal communities (Costello, Compton, Keeler & Angold, 2003; Wolfe,
Jakubowski, Haveman, & Courey, 2012; Evans, & Topoleski, 2002). The literature on
poverty and health generally concludes that additional income is associated with
improvements in health and health-related behaviors (Costello et al., 2003; Wolfe et al.,
2012). For example, Wolfe et al. (2012) concluded that American Indian tribes with a
Class III gaming casino generally earned additional income which had substantial
influence in changing risk-taking behaviors. Class III casinos are the big game and large
revenue earning casinos; they offer games such as blackjack, roulette, and feature events
such as horse racing (Capriccioso, 2011). Evans and Topoleski (2002) found in reviewing
all causes of mortality, rates significantly declined by about 2% in counties with a Class
III tribal casino. These are examples of how economic development and health related
issues are discussed in the indexed literature. When substance use is discussed in the
literature that links economic development and health, it generally does not occupy any
substantial portion of the report. For example, Evans and Topoleski (2002) do mention
“substance abuse” as a cause of mortality that “may decrease… as a result of economic
well-being” (p.39). These documents indicate that there are connections between
economic development and health related issues and simultaneously demonstrate how
substance use is absent from these discussions.
Information sources retrieved that do discuss both economic development and substance
use generally do not extensively discuss both elements. For example, in literature on
economic development in Aboriginal communities, if substance abuse is referred to, it is
in an introductory section where the context is framed (Frank, Murphy, Kitching,
Garfield & McDarment, 2008; Fox, 2006; Coombs, 2002). Afterwards, decreased
substance use is often discussed as a social benefit of economic development, but there is
very little empirical evidence supporting this claim (Nebelkopf &King, 2003; United
Indian Nations, Inc., 1996; Frank et al., 2008; Fox, 2006; Coombs, 2002).
While papers addressing substance use issues commonly focus on issues of rehabilitation
and healing, they usually do not elaborate on aspects of economic development
(Forcehimes et al., 2011; Hawkins, Cummins &Marlatt, 2004). There were some
information sources that did discuss employment training as part of substance use
programs (Hawkins et al., 2004; Foley et al., 2010).
A relevant research study was conducted by Foley et al. (2010) which illustrates
examples of the effects of job preparation interventions in an American Indian substance
been deemed irrelevant. The same search was re-run specifically targeting keywords in the abstracts
and titles to ensure that the search was comprehensive. A series of simple searches was created and
run through Native Health Database and Google Scholar. The Google Scholar results were selected
from title and abstract scans looking back for eight pages. (See Appendix B for search strategies,
number of results, and selected items). Relevant results were selected from title and abstract scans.
Citation-chaining was done in some cases from selected relevant results.
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abuse treatment program, NCI (Na’Nizhoozhi). Two programs were run, with one of the
programs containing an expensive and time consuming job seekers workshop and a
second involving exposure to a video on how to interview for a job. A follow-up after
three months showed no difference between the two programs in affecting the outcome of
securing employment or job training following treatment (Foley et al., 2010). There were
also no differences between the two groups in substance use frequency. The researchers
suggest that the timing of the programs may not have been appropriate, due to conflicting
priorities following treatment. They suggest that the programs be instead offered at a later
stage in recovery (Foley et al., 2010). The conclusion of this report advocates for future
collaborative approaches and the incorporation of community input into further research
(Foley et al., 2010).
Incorporating community members as well as local cultural theories and knowledge is
something that was relevant in successful programs for addressing substance abuse
(Whitbeck, Walls, & Welch, 2012; Tribal College Journal, 2003; Wexler, 2011).
Whitbeck et al., (2012) specifically address this in their review of substance abuse
programs in American Indian and Alaska Native communities. This paper explains that
there are still “two worlds” of preventative work, one that is based on local practice, and
one consisting of scientific trials (Whitbeck et al., 2012, p.433). This paper discusses the
rapid progress being made on the ground in many communities to address substance
abuse that, however, is unacknowledged from the research perspective. One therapy
program, the Piya Mani Otipi Equine, is specifically highlighted as an example of a
community-based initiative that is successful (Whitbeck et al., 2012). The conclusion of
this paper is that culturally sensitive blends of science with theories based on the cultural
knowledge and contribution from local communities are the best way forward when
addressing substance abuse (Whitbeck et al., 2012).
Currie et al. (2013) found that high levels of enculturation (defined as the “degree to
which Aboriginal peoples feel pride for, identify with, and integrate the values and norms
of their traditional heritage into mainstream culture”; Zimmerman et al., 1994) was
protective such that it reduced the impact that low education has on drug use for
Aboriginal peoples. In this way enculturation acted as a protective factor providing
additional evidence of the importance of traditional knowledge and culture.
The literature on successful economic development also advocates using local
community and cultural theories (Coombs, 2002; United Indian Nations, 1996; Sagamok
Anishnawbek, 2011). These documents discuss the importance of relying on local
community knowledge, as well as assessing the needs of community members. Coombs’
(2002) thesis discusses a potential fishery program for Innu communities that would
incorporate a cultural history of fishing, and works with community members to establish
a successful fishery program (Coombs, 2002). This program is similar to the CDQ
program in Western Alaska (Coombs, 2002). The most common theme among all the
literature found on either the topic of economic development or substance abuse was that
cultural inclusion and community led programs are instrumental for leading to successful
outcomes.
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The literature available from the communities themselves also reflects this desire to use
local knowledge and culture to spearhead and guide programs. For example, the Six
Nations Women of the Grand River community economic security strategic plan draft
specifically discusses how they would use community knowledge and traditions in order
to accomplish their four goals (Six Nations Women of Grand River, 2013). For example,
when addressing the problem of drug use, the two actions planned in this draft included
the building of a traditional detox and after-care center and offering life skill workshops
to help promote personal growth (Six Nations Women of Grand River, 2013).
Discussion
On exploring this complicated relationship between substance abuse and economic
development, we found very little published literature that addressed these two topics
together. This led us to explore substance use and economic development as separate
entities which made finding successful examples that incorporated these two concepts
very difficult. The lack of connection between the concepts in the literature suggests that
these concepts are completely segregated from one another despite the fact that economic
development and substance use may influence one another. This creates a situation where
the research community as well as potentially many First Nations communities, are
setting out to tackle these obstacles as if they exist in isolation from each other. The
relationship between substance use and economic development is multifaceted and
complicated; however this relationship is further complicated by its absence in the
literature and suggests additional research and discussion is needed.
Conclusion
Economic development and substance use are dynamically intertwined and linked;
however, the relationship is not appropriately represented in the literature involving
Aboriginal people. The literature available on these concepts does not adequately
represent the relationship that exists between the two concepts and instead presents them
as individual topics independent of one another. What is apparent in the literature that
was found is that local people, knowledge, culture, and traditions are central to any
program.
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Appendix B: Sample Generic Interview Guide for all Research Participants
Note: As the proposal explains, we intend to interview or engage in small group
discussions several different types of participants, such as economic development
officers, employment officers, health directors, Band managers and elected leaders. This
interview guide is developed in generic form but adjustments will have to be made to the
questions depending on the area of expertise of the respondent whether it is a single
person or a small group.
Good morning/afternoon. Thank you for agreeing to participate in this study looking at
the relationship between substance use and economic development.
By substance use, we mean the use of drugs whether obtained by prescription or by other
means. By economic development, we are referring to the number and types of
businesses in the community, the types of jobs residents have, and the kinds of
institutions that the community has put in place to strengthen its economic base.
I. Background
1. Is …….. your home community? If not, where are you from? How long have you lived
in this community? How long have you worked here?
2. How would you describe the work that you do? And how long have you done this type
of work whether in this community or elsewhere?
3. Through your work, do you have direct or indirect contact with individuals who are
using substances? What are the substance-related issues that come to your attention?
II. Substance Use
4. How would you describe patterns of substance use in this community? (Leave initial
response open-ended but then probe re prescription and non-prescription, the most
common types of substances in each case, how serious an issue and how widespread, age
groups most involved, etc.).
5. How does it work? That is, what are the different ways that community members get
access to these substances? (Note: we are not asking for names here, just the avenues).
How do those who use drugs obtain the resources to purchase or barter for these
substances?
6. What do you think lies behind community members using these substances? What are
the causes of prescription and non-prescription substance use?
7. To what extent do you think that substance use in this community reflects lack of
economic and other opportunities (e.g., short-term training programs that don’t go
anywhere; patterns of nepotism in the allocation of jobs or housing)? Please explain.
8. Does substance use fluctuate according to the season of the year? Please describe.
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9. What are the side effects of substance use in the community? Please describe. (e.g.,
break-ins, prostitution).
10. Are there times when people in the community use substances but it doesn’t have
negative effects? Please explain.

III. Substance Use and Economic Activity
11. How would you describe patterns of economic development in this community? We
are interested in hearing about the types of businesses the community has, what kinds of
employment are common for residents whether those jobs are on or off reserve, and what
institutions the community has developed to promote economic development (e.g., an
economic development corporation; an “industrial” park).
12. Do you think this community is quite successful in economic terms? Where would
the community like to go in the future with respect to economic development? What
kinds of opportunities does it have? Please explain.
13. In your role as (economic development officer/elected leader/addictions and mental
health counselor/health director/Band manager), do you think that economic development
and substance use are related? In what ways?
a. Can you think of key examples where substance use has shaped business
development or employment patterns (e.g., reduced the available labour force?
b. In what ways, if any, do the kinds of employment and business activities in this
community help to create conditions for substance use (e.g., some community members
earning periodic high incomes)?
14. How does substance use affect the ability of community members to search for,
obtain and keep employment? (Probe re different types of effects, how significant a
barrier it is, etc.)
15. Does substance use in the community affect existing businesses? The ability of the
community to start and maintain businesses? The ability of the community to attract
businesses from outside?
16. Can you describe businesses in the community that are underground and that exist
because they supply illicit drugs to community members (probe re number, types, etc.).
17. What role, if any, do you see economic development playing in creating an
environment that minimizes substance use in communities?
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IV: Policy and Programs
18. What efforts has the community made with respect to minimizing substance use in
the past? Were these efforts successful or unsuccessful in your view, and why?
19. Can you describe programs that are currently in place to deal with substance use in
the community? How effective are they? Please explain.
20. Can you describe any policies, by-laws or Band Council Resolutions that the
leadership has developed that address substance use? How effective are they? Please
explain
21. What needs to be done differently, in your view?
22. What resources does the community have, or can access, that permit it to address
substance use issues? Are these resources sufficient? Do they all come from outside
governments or does the community have own source revenues? Please explain.
23. To what extent has this community attempted to address substance use issues by
partnering with other communities, whether other First Nations or with non-Aboriginal
communities in the region? Please explain.
24. Thinking of the treatment centre where people from this community go, how would
you describe the approach used by the treatment centre to help its clients? How effective
is the approach that is being used? What about after care once a person has completed
his/her program and re-enters their former environment? Please explain.
25. Do you think a different approach is needed at the treatment centre? If so, what would
that look like?
V: Other
26. Are there any other issues related to substance use and economic development that
we have not spoken about, but you feel are important? Please explain.
Thank you so much for participating in this study. We will be pleased to invite you to a
community meeting where we present the results of our work in the near future
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